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June 9, 2015

Mr. Caleb Walton, Administrator
Oak Estates Assisted Living

110 Alice Street

Conrad, JA 50621

RE: Final Recertification Monitoring Evaluation Report — Oak Estates AL, \
Conrad, TA )
Dear Mr. Walton:

Enclosed is the Final Recertification Monitoring Evaluation Report completed by the
Department of Inspections and Appeals (DIA) in accordance with Iowa Code chapter 231C and
lowa Administrative Code (IAC) chapters 481—67 and 481—69, following a survey by DIA on
May 21 and 26, 2015. The Report notes Regulatory Insufficiencies in the area(s) of: Staffing,
Evaluation of Tenant, Service Plans and Nurse Review.

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction
(POC).

In preparing the POC, please use the tenant 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:

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

How the Program plans to monitor performance to ensure compliance.

The date by which the regulatory insufficiency will be corrected.

BN

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.

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




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.

The review of the recertification documents you submitted has been completed and the
documents are accepted. In addition, the State Fire Marshal’s (SFM) inspection report has been
received as well as the Facility Engineer’s approval of the Evacuation Plans for your program.

Also enclosed you will find the Assisted Living Program Certificate S0105 with
effective dates of January 17, 2015 through January 16, 2017.

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

Sincerely,
Kose Bocoelt

Rose Bocecella
Program Coordinator
Adult Services Bureau

Enclosure
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A 000 481-67 Initial Comments A 000 This shail serve as my credibie alegation of
compliance. All insufficiencies will be corrected by
. .. the dat ffied.
Assisted Living Programs are defined by the type o cale sheclle
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: 13
Number of tenants with cognitive disorder: 2
Total Popuiation of Program at time of on-site:
15
TOTAL census of Assisted Living Program: 15
The following regulatory insufficiencies were
gited during the recerification visit conducted ta
determine compliiance with certification for an
Assisted Living Program:
A 061 48 7 Ag51 A0B1
1-6 -9(4)d Siafﬁng 08 An educational staff meeting was heid for -~
staff member C and all similarly situated
statt on 6-15-2015; items discussed were
481-67‘9(231 B.231 0‘23 1 D} S?afﬁng- the in-service program which includes
67.9(4) Nurse defegation procedures. ’ annual dementia training. Proper make-up
The program ' s regisiered nurse shall ensure processes were discussed ff an Smpoyee BEM7AS
certified and noncertified staff are competent to ca'}?,?; ?,ﬁi‘?ﬂﬂé’;i:ﬁ:é%ﬁﬁi{?ﬁé"g
meet the individual needs of tenanis. Nurse completing a}maketup t_;aining with the in-
i ini i service facilitator. The program’s
delegalion shall, at a minimum, include the rogistored nurse will monitor for
following: compliance and ensure all similarly
d. Ceriificd and nonceriified staff shiall situated staff comply with the training
receive training regarding service plan tasks program.
(e.g., wound care, pain management,
rehabilitation needs and hospice eare} in
accordance with medical or nursing directives
and the acuity of the ignants ' health, cognilive .
or functional status.
This REQUIREMENT is not met as evidenced
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I‘QX:BORATURY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATWES SIGNATURE THLE (8] BATE
f
é-:-w 0&5 Q. k \ 'LL’\/ Adwministratar 6M17/2015
STATE FORM o 5899 JABK1 ] If continuation sheet 1 of 21




PRINTED: 06/04/2015

FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS
STATEMENT OF DEFICENCES (1) PROVIDER/SUPPLIERICLIA (@) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUILDING: COMPLETED
S0105 B. WING 05/267/2015
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZI° CODE
110 ALICE STREET
QAK ESTATES
CONRAD, IA 5062%
4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR L SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A061| Continued From page 1 AlB1

by:

Based on review of tenant files, a staff interview
and Program documenis, the Program failed {o
provide staff training regarding service plan tasks
in accordance with medical or nursing directives
and the acuily of a tenant's health, functional and
cognitive status for one staff (Staff C) regarding
one icnant {Tenant #2). Tenant#2 had a
diagnosis of dementia and the scored objective
cognitive tool indicated moderate cognitive
impairment. Review of Care Noles indicaled
Tenant #2 had parancia and behaviors and Staff
C provided reality orientation including 1o Tenant
#2's diagnosis of dementia and the disease
process. Staff C did not have any documented
training regarding Tenant #2 cognitive status.

1. Tenant #2, an 88 year old, was admitted on
2-8-14 and diagnoses included: hyperlipidemia,
hyperiension, demeniia, amdety,
hyperthyroidism, macular degeneration,
gastroesophageal reflux disease and Charles
Bonnet Syndrome. Tenant #2's score from the
Mental Status Questionnaire indicated
maderately advanced impahmment.

According to a Quarterly Registered Nursa
Review document dated 5-4-15, Tenant #2 was
having a difficult ime. Tenant #2's paranoia had
dramaticafly increased, word finding was
extremely difficult and Tenant #2 had
hallucinations. The Exelon paich was
discontinued on 4-1-15. Tenant #2's behavior
had increased and Tenant #2 no longer knew
how to unlock Tenant #2's door, use Tenant #2's
phone or television.

According to Care Notes dated 4-27-15, Tenant
#2 reported Tenant #2 had been robbed, Staff G

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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courded the money to Tenant #2, all the money
was accounigd for and Tenant #2's credit card
was found undemeath the money. Staff C spent
about 45 minutes with Tenant #2 talking about
Tenant #2's disease (dementia) and how Tenant
#2 forgot things. Tenant #2 broke down crying
and said Tenant #2 did not know what to do and
apologized. Staff C checked on Tenard #2 fater
and Tenant #2 showed Staff C missing ciothing
items that had reappeared. Tenant #2 said
whoever had taken thern brought thertt back as
the items were not there befors. Staff C
explained maybe Tenant #2 had misplaced them
and now remembered where they were as it was
part of Tenant #2's disease. Tenant #2 became
agitated and threw all the clothing items back in
the drawer and Kicked it shut with Tenant #2's
foot. According to Care Notes dafed 4-29-15,
Tenant #2 said someone had come in and
"messed all that up.” Tenant #2's wallet and
everything was scaftered over the dresser.
Tenant #2 also reported someone took Tenamnt
#2's eyeglasses. Staff C went through all of
Tenant #2's drawers and boxes looking for the
eyeglasses with Tenant #2 present and found a
key, perfume and a bottle of hairspray Tenant #2
had previously reported as stolen. Staff G
explained to Tenant #2 about Tenant #2's
disease. Tenant #2 questioned what dementia
was and Staff C again explained it {o Tenant £2.
Staff C also told Tenant #2 that Tenant #2 should
not accuse peoplie of steaiing and it couid get
someone in trouble.

According to Care Notes dated 5-8-15, Tenant #2
asked Staff C o come 1o Tenant #2's apariment.
Tenant #2 said there were children on the couch
and Staif © told Tenant #2 there were no children
on the couch. They talked, Tenant #2 calmed

. DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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down and Staff C left. Tenant #2 paged later and
Staff C responded. Tenant #2 said "there were
no kids were there?” and Staff C told Tenant #2
no. Tenant #2 became agitated, upset and
started to cry. Siaff C explained that everything
would be okay, it was parl of the disease and the
dociors were trying to heip. Tenant #2 then
became agitated about an exira pill and Staff C
explained for the third time regarding Tenant #2's
new onders and why there were extra pilis.
Tenant #2 began 1o cry again and Staff C
reassured Tenant #2 everyone was doing what
they could to help. Care Notes dated 5-11-1%
indicated Tenant #2 reported the people who had
been taking Tenant #2's things had bsen in
Tenant #2's apartment. Staff C reminded Tenant
#2 no one was coming into the apariment,
stealing and then returning things. Siaff C
reminded Tenant #2 of all of the items Staff C
found the week prior. Staff C explained o
Tenant #2 that forgetfulness and misplacing
things was part of the disease. Tenant #2 said
the eyeglasses were not Tenant #2's syeglasses
and Staff C had Tenant #2 put on the eyeglasses.
Staff C told Tenant #2 she feli they were the
eyeglasses Tenant #2 had been missing and
Tenant #2 had misplaced them. Tenant #2
became increasingly agitated, fold Siaff C to go
and gestured for Staff C to leave. As Staff C and
Tenant #2 got to the door Staff C said they were
all just trying to help Tenant #2. Tenant #2

reached out and grabbed Staff C's arm in an i
agitated/angry manner. Care Notes dated
5.15-15 indicated Tenant #2 reported Tenant #2
had not received Tenant #2's medications. Slaff
C reminded Tenant #2 that Staff C had sat with
Tenant #2 at supper and helped Tenant #2.
Tenant #2 disagreed with Staff C numerous times
and became exiremely agitated. Staff C

DIVISION OF HEALTH FACILITIES - STATE OF [OWA
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reminded Tenant #2 numerous times that Tenant
#2 had taken them and where, when and how
Tenant #2 had taken them. Each {ime Tenani #2
disagreed and the notes indicated Staff C had
never seen Tenant #2 that agitated. The Nurse
was called and said to have a charge nurse (from
the nursing home) assess and check into getting
an as nesded medication to calm Tenant #2.
Staff C again tried talking with Tenant #2 to help
Tenant #2 understand that Tenani #2 did iake the
medications. Staff C showed Tenani #2 the pili
container which was empty. The same
conversation confinued for about 45 minutes
total, according to the notes.

2. Staff C, a certified medication aide, did not
have documented training on dementia. There
was a in-service document provided regarding
dementia training. Review of the siaif signature
sheet for the in-service revealed Staif C did not
attend the training. Online iraining records for
dementia education were not provided for Staff
. Staff C did not have {raining regarding Tenant
#2's cognitive status.

3. According to a Program document, it the
Program's policy to hold regular in-services for
all staff. Dementia training was offered annually.
An all staff in-service was provided in January -
2015, which covered dementia training. The
Program utilized an online education service and
staff could make up missed in-services through
that arena. Staff could also view the video from
the in-service where available.

4. According o an interview with the Nurse on
5-26-15 at 2:26 p.m., Tenant #2's doctor provided
instructions o Tenant #2's family to tell Tenant #2
it was a part of Tenant #2's disease process.
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481-67.9(231B,231C,231D) Staffing.

67.9(4) Nurse delegation procedures. The
program ' s registered nurse shall ensure
certified and noncertified staff are competent to
meet the individual needs of tenants. Nurse
delegation shall, at a minimum, include the
following:

f. Services shall be provided {0 tenants
in accordance with the fraining provided.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of staff files, a
staff interview and review of Program documents
the Program falled to provide services in
accerdance with the training provided for one
staff (Staff A). Staff A had nurse delegated
training on medication adminisiration; howaver,
did not provide appropriate sanitation,
documentation of medications or supervision of
the medication cart during the medication pass
observed.

1. Stalf A, a certified medication aide, had nurse
delegated training on medication administration.
The most current reedication administration
delegation training was dated 4-3-15. Staff A
also had documsnied training on hand hygiene
techrique which was dated 4-3-15.

2. Amedication pass was obssrved on 5-21-15
at 12:20 p.m. with Staff A. The medications were
administered in the dining room and the
medication cart was located in the dining room.
Staff A washed her hands prior to the start of the
medication pass and then staried coughing.

Staff A left the dining room and wenti to the

An educational staff meeting was held on 6-15-15
where proper medication pass procedures were
reviewed. Staff member A and all similarly situated
staff demonstrated the ability to perform a medication
pass that is consistent with the programs policies.
The program’s nurse manager will conduct medication
pass audits on all staff on a quarterly basis. This will
ensure all current and future tenants medication will
passed within the parameters of the Program’s
policies.

617HS5
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Continued From page 6

kitchen to wash her hands. The medication cart
was unlocked and the cart was nof in Staff A's
view when she left to wash her hands. Staff A
administered medications o Tenanis #6 angd #7
and signed out the medications prior to the
administration of medications. Staff A did not
wash her hands or use hand saniiizer after
administering medications to Tenant #6 and
before administering medications io Tenant #7.
During the observation of the medication pass,
Staff A lefl the unlocked medication cart
unattended, signed out medications prior o
administering the medications and did not
sanitize her hands in beiween tenants when
administering medications,

3. According to a Medication Pass Monitoring
Tool (procedure checklist) for Staff A dated
4-3-15, the medication cari was locked when
staff did not have the cart in view and/or the staff
was away from the cart. It also indicated the
administered medication was charted in the
medication administration record immediately
foliowing administration. Correct use of hand
saniiizer or hand washing was exhibited, -
according 1o the document.

4. According 10 an interview with the Nurse on
5.26-15 at 2:26 p.m., the medication cart was to
be locked when siaff was not beside the cart.
Medications were to be documented afier
adminisiration and hand sanitation was to be
done in between administering medications to
tenants.

481-69 22(2) Evaluation of Tenant

481-68.22{231C) Evaluation of tenant.
©9.22(2) Evaluation within 30 days of

AQB3

AQ37
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occupancy and with significant change. A
program shall evaluate sach terant ' s functional, The program’s nurse manager will
cognitiv e and healih status within 30 d ays of compiete functional, cognitive and heaith
status evaluations upon admissian,
occupancy. A program shall also evaluate each within 30-days of admission and upon a 61715
tenant's functional, cognitive and health stafus as Sigf;'figjfst ,gga"%e fl?r ?Eﬂlan{S # : 2:3'1
N . u 3] and all similarly situaty
needed with srgmﬁqant change, but not Ee_ss than tenants. The program’s nurse manager
annually, fo determine the tenant ' s continued and the QAPI tearn will monitor on a

quarlerly basis for compliance.

eligibility for the program and to determine any
changes 10 services needed. The evaluation
shall be conducted by a health care professional
or human service professional. A licensed
practical nurse may compiete the evaluation via
nurse delegation when the tenant has not
exhibited a significant changs.

This REQUIREMENT is not met as evidenced
by:

Based on review of {fenant files and review of
Program documends the Program failed to
evaluate fenants' cognitive, health and functionai
status as needed with significant change for
three of five ienant files reviewed (Tenants #1,
#2 and #3). Three fenants had significant
changes and cognitive, heaith and functional
evaluations were not completed as needed.

1. Tenant #1, a 92 year old, was admitted on
12-28-14 and diagnoses included: hypertension
{HTN), hyperthyroidism, memory disturbance,
edema, osleocporesis, arthritis, irritable bowel
syndrome and polymyalgia. Tenant #1 was
staged at a four on the Glabal Detericration
Sceale, which indicated moderate cognitive
decline.

According to Care Notes dated 3-18-15 fo
5-18-15, Tenani #1 was incondinent of urine and

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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bowel, staff found a sandwich wrapped in
napkins undemseath protective undergarments,
found crackers behind the bath towels and found
socks and washclofhs mixed in with garbage in a
trash can. Tenant #1's profective undergament
was on inside out, Tenant #1 had tor apart a
protective undergarment, Tenant #1 was unable
to figure out how to put on the protective
undergarment and a soiled protective
undergarment was found in the refrigerator.
Tenant #1 had 4+ edema and Tenam #1's feet
were reddish purple in color. Tenant #1 went fo
the doctor due to a decrease in activity, inability
fo get out of chairs without assistancs, increased
incontinence episodes and increased confusion.
Tenant #1 had scrambied wotds and showed
confusion when staff conversed with Tenant #1.

According to a Quarterly Registered Nurse
Review docurnent dated 4-24-15, Tenant #1 had
significant dernentia and staff helped Tenant #1
with showering, dressing and grooming. Tenant
#1 had significant incontinence. 1 was discussed
with Tenant #1's family that further placement N
was needed due to incontinence and Tenant #1's
difficulty getiing out of the chair. Tenant #1 had
A+ edema in Tenant #1's feet and lower legs, -
According to a Quarterly Registered Nurse
Review document dated 5-18-15, looking for
altemnate placement was discussed with Tenant
#1's family and Tenant #1's family was
agreeable.

Cognitive, health and functional evaluations were
compieted on 1-26-15. Evaluations were not
completed as needed with Tenant #1's
incontinence of urine and bowel, edema,
dificulty getting out of chairs without assistance
and confusion. Evaluations were not completed

DIVIRION OF HEALTH FACILITIES - STATE OF IOWA
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as needed with significant change for Tenant #1.

2. Tenant #2, an 88 year old, was admitted on
2-8-14 and diagnoses included; hyperlipidemia,
HTN, dementia, anxiety, hyperthyroidism,
macular degeneration, gastroesophageal reflux
disease and Charles Bonnet Syndrome. Tenant
#2's secore from the Mental Staius Questionnaire
indicated moderately advanced impairment.

Care Neoies from 3-11-15 1o 5-15-15 identified
behaviors with Tenant #2. The behaviors
included: Tenant #2 reported someone pushed
Tenant #2 from behind into the refrigerator and
Tenant #£2 almost blacked oul. Tenant #2 said
someone had come into Tenant #2's apartment
and taken items. Tenant #2 said someone had
drugged Tenant #2 and taken Tenani #2's
instructions for the television. Tenant #2
reported seeing children run past Tenant #2 when
there were no children present. Tenant #2 had
paranoid thoughis Including: Tenant #2 thought
things were missing and thought someone had
used Tenant #2's personal items. Tenant #2 had
gone through Tenant #2's garhage and thrown it
on the fioor. Tenant #2 reporied someone broke
into Tenant #2's apartment and ate Tenant #2's
food. Tenant #2 was found in Tenant #2's .
apartment visibly shaking, the thermostat read
above 80 degrees and the heat was on. Tenant
#2 was very flustered and was unable to do
anything alone. Tenant #2 had always been able
to unlock Tenant #2 door and was no longer able
to understand the concept.

According to a Quarderly Registered Nurss
Review document dated 5-4-15, Tenant #2 was
having a difficult time. Tenant #2's paranoia had
dramatically increased, word finding was
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extremely difficuit and Tenant #2 had
hailucinations. The Exelon patch was
discontinued on 4-1-15. Tenant #2's behavior
had increased and Tenant #2 no longer knew
how to unlock Tenant #2's door, use Tenarnt #2's
phone orielevision. Tenant #2 had an injection
for macuiar degeneration on 4-22-15 and Tenant
#2 said Tenant #2 could noi see. Tenant #2's
family reporied an eye test showed Tenant #2
could see. Tenant #2 required assistance with
Tenant #2's shower and staif speni a lot of one to
one time with Tenant #2.

Cognitive, health and functional evaluations were
compieied on 2-6-15. Evaluations were not
compieted as needed with an increase in Tenant
#2's behaviors and inability o complete routine
daily tasks. Evaluations were not compieted as
needed with significant change for Tenant #2.

3. Tenant #3, an 88 year oid, was admitted on
12-13-14 and diagnoses included: congestive
heart failure, dementia, atrial fibrilfation and renal
insufficiency.

According to Quarterly Registered Nurse Review
document dated 3-11-15, Tenant #3 was
admitted to the aitached nursing home.
According te a Quarterly Registered Nurse
Review documert dated 5-1-15, Tenant #3
returned to the Program with Tenant #3's spouse.
According to the service plan dated 1-6-15,
Tenant #3 had oxygen at 2 liters, Tenant #3's
family set up medications and staff administered.
The service plan dated 5-1-15 indicated the
oxygen was discontinued &t the nursing home,
The service plan indicaied pharmacy set up
medications and staff administered. Tenant #3
was admilted to the nursing home on 3-11-15
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and returned on 5-1-15. The service plan
reflected changes with oxygen and medication
administration. Cognitive, health and functional
evaluations were not completed as needed.
Evaluations were not completed as neaded with
] significant change for Tenant #3.
A 083| 481-89.26(1) Service Plans A 083 A 083
481"69'26(231 C) S_emce p{ans' The program’s nurse manager will develop the
69.26(1) A service plan shall be developed tenant service plan based on the evaluation process
for each tenant based on the evaluations and will be campleted upan admission, within 30-

A A days of admission and with a ficant ch )
conducted in accordance with subrules 69.22(1) and at a minimum of annually for fanants #1 a4 | 8IS
and 69.22{(2) and shall be designed to mest the :unr :;15/15 and a]r:;itw“a”y situatecé tAeglatnts. Thﬁl

- . - P manader al e program;:s eam w
specific service needs of the individual tenant. monitor f};’, .;ompuange cﬂ‘ a quarterly basis. '

The service plan shall subsequently be updated
at teast annually and whenever changes ars
needed.

This REQUIREMENT is not met as evidenced
by: ’

Based on review of tenant files and review of
Program documents the Program failed to
develop service plans that were based on
evaluations, were updated as needed with .
changes and reflecied the identified needs of the |
tenants for four of five tenant files reviewed . .
(Tenanis #1, #2, #3 and #4). The service plans
were not based on evaiuations, were not updated
as needed and did not refiect the needs of the
tenamnts.

1. Tenant #1, a 92 year old, was admiifed on
12-28-14 and diagnoses included: hypertension
{HTN), hyperthyroidism, memory disturbance,
edema, ostecporosis, arthritis, irritable bowel

1
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syndrome and polymyalgia. Tenant #1 was
staged at a four on the Global Deterioration
Scale, which indicated moderate cognitive
decline.

According to Care Notes dated 3-18-15to
5-18-15, Tenant #1 was incontinent of urine and
bowel, staff found a sandwich wrapped in
napkins underneath protective undergarments,
found crackers behind the bath fowels and found
sacks and washcloths mixed in with garbage in a
frash can. Tenant #1's protective undergarment
was on inside out, Tenant #1 had tom apart a
protective undergarment, Tenant #1 was unable
to figure out how to put on the protective
undergarment and a soiled protective
underganment was found in the refrigerator.
‘Tenant #1 had 4+ edema and Tenant #1's feet
were reddish purple in color. Tenant #1 went to
the doctor due to a decreass in activity, inability
1o get out of chairs without assistance, increased
incontinence episodes and increased confusion.
Tenant #1 had scrambled words and showed
confusion when staff conversed with Tenant #1.

According to a Quarterly Registered Nurse
Review document dated 4-24-15, Tenant #1 had
significant dementia and staff helped Tenant #1
with showering, dressing and grooming. Tenant
#1 had significant incontinence. It was discussed
with Tenant #1's family that further placernent
was needed due to incontinence and Tenant #1's
difficuity getiing out of the chair. Tenant #1 had
4+ edema in Tenant #1's feet and lower legs.
According to a Quarterly Registered Nurse
Review document dated 5-18-15, locking for _
alternate placement was discussed with Tenart
#1's family and Tenant #1's family was
agresable.
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The service plan dated 4-10-15 reflected Tenant
#1 wore proteciive undergarments and at fimes
put thern over Tenant #1's pants. The service
plan reflectad Tenant #1's legs were weak. The
service plan was not updated as needed and did
niot reflect Tenant #1's incontinence of urine and
bowel, edema, difficuity getting out of chairs
without assistance and confusion. The service
plan was not updated as needed with significant
change and did not reflect the needs of Tenant
#1.

2. Tenant #2, an 88 year old, was admitied on
2-8-14 and diagnoses included: hyperipidemia,
HTN, dementia, anxiety, hyperthyroidism,
rmacular degeneration, gastroesophageal refling
disease and Charles Bonnet Syndrome. Tenant
#2's score from the Mental Status Questionnaire
indicated moderately advanced impairment.

Care Notes from 3-11-15 to 5-15-15 identified
behaviors with Tenant #2. The behaviors
inciuded: Tenant #2 reported someone pushed
Tenant #2 from behind into the refrigerator and
Tenant #2 almost blacked out. Tenant #2 said
someone had come into Tenant #2's apartment
and taken items. Tenant #2 said someone had
drugged Tenart #2 and iaken Tenant #2's
instructions for the teievision. Tenant #2
reported seeing children run past Tenant #2 when
there were no children present. Tenant #2 had
paranoid thoughts including: Tenant #2 thought
things were missing and thought someone had
used Tenant #2's personal items. Tenant #2 had
gone through Tenant #2's garbage and thrown it
on the floor. Tenant #2 reported someone broke
into Tenant #2's apartment and ate Tenant #2's
food. Tenant #2 was found in Tenant #2's

A 083
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apariment visibly shaking, the thermostat read
above 80 degrees and the heat was on. Tenant
#2 was very flustered and was unable to do
anything alone. Tenant #2 had always been able
to unlock Tenant #2 door and was no longer able
to understand the concept.

According fo a Quarierly Registered Nurss
Review document dated 5-4-15, Tenant #2 was
having a difficult time. Tenant #2's paranoia had
dramatically increased, word finding was
extremely difficult and Tepant #2 had
haHucinations. The Exelon palch was
discontinued on 4-1-15, Tenant #2's behavior
had increased and Tenant #2 no longer knew
how to unlock Tenant #2's door, use Tenant #2's
phone or television. Tenant #2 had an injection
for macular degeneration on 4-22-15 and Tenant
#2 said Tenant #2 could nof see. Tenant #2's
Tamily reported an eye test showed Tenant #2
could see. Tenant #2 required assistance with
Tenant #2's shower and staff spent a lot of one to
one fime with Tenant #2.

The service pian dated 2-8-15 reflected to
observe for changes in mental status and Tenant
#2 had paranoia and anxiety. The service plan
was not updated as needed and did not reflect
the exdent of Tenant #2's paranoia, behavior and
interventions related fo the behavior. The
service plan was not updated as needed with
significant change and did not reflect the needs
of Tenant #2.

3. Tenant #3, an 88 year vld, was admitled on
12-13-14 and diagnoses included: congestive
heant fallure, demeniia, atrial fibrillation and renal
insufficiency.
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According to Quarterly Registered Nurse Review
docurnent daied 3-11-15, Tenant #3 was
admitted io the aftached nursing home.
According {o a Quarierly Regisiered Nurse
Review document dated 5-1-15, Tenant #3
refumed io the Program with Tenant #3's spouse.
According to the service plan dated 1-8-15,
Tenant #3 had oxygen at 2 liters, Tenani #3's
family set up medications and siaff adminisiered.
The service plan dated 5-1-15 indicated the
oxygen was discordinued at the nursing home.
The service plan indicated pharmacy set up
medications and staff administered. The service
plan was updated on 5-1-15; however, was not
based on evaluations. The service plan dated
5-1-15 reflected changes from the previous
service plan and was not based on evaluations.

The service plan dated 5-1-15 indicated
pharmacy set up Tenant #2's medications and
staff administered the medications, Tenant #3
had an order for Nitrostat 0.4 milligram (mg)
tablet sublinguat (Si) every five minutes up to
three doses as needed for chest pain. According
10 an interview with the Nurse on 5-26-15 at 2:26
p.m., Tenant #3's spouse kept the Nifrostat at
bedside. The May 2015 medication
administration record (MAR) reflected Nitrostat
0.4 myg fablet SL one tablet every five minutes
for three doses as needed for chest pain. The
May 2015 MAR did not reflect any doses of
Nitrostat administered by siaff.  The medication
was refiectad on the MAR where staff
documented medications administered despite
Tenant #3's spouse keeping the medication at
bedside. The service plan did not reflect Tenant
#3 had Nitrostat, where it was stored and who
administered i as needed. The service plan did ) -
not reflect the needs of Tenant #3 related to the )
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administration and storage of Nitrostat. The
service plan was not based on evaluations and
did not reflect the needs of Tenant #3.

4. Tenant #4, a 93 year old, was admitied on
2-27-15 and diagnoses included: recent fall with
a subdural hematoma, Parkinson's disease,
HTN, hyperlipidemia, past ceyebral vascular
accident and glaucoma.

Tenant #4's cognitive, health and functional
evaluations within 30 days of taking occupancy
were dated 3-30-15. The service plan was daied
3-18-15. The service plan was developed prior
to the completion of the evaluations. The
service plan was not based on the evaluations.
Tenant #4 had an order for compression hose.
The service plan did not reflect the compression
hose. The service plan was not based on
evaluations and did not reflect the needs of
Tenant #4.

A092 481-69.26(4)d Service Plans

481-69.26{231C) Service plans.
62.26(4) The service plan shail be
individualized and shall indicate, at a minimum:
d. Forienants who are unable 1o plan their
own activities, including tenants with dementia,
planned and spontaneous activities based on the
tenant ' s abilities and personal interests

This REQUIREMENT is not met as evidenced
by:

Based on review of tenant files and review of
Program documents the Program failed to
develop service that reflected at a minimurn:
planned and spontaneous adlivities for tenants

A 083

A Q82

A 092

Service plans were updated by the nurse

spontaneous activities for tenant #1 and 5 and

atl similarly situated tenants on 6/15/15. The 81715

nurse manger and the Program’s QAP1 team
will monitor for compliance on a quarterly

manager to refiect individualized and

basis.
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unable to plan their own activities, including
those tenants with dementia, for two of five
tenant files reviewed (Tenants #1 and #5).
Planned and spontaneons activities were not
reflected on the service plans for two tenants
with moderate o moderately severe cognilive
degline.

1. Tenant #1, a 92 year old, was admitted on
12-29-14 and diagnoses included: hyperiension
(HTN), hyperthyroidism, memory disturbance,
edema, osteoporosis, arthritis, irritable bowel
syndrome apnd polvmyalgia. Tenant #1 was
staged at a four on the Global Deterioration
Scale (GDS), which indicated moderate cognitive
decline. .

The service plan dated 4-10-15 indicated Tenant
#1 was able to participate as desired i1 activities
in and out of the Program. R indicated Tenant #1
would participate as desired and staff would
remind Tenant #1 of activities. Actording to a
Quarterly Regisiered Nurse Review doecument
dated 4-24-15, Tenant #1 had significant
dementia and significant incontinence. The
document indicaled the need for alternate
placement was discussed with Tenant #1's
family: Tha service plan did not reflect planned
and spontaneocus activities for Tenant #1.

2. Tenant #5, an 85 year old, was admitted on
5-18-13 and diagnoses included: HTN,
hyperiipidemia, hyperthyroidism, osteopenia,
Alzheimer's disease and glaucoma. Tenant #5
was staged at a five on the GBS, which indicated
moderately severe cognitive degline.

The sernvice plan dated 4-17-15 did not refiect
any planned or spontanegus activities. The

F—
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service pian reflected Tenant #5 had a
companion Monday through Friday. The service
plan did not reflect planned and spontaneous
activities for Tenant #5.

3. According to the Program's policy regarding
sefvice plans, the service plan would be
individualized and would indicated at 2 minimum:
for tenants who were unable to plan their awn
activities, including tenants with dementia,
planned and spontaneous aciivities based on -
tenant's abilities and pessonal interests.

A095] 481-68.27(2) Nurse Review A085 A 095

481-69.27(231C) Nurse review. If a tenant does cervioe on ghysician orders. and reviewsd hat
not receive personal or heaith-related care, but alt phﬁicier-;l %rsv?ﬁsegzz?eac%a;e-;;mng :P:r 8A7/5
an observed significant change in the tenant ' s fenants £ 3 and 4 and all smilany situated
condition ocours, a nurse review shail be tenanis. The nurse manager and the program’s
conducted. If a tenant receives personal or QAPI team will manitor for compliance on a
heaith-related care, the program shall provide for a y )
a registered nurse or a licensed practical nurse
via nurse delegation:

69.27(2) To ensure that health care -
professionals ' orders are current for tenanis
who receive health care professional-directed

care from the program

This REQUIREMENT is not met as evidenced
by:

Based on review of tenant files and Program
documents the Program failed to ensure health
care professionals’ orders were current for
tenants who received health care
professional-directed care from the Program for
two of five tenant files reviewed (Tenants #3 and
#4). The Program’s policy indicaied
documentation of physician orders would be
noted with time, date and signature. Two tenant
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files reviewed did not have physician orders
noted with appropriate documentation.

4. Tenant #3, an 88 year old, was admitted on
12-13-14 and diagnoses included: congestive
heart failure, dementia, atrial fibrillation and renal
insufficiency.

Tenant #3 had orders for wound dressing
changes and edema control that were not noted
with time, date or signature. The date of service
was 1-23-15. A summary document from a
heatthcare visit dated 3-5-15, which included
medications, was not noted with with time, daie
or signature. A medication history list dated
5-8-15 was not noted with time or signature. A
handwritten note at the top of the document
indicated i was a current medication list per the
doctor and it was daied 5-8-15. The medication
list indicated oxygen at 2 liters (L) per nasal
cannula was ordered. The service plan dated
5-1-15 indicated Tenant #3's oxygen was
discontinued at the nursing home. A clarification
was received on 5-26-15, which indicated oxygen
at 2 L as neaded was ordered. The order was
not noted appropriately. Tenant #3 went to the
emergency room (ER) and returned with orders
for Tramadol 50 milligram tabtet and Silvadene
1% cream. The orders had a handwritien note
that indicated the time Tenant #3 went fo and

| retumed from the ER. The orders were not
noted appropriately. Physician orders were not
noted with appropiiate documentation.

2. Tenant #4, a 93 year old, was admitited on
2-27-15 and diagnoses included: recent fatl with
a subdural hematoma, Parkinson's disease,
hypertension, hyperiipidemia, past cerebral
vascular accident and glaucoma.
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Tenant #4 had orders for wound care and edema
control that were not noted with time, date or
signature. The date of service was 3-18-15.
Tenant #2 had orders for wound eare and edema
control that were not noted with time, date or
signaiure. The date of service was 4-1-15. A
summary document from a heaftheare visit dated
3-16-15 included a medication jist, orders fora
wound clinic consult and compression hese. The
document was not noted with with time, date or
sighature. Physician orders were not nofed with
appropriate documentation.

3. According to the Program's Nurse Review
policy, the nurse wouid ensure the health care
professional orders, for health-care professional
directed care delivered by the Program were
current. Documentation of the above would
include time, date and signature.
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