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A000] 481-87 Initial Comments AGOD
Assisted Living Programs are defined by the type
. & 7
of population served. The census numbers were
provided by the Program af the time of the é e
on-site.

General Population Program P O C/

Number of tenants without cognitive disorder: 15
Number of tenants.with cognitive disorder; 0 L’_ I 17, ’ l’l
Total Population of Program at time of on-site; 15

TOTAL census of Assisted Living Program: 15

The following regulatory insufficiencies were cited
during the recertification visit condugted to
determine compliance with certification of an
Assisted Living Program.

A 003, 481-67.2 Program policies and procedures AQ03

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

This REQUIREMENT is not met as evidanced i |
by i |
Based on observation, interview, and record
review, the Program failed to follow policies and
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A003 | Continued From page 1
procedures established by the program. This -
pertains to 2 out of 2 Tenants observed during

medication pass (Tenants #1 and #3). Findings
follow:

1. Observation of medication administration on
1-24-17 revegled the following:

4. Staff A put hand sanitizer on hands, unlocked
box; G0t put mad planner, put pilts in cup and
handed to Tenant #1. Staff A-put on gloves and
administered eye drops. Staff A did not wash
hands before or after touching med plannetor
before and after putting divremoving gloves.

b. Staff A.put hand sanitizér on hands, took pills
out of med planner and putinto a cup, then
tanded to Tenant#3. Staff A put onh gloves and
handed glucase monitoring supplies to Tehant #3
then put supplies away when Tenant #3 finished
with them. Staff A then got an insulin pen out of
refrigerator and handéd it to Tenant #3. StaffA
fziled o wash hands before or after touching med
planner or before and after putting onfremoving
gloves.

2."Record review revealed:

a. Staff A signed-a sKills checkfor
hafidwashing on 2-10-18 that indicated staff will
wash hands before touching the medications or
medication plariners and after medications are
given. '

b. Procedute for instifing eye drops indicated
staff are to wash hands before and after iristilling
eye drops.

¢. Hand washing/hand hygiene palicy
indicated employees are to wash hands for at
least 15 seconds with soap and water after
removing gloves.

A 003
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Continued From page 2

3. Interview with the Director on 1-14-17 at 4:57
pm revealed she had written the skills check for
handwashing, provided the training to Staff A, and
signed it when compieted. The Director provided
the Program policies for instilling eye drops and
hand washing/hand hygiene that directs
employees to wash hand before and afler using
gloves.

481-67.5(6)b Medications

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

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

b. Medications shall be kept in a tocked
place or container that is not accessible to
perscns other than employees résponsible for the
administration or storage of such medications.

This REQUIREMENT is ngt met as evidenced

by:

Based on observation, interview, and record
review, the Program failed to keep medications in
a locked ptace or container not accessible to
persons other than empioyees responsible for the
administration or storage of such medications.
This pertained to 2 out of 4 tenants observed
{Tenants #1 and #3). Findings follow:

1. Observation during medication (med) pass
revealed the following:

a. Tenant #1 had a lock box on kitchen table that
caontained a med planner and 3 prescription eye
drops were located on the kitchen table. StaffA
picked up Restasis eye drops from the kitchen

A003

AG37
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table and proceeded to administer to Tenant #1.
Eye drops were nof stored in a locked box:

b. Tenant #3 had a med glanner located on the
kitchen gounter. Staff A removed médications
from the med planner and proceded to
administer to Tenant #3. Med planner was not in
a locked box.

c. After Tenant #3 took bldod sugar, Staff Awent
to the refrigerator, got out ifisulin pen and handed
| it to Tenan #3. Insulin pens stored in refrigerator
were not in a locked box.

3. Record review of Policy: Medications revealed
medications shail be Kept in a locked placs or
container thatis not-accessible to persons other
than emplayees responsible for the administration
of storage pf sitch medicatians.

1 4. Interview with Staff A on 1-24-17 at 3:35pm
revealed Tenant #1 kept eye drops stored on the,
table afid not in a lock box. Staff A stated Tenant
#3 did nat have a lock box for hisiher med
plapner or the insuiin pens in the refrigerator.

5. Interview with Program Nurse on 1-24-17 at
4:57 p.m. reveated medications for both tenants
were notkept in a locked box.

A 038 481-67.5(6)c Medications AD38

481-67.5(2318,231C,231D) Medications. Each
nrogram shall follow s own written medication
policy, which shall include the following:
67.5(6) When medications are administered
traditionally by the program;
c. The program shall maintain a list of
each tenant' s medications and document the
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medications administered,

This REQUIREMENT is hot met as evidencad
by

Based on observations, interview, and resord
review, the Program failed to maintain a list of
each tenant's medications and document
medications administered. This pertained to 2 of
2 files revigwed {Tenants #1 and #2). Findings
follow:

1. Observation during medication {med} pass on
1-24-17 at 3:30 p.m. revealsd Staff A unjocked
box, fook out med planner, put pills in a cup and
handed them to Tenant #1. Staff A took vial of
Restasis located on Tenant #1's table out of
prescription box and administerert Restasis eye
drops to Tenant #1.

Record review for Tenant #1 revealed the
following:

a. Medication Status from Burgess Health Genter,
dated 1-9-17, included an ordert for Restasis eye
drops twice a day.

b. Review of Tenant#1's Madication
Administration Record (MAR] dated January
2017 revealed Restasis not listed as a medication
to be administered. The MAR noted, "Pldase
remove meds from lockbox, adhiinister and sign
off." Staff A failed to documient eye drops as
administered.

¢ Review pf Tenant #1's MAR, dated October
2016, revealed no documentation of madications
administered for the following dates and fmes:
10-3-16, 8:00 p.m.; 10-4-16, 12:00 p.m.; 10-5-16,
DIVISION OF HEALTH FACILITIES - STATE OF IOWA '
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12:00 p.m.; 10-6-18, 12:00 p.m.; 10-10-18, 12:00
p.m; 10-27-16, 4:00 p.i; 10-28-18, 12:00 pom.;
10-28-18. 4:00 p.m.; 10-31-1§, 4:00 p.m.

d. No mied errors were documented indicating
madications net adminisiered.

Record review of Procedure. Medication
Adriifistration revealed staff will record
medications administered on the MAR and
includes as needed (PRN) medications. When
PRN meds ara given staff are to indicate on the
back of the MAR; date, time, name of medication
and prescribed dose, reason for administration
and will initial/sign the entry.

Interview with Program Nurse revealed she wrote
the instructions on the MAR to give meds from
lock box and did not include eye drops.

A 089 481-69.26(4)a Service Plans A089

481-69.26(231C) Servics plans.
65.26(4) The service plan shall be
individualized and shall indicate, at a minimum:
a. The tenant'’s identified needs and
preferénces for assistance

This REQUIREMENT Is not met as evidenced
by:

Based on observations, interview, and record’
review the Program failed 1o develop a service
plan individualized according the tenant's
itentified needs and preferences for assistance,
| This pertained to.3 of 3 Tenants (Tenant #1, #2,
! and #3). Findings follow: |
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1. Observation of medication (med) pass on
1-24-16 revealed Staff A administered
medications from a medication planner and
instilled eye drops'to Tenant #1. StaffAalso
administerad medications fram a med planper to
Tenant #3.

2. Record review on 1-24-17 revealed Tenant #1's
service plan, dated 5/12/16, indicated Tenant #1
would be independent with medication
administration, the nurse would review 5
redications quarterly and annuglly, and staff
would report changeés. The plan further indicated
medications would be set1ip by an outside home
héalth agency. Tenant#1's service plan failed to
specify staff were to administer medications.

Additional record review revealed Tenant #1's
Medication Adminisiration Record (MAR) fof
January 2017 instructed staff to document as
having completed: "Please remove meds from
lockbox, administer;, and sign off *

3. Record review on 1-24-17 revealed Tenant #2's
MAR for January 2017 instructed staff to
document as having completed: "Pleasé remove
meds from lockbox, administer, and sign off.”

Further record review revealed Tenant #2's
service plan, dated 10-19-18, indicate ha/she
required assistance with medication
administration and staff shouid remind tenant to
take meds out of a lockbox due to memary
issues.

Additional record review revealed Tenant #2's
prégress notes, dated 5-12-16, revealed an
admissioh summary stated Tenant may require
some assistance with medication reminders.
Progress hotes, dated 10-19-18, indicated a 30
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day assessment completed after Tenant #2
teturiied from 2 hospitalization stated the fenant
continued fo have medications zdministerad out
of ockbox for-safely due to memory issues.

The Program fafled to update Tenant #2's service
plan to refiect that staff should administer
medications and that Tenant #2's médications
were set up by the pharmacy.

4. Record review on 1-24-17 revested Tenant #3's
AR for January 2017 -instructed: "Please

remirid, obsérve, and sign off meds and assist
“with insuaiin

Further record review revealed Tenant #3's
service plan, dated 5-19-16, indicated the tenant
requirad staff astistance with med repiinders and
insulin administration.

The Program failed to update Tenant #3's service
plan to reflagt staff admiriistration of medications

from a med p]armer or that the med planner was
sat tp by the pharmagcy.

5. When interviewed on 1-24-17, the Directer
explained staff only handed medications fo

1 tenants. The Diféctor stated med planners were
filled by the 16¢al pharmacy, except for a few
tenants who had home health. The Diréctor
confirmed tenant service plans failed to provide
thorough information regarding miedication
administration.
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This plan of correction does not constitute an admission or agreement by the provider of the truth %\h\\/l i
of the facts alleged or the conclusions set forth in the statement-of deficiencies. This plan is
prepared solely because it is required by State and Federal law.

Date of compliance and all insufficiencies will be completed by March 10', 2017

A-003
It is the practice of Elmwood Premier Estates to follow the policies and procedures established
by the program.

1. For Tenant #1 and Tenant #3 an in-service will be held on March 1%, 2017 to re-educaie
staff on proper handwashing/ hand hygiene policies.

2. For similar Tenants an in-service will be held on March 1%, 2017 to re-educate staff on
the handwashing/hand hygiene policy.

3. The Administrator and/or designee will conduct weekly audits of handwashing/hand
hygiene for 6-weeks and randomly thereafter.

4. Findings of audits will be reviewed with monthly QAPI committee for tracking/trending
for a minimum of 3 months or until compliance is achieved.

A-037
It is the practice of Elmwood Premier Estates to keep medications in a locked place or container

that is not accessibie to persons other than employees responsible for the administration or
storage of such medications.

1. Tenant #1 had prescription eye drops moved to a medication lock box on February 24™,
2017, Tenants #3 had insulin pens moved to a locked box in the refrigerator on February
24% 2017, '

2. For all similar Tenants, medications will be assessed to ensure that those being
administered by staff are secured no later than March 10th, 2017.

3. Anin-service will be held on March 1%, 2017 to re-educate staff regarding the policy of
storing medications staff administered medications securely. The Administrator and/or
designee will conduct weekly audits of medication storage for 6-weeks and randomly
thereafter.

4. Findings of audits will be reviewed with monthly QAPI committee for tracking/trending
for a minimum of 3 months or until compliance is achieved. '

A-038
It is the practice of Elmwood Premier Estates to maintain a list of each tenant’s medications and
document the medications administration.

1. For Tenant #1 Restasis was added to the Medication Administration Record on January
24™ 2017 to ensure tracking and documentation medication.

2. For similar Tenants, Medication Administration Records will be updated to ensure
tracking and documentation of medication no later than March 10% 2017.




3. Anin-service will be held on March.1%, 2017 to re-educate staff regarding the policy for
: meédication documentation. The Administrator and/or designee will conduct weekly
audits of tenant medication administration records for' 6 weeks and randomly thereafter.
4. Findings of audits will be reviewed with monthly QAPI committee for tracking/trending
for a minimum of 3 months or until compliance is achieved.

|
|
1
|
1
:
I

A-089

It is the practice of Elmwood Premier Estates to have each tenant’s service plan be
individualized and indicatc the fenant’s identified needs and preferences for assistance.

1. Tenant #1, #2 and #3 will have their service plan updated by March 1%, 2017 to reflect
needs and preferences for assistance. '
| 2. Similar Tenant service plans will be reviewed to ensure they reflect needs and preference
; for assistance by March 10, 2017.
: 3. The Administrator and/or designee will conduct weekly audits of service plans for 6-
weeks and randomly thereafter.
4. Findings of audits will be reviewed with monthly QAPI committee for tracking/trending
for a minimum of 3 months or until compliance is achieved. )




