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Assisted Living Programs for People with
Dementia are defined by the population served.
The eensus numbers were provided by the
Program at the fime of the on-site.

General Population
Number of tenants without cognitive disorder: 23
Number of tenants with cognitive disorder: 2

Memory Care Unit
Number of tenants without cognitive disorder: 0
: Number of tenants with cognitive disorder; 7

TOTAL Census of Assisted Living Program for
People with Dementia: 32

| A recertification visit was conducted to determine
. compliance with certification rules fora
Dedicated Dementia-Specific Assisted Living
Program. In addition to the recertification visit,
an investigation of Complaint #73055-C was
also completed. The following regulatory

| insufficiencies were identified: ,/P&\/ WN\PJL»kL \:Nl%
A 003 481-87.2 Program policies and procedures ADD3 @\gﬁm‘; r{\%"}v’ \w\k QW\%:@&-\/ ma

. |
481-67.2(231B,231C,231D) Program policies é}u G\Q@L Q.(/Q,_. QA Vel 0

and procedures, including those for incident \

| reports. A program’s policies and procedures O\L% %m ) gg (A 0
1Y),

- must meet the minimum standards set by

applicable requirements. The program shall )
follow the policies and procedures established by Qe in Che
W}un@

i a program. All programs shall have policies and /s,
procedures refated fo the reporting of incidents e
including allegations of dependent adult abuse. (D ;//,r} 18
; !
DIVISION OF HEALTH FACILITIES - STATE GF IOWA
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIMLE (XE) DATE
SIATE FORM s UM i continuation sheat 1 of 30

EE0IP00° d 00E6ZZYERS LV uolf 3saM e SUO!J!FiEJl 45:¥1 BlOZIELIED




PRINTED: 02/19/2018

: ' FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS .
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
- C
$0285 B. WING 01/31/2018
NAME OF PRQVIDER OR SUPPLIER ETREETADDREEZE, QITY, STATE, ZIP CODE
609 HWY 150 N
TRADITIONS AT WEST UNION WEST UNION, IA 52175
(X4) D SUMMARY STATEMENT OF DEFICIENGIES 12] PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY)
A 003 | Continued From page 1 A003
This REQUIREMENT is not met as evidenced
by: .
Based on interview and record review the
; Program failed to follow their policies and
procedures related to medication management.
This affected 4 of 4 tenants reviewed (Tenants
#144). Findings follow:
1. Record review revealéd a document indicating b-ouw. oo {octcn
the Nurse became aware on 12-19-17 that etaff Lt g ed. Yot
had been counting morphine syringes prescribed h . -
for Tenant #3 that had no marphine in them. T &M% -
perstvia’ naiobe

There were 11 syringes that were uncapped and
in & bag for over a month. Pharmacy staff had

: been contacted and said the morphine probably

evaporated and to ask for caps for the syringes in
the future. Pharmacy staff reassured the Nurse
that the morphine hax! evaporated as it was 75%
water and the syringes wers not sealed.

i Review of the Narcotic Count form revealed

oncoming and outgoing staff signed off at shift
change that narcotic counts were accurate. No

: names of medications-or the amounts on hand

were documented on the form. Staff on all three
shifts signed and dated the form for the month of

i December including 12-19-17 when it was

discovered the 11 syringes of marphine were
empty.

Review of Tenant #3's file revealed an order

i dated 11-7-17 for morphine 20 milligram
t (mg)/milliliters (mi) (dosage 0.25-0.5 mg) as

needed, Further review revealed two narcotic
record sheets for Tenant #3's morphine; one for a
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bottle and one for syringes prefilied by the nurse
from that botla. The record sheets were utilized

| @ count of the amount on hand. The first entry on
the narcotic record sheet for the bottle indicated
30 mi of morphine on hand with 1.25 ml given
and 28.5 remaining. The entry was signed by the
nurse and a staff. The record revealed no dale
documented and no notation of when and how
much merphine was received from the pharmacy
before the first administration of the medication.
The narcotic record sheet for the prefilled
syringes reveaied a tofal of 15 syringes prefilled
by the nurse on 11-7-17. Between 11-7-17 and
11-11-17 the tenant receieved 4 syringes of
morphine leaving a total of 11 prefilled syringes.

! No additional syringes of morphine were prefilled
| or utilized prior fo the discovery of 11 empty

|.' syringes on 12/19/17.

i Record review of the policy and procedure for
loes or spillage of medications, including
contrelled medications, revealed lost or spilled
medications should be appropriately documented
and disposed of. The loss should be investigated
and appropriate autharities should be contacted if
needed. When loss or splilage of any medication
occurred explaratory documentation should be in
the tenant’s record. [f loss or spilage of a
conitrolled medication, completion of the form
should be signed by the person responsible and
awitness. A medication error form should be
completed and the nurse be notified so the
required medications could be replaced and
administered on a timely basis. Review of Tenant-
#3's record revealed no explanatory note in the
record regarding the empty syringes, no
; medication error report, and na indication the
medication had been replaced per Program

when the diug was administered in order to keep |
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{ policy.

| The Program's policy and procedure for

i confrolled substances indicated when pharmacy

: delivered a controlled substance, staff should

| verify the delivery and the quartity delivered. The

1 staff and the delivery driver should sign the

! manifest. The nurse or designated staff who

| accepted the delivery should complete the initial
count of the medication with another staff. The
controlled substance should be placed in a

| designated locked compartment separate from
non-controlled medications.  During shift change

| med counts, two staff should count controlied
medications and documented the exact count.

| Any discrepancies should be reported

| immediately to the nurse. The licensed nurse

. should verify the count of the controlled drugs

| each ime they sat up the tenant's medications.

| Tenant #3's narcotic record sheet for the batile of

i morphine failed to include the initial amount of

i the drug, or when it was delivered by the

| pharmacy.
§

¢ When interviewed on 1-31-18 at 10:10 a.m,, the
Nurse confirmed when staff completed the

| narcotic count, they failed to check if the syringes

| had liquid in them. The syringes for Tenant #3

. were not re-filled after it was discovered they

| were empty.

{

! 2. Review of Temant #1's December 2017 (M
| Medication Administration Record (MAR)

| revealed 13 fimes when staff administered as

| heeded (PRN) medication failed to document the
| effectiveness or follow up of the medication.

2 In addition, Tanant #1's MAR reflected an order

I U
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for Lorazepam one tablet orally every eight hours
g5 heeded: however,the order failed o indicate
the reagon for the PRN medicafion.

Tenant #2's January 2018 MAR reflected staff
administered a PRN medication 11 times and

- failed to document the effectiveness or follow up
] of the medication.

Tenant #2's MAR reflected an order for Tramadol
one tablet two o three times per day as needed
for pain. The order provided the frequency the

! medication could be given but failed io provide a
| specific imeframe for administration by

. unlicensed staff. '.

' Tenant #3's December 2017 MAR reflected an
order for morphine concentrate 0.28 to 0.5 mg

i sublingually & needed for shortness of breath or

j pain. The physician's order dated 11-7-17

| reflected morphine concentrate 20 mg/mi,

! {0.25-0.5) every hour as needed for shortness of

| breath or pain. The December MAR failed fo

. direct the staff how often the medication could be

| administered.

The Program'’s policy and procedure for the

¢ administration of PRN medications indicated the

‘ registered nurse should review PRN

» prescriptions o ensure the prescription clearly

| identified symptoms for which the medication

{ was prescribed, the frequency allowed, the dose
and the route. If delegated to unlicensed staff the
prescription should not indicate a range. The

¢ policy and procedure regarding the

| documentation of medication management

. services indicated the nurse should complete a

1 form for each PRN medication prescribed for a

i tenant. The staff should nofify the nurse of the

L I
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" were ane to two instances when staff had sent
1 her a piciure of the order and staff transcribed it

- made any changes to the MAR immediately after

l: of trained staff shall be available at all times to
DBIVISION OF HEALTH FACILITIES - STATE OF IOWA

Continued From paga 5

administrajion of the PRN medication and any
time frame for follow up fo determine the
medication'seffectiveness.

When interviewed on 1-31-18 at 10:10 am,, the
Nurse confirmed the stafi failled to follow up an
hour after administration of a PRN medication.

3. When interviewed on 1-24-18 at 9:52 am.
Staff G reported in absence of the nurse staff
wrote the orders on the medication adrninistration
records (MARs). Staff G also reported she had
not been trained to transcribe orders.

Interview with Staff H on 1-24-18 at 121 p.m_
revealed staff had written an order on the MAR
for Tenant #4's eys drops. Staff H reported she
had not been trained to transcribe orders.

When interviewed on 1-31-18 at 10:10 a.m. the
Nurse explained orders were normally
transcribed by her or a corporate nuree. There
on the MAR.

Record review revealed the Program's policy and
procedure for requesting and receiving
medications indicated the nurse should have

the receipt of a prescription for a change in
: medication or a new medication.

481-67.9(1) Staffing

481-67 5(231B,231C,231D) Staffing.
67_.9(1) Number of staff. A sufficient number
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fully meet tenants’ identified needs.

This REQUIREMENT is not met as evidenced

! by

Based on interview and record the Program
falled o provide a sufficient number of trained
staff at all imes fo fully meet fenants' identified
needs. This potentially affected all tenants

. (Tenants #1 - #32). Findings follow:
' 1, Record review of the ALP{Assisted Living

Program) Monitoring Entrance Form revealed 25
terants resided in general population and 7
tenants i memory care for a total of 32, The
form staff listed two staff on first and second

* shifts ahd ane on third shift in the general

population area of the Program. One stadf

- worked each shift in memory care.

! 2. When interviewed on 1-24-18 af 9:52 a.m.
| Staff G reported not enough staff on first shift and

fenants did not receive the cares needed.

: Although cares were being provided, they were |

not aiways done in a thorough manner. Staff G
said Tenant #2 (who lived in the general
population) had complained staff did not provide

: ‘perineal care on third shift.

During an inferview on 1-24-18 at 1:21 p.m. Staff
H reported not enough staff on third shift and the
need for an additional staff from 6:00 a.m. to

' 10:00 a.m. on first shift. Staff H said Tenant #2

had compiained hefshe had not received perineal
care on third shift as staff rushed too fast.

When interviewed on 1-24-18 at 2:35 p.m, Staff |

A 055
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reported Tenant #2 needed assistance to get to
the bathroom overnight. The tenant had been

! incontinent of urine and siool and staff had not

responded to Tenant #2's pendant twice in the
past menth.

When interviewed on' 1-25-18 at 9:34 a.m., Staff
J reported there not enough staff on the night
ghift. An ambulance had to be called at least

| once per month to assist a tenant off the floor.

Staff J believed there needed to be a second

 staff on third shift.

3. Review of the tenants’ pehdant respongs
history from 1-18-18 fo 1-25-18 revealed over 26

| imes the pendant response was greater than 15

minutes, including times that exceeded 30

| minutes. This oceurred primarily during the late
' night, avernight, and early moming hours. in

addition, pages for assistance occumred and
Program staff failed fo respond at all.

Review of the pendant response history for

Tenant #2 from 1-1-8 to 1-25-18 revealed

\ pangant response greater than 15 minutes on at

least 30 occasions, and in some cases over 30
minute response time. Pages also occurred with
no response at all. Examples included:

a. On 1-11-18 at 11: 37 p.m. the pendant
request announced 9 times and staff failed to
respond. On 1-12-18 at 12:24 a.m. the pendant
request announced 9 times and staff again failed '
to respond. On 1-12-18 at 1:12 a.m. the pendant
sounded but staff responded 33 minutes later.

b. On 1-16-18 at 4:24 a.m, the the tenant
pushed the pendant 9 times and as of 5:09 a.m.
staff failed to regpond. On 1-16-18 at 5:10 am.

{ the terant pendant request announced 2 times

and staff failed to respond as of 5:55 a.m.
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481-67.9(231B,231C,231D) Staffing.

67.9(4) Nurse delegation procedurss. The
program's registered nurse shall ensure ceriified
and noncestified staif are competent io meet the
individual needs of fenants. Nurse delegation

| shall, at a minimum, include the following:

b. Within 30 days of beginning employment, -
all program staff shall receive training by the -
prograim's registered nurse(s).

| This REQUIREMENT is not met as evidenced

by:

. Based on interview and record review the

Program failed to ensure staff recelved nurse

- delegated training on tasks within 30 days of

employmernit for 4 of 6 staff reviewed (Staff B, C,
D and F). Findings follow:

1. Record review revealed Staff B's hire dafe as

7-11-17. The Nurse signed the Resident ‘
Assietant Bagic Skills Annual Review document
(nurse delegation document) dated 8-4-17. Staff
B did not sign the document until 10-13-17.
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¢ On 1-22-18 at 10:45 p.m. the pendant
.| @anhounced @ times and staff failed to respond as
of 11:30 p.m. On 1-23-18 at 12:00 am. the
pendant request announced 9 times and staff
- failed to respond as of 12:54 am. On 1-23-18 at
4:34 a.m. the pendant request announced 9 . |
imes and as of 5:19 a.m. staff failed to respond. ; 1
;ume = "™ b 76-\"0&/\./'(' 9’((5 “8‘ 9’,‘9“8
481-67.9(4)b Staffing A058 ~
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2. Record review revealed Staff C's hire date as
6-21-17. The Nurse signed the Resident

- Assistant Basic Skills Anniual Review document
on 8-29-17. Staff C did not sign the document
until 1-5-18, more than 6 months after the hire

. date.

3.

. @s 7-11-17. The Nurse and Staff D signed the

! Resident Assistant Basic Skills Annual Review

document on 11-27-17, almost 5§ months after
the hire date.

4. Record review revealed Staff F's hire date as
6-17-17. The Nurse and Staff F signed the
: Residgnt Assistant Basic Skills Annual Review
- docunient on 11-20.13:5wore thaFeenonths
past the hire date.

i When interviewed on 1-24-18 at approximately
3:16 p.m. the Corporate Director of Training and
Support confirmed the Nurse failed fo frain nurse
| delegations within 30 days of their employment.

AQBG 481-67.9(4)c Staffing
| 481-67. 9(231B,231C,231D) Staffing.

program's registered nurse shall ensure certified
and noncertified staff are competent to meet the
individual needs of tenants. Nurse delegation

¢ shall, at & minimum, include the following:

at a minimum, the provision of activities of daily
living and instrumental activities of daily living.

Record review revealed Staff D's hire date

87.9(4) Nurse delegation proceduree. The

¢. Training for noncertified staff shall include,

AOs8

AQED

Gt g5 K059...

L
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{ This REQUIREMENT is not met as evidenced

by:
Based on interview and record review the

: Program failed to provide training on activities of
. daily living (ADLS) for 5 of 8 non-certified staff

reviewed (Staff A, B, C, E and F). Findings

follow:

1. Record review revealed Staff A's hire date as

a universal worker as 8-28-17 . The Nurse signed
the Resident Assistant Basic Skills Annual
Review document on 10-22-17.

2. Record review revealed Staff B's hire date as
a universal worker as 7-11-17. The Nurse signed

- the Resident Assistant Basic Skills Annual

Review document dated 8-4-17.

! 3. Record review revealed Staff C's hire date
! as a universal worker as 6-21-17. The Nurse

signad the Resident Assistant Basic Skills Annual
Review document on 6-29-17.

4. Record review rovealed Staff E's hire dite as

a universal worker as 8-168-17. The Nurse signed

: the Resident Assistant Basic Skills Annual

Review document on 8-24-17.

5. Record review revealed Staff F's hire date as
a universal worker as 5-17-17. The Nurse signed
the Resident Assiztant Basic Skills Annual
Review document on 11-20-17.

in addition, the training documents for StaffA, B,

| G, E, and F failed to include training in all ADLs
- including transfers, mobility, gait belt, and

petineal care.

. When interviewed on1-24-18 at approximataly
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3:15 p.m. the Corporate Director of Training and
| Support confirmed the universal workers
. reviewed provided assistance with all ADLs.

A147| 481-87.5(6)d Medications

: 481-87.5(2318,231C,231D) Medications. Each
program shall follow its own written medication
policy, which shalf include the following:
87.5(8) When medications are administered

traditionally by the program:
: d. Medications shall be administered a5
prescribed by the tenant’s physician, advanced
| registered nurse practitioner or physician
. assistant.

This REQUIREMENT is not met as evidenced

: by:

. Based on interview and record review the
Prograrn failed {o ensure medicafions and
treatments were administered as ordered for 2 of
4 tenants reviewed (Tenants #1 and #3).

. Findings follow:

1. Record review of Tenant #1's summary of

! clinic visit revealed an order for Loratadine 10
. milligram, one tablet, orally daily af 8:00 a.m.
According to the Decemnber 2017 medication
administrafion record (MAR), staff faified to
document the medication as administered on
| 12-19-17.

Record review revealed Tenant #8's physician
order dated 12/26/17 to change the dressing on

i the right elbow daily and a2 needed when the
dressing saturated. The orders included to wash,
pat dry, cover with telfa and secure with Coban.
According 1o the December MAR, the dressing

A 050

T A147

cavertd, wndsy

31419

i

DIVISION OF HEALTH FACILITIES - STATE OF IGWA

STATE FORM ]

EE0/SL0°d 00E622ZbESS LUV

SUVM11

If continuation sheet 12 of 30

uoln 1saM Je suonipell es:vl  8LOZ/IELIED




DEPARTMENT OF INSPECTIONS AND APPEALS

PRINTED: 02/19/2018
FORM APPROVED

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERCLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

50265

B. WING

1 (%2) MULTIPLE GONSTRUCTION . {%%) DATE SURVEY
A BUILDING: COMPLETED

c
0173112018

NAME OF PROVIDER OR S8UPPLIER

TRADITIONS AT WEST UNION

609 HWY 150 N

STREETARRRESS, CITY, STATE, ZIP CODE

WEST UNION, 1A 52175 .

(%4 ID
PREFIX
. TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DERICIENCY MUST BE PRECEDED BY FUILL
REGULATORY OR L3C IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION 5
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY) j

A147,

A 149

STATE FORM

. the nurse reported she thought Tenant #3's
| dressing changes had been completed but not

. staff shall reGaive training refating to ##

235B.16.

Based on interview and record review the
: Program failed 1o ensure staff completed

! Findings follow: .

: abuse training on 1-5-18. Record review

| When interviewed on 1-31-18 at 10:10 a.m. the

abuse training for Staff C and Staff F.

Continued From page 12
change should have occutrred daily at 7:00 a.m.

Further review of the MAR revealed staff failed to |
: document the drassing change from 12-27-17
| through 12-31-17,

2. When interviewed on 1-31-18 at 10:10 a.m.

charted on the MAR.

481-67.9(6) Staffing

481-67.9(231B,231C,231D) Staffing.
(8)-Dgpendent adult abuse training. Program

identification and reporting of dependent adult
abuse as required by lowa Code sestion

This REQUIREMENT Is nof met as evidenced
by:

depeandent adult abuse training within six months
of hire for 2 of 6 staff reviewed (Staff ¢ and F),

Record review revealed Staff C's hire date as
8-21-17. Staff C completed dependent adult
revezled Staff F's hire date ag 5-17-17 and he
completed the training on 12-18-17.

Nurse confirmed no evidence of dependent adutt

A147

A 149

staued Ael1p. 21bf®
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A037, 481-69.22(2) Evaluation of Tenant

.481-69.72(231C) Evaluation of fenant.
69.22(2) Evaluation within 30 days of

occupancy and with significant change. A
! program shall evaluate each tenant's functional,
i cognifive and health status within 30 days of
occupancy. A program shall algo evaluate each
tenant's functional, cognitive and_health status as
needed with significant change, but not less than’
annually, to determine the tenant’s continued
eligibility for the program and to determine any
changes to services needed. The evaluation
. shall be conducted by a heaith care professional
or human service professional. A licensed :
practical nurse may complete the evaluation via
nurge delegation when the tenant has not
! exhibited a significant change.

This REQUIREMENT is not met as evidenced
by:

; Baged oh interview and record review the
Program failed to complete evaluations with

: significant change of condition on 4 of 4 tenants
' | reviewed (Tenants #1, #2, #3 and #4). Findings
follow:

1. Review of Tenant #1's file revealed diagnoses |
of amdefy and depression. Tenant #1 staged ata
six oh the Global Detetidration Scale, which

| indicated severe cognitive decling, Tenant #1

. resided in the memory care unit and had a
service plan dated 7-17-17. No evaluations were

: found related ta‘!!'redevqbpment of the service

- e

609 HWY 150 N
ITIONS AT WEST UNION i
TRAD WEST UNION, |1A 52175
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! According to s MD (medical doctor) Gontact
: form dated 12-12-17, Tenant #1 had bilateral
| edeme, celluitis in bilateral extremities and had a ToHernotss -

12 pound weight gain, New orders included
Furosemide, Keflex, sodium resiriction and Bonsinfamsrg L7

| physical therapy (PT) wrap. W 7. ‘J-M.)
: Hospital records Indicated on 12-15-17 Tenant #1 | ryvaant [ 4 i

{ was directly admitted fo the inpatient unit for

infravenous antibiotics and diurasis due to 1 ( ‘ CON W"

celluitis of the left lag.

| According to an MD Contact form dated Lo Ax b 2
i 12-28-17, the wraps fo the bilateral iower /
" extremities were o continue upon discharge. é‘z Jto

According to notes written by a Physical RN AL e
Therapist, dated 1-10-18, staff shoutd have LA,

assisted with putting on compression socks firet \
thing in the moming and removed the socks at : al ¢ .
; hight. Lotion should have been applied every W Qe , .
' fight and the socks needed to be washed out Mwaf/-u AL,

every night with mild soap and hung to dry, The o
Nurse noted the orders on 1-10-18. %M f

Record review revealed 80 day nurse review O Uk
dated 10-16-17 indicated Tenant #1 had been " }
having outbursts in the previous two months. ““"D

Tenant # 1's outbursts worssned after a room b \f‘g@w
mate moved in. Medication changes aceurred ‘
and the roommate moved out due to the
outbursts. A 90 day nurse review dated 1-16-18
| indicated Tenant #1 an increase in outbursts and
wanted to go hame in the aftemoons and early
evenings.

!

‘ Further record review revealed the Nurse faited
- to complete evaluations when Tenant #1's

!
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A0371 Confinued From page 15
; condition changed.

2. Review of Tenant #2's file revealad diagnoses
including severe recurrent major depression with
‘ psychotic features, andety, and service plan
; dated 7-14-17. The file did not contain
| evaluations refated to the development of the
| service plan.

| According to an MD Visit form daied 8-28-17,

¢ Tenant #2 geined eigit pounds in the previous
wo weeks, Tenant #2 had frouble swallowing
| and his/her medicafions wera given in

| applesauce., '

According to an MD Visit form dated 10-28-17,
! Tenant #2 confinued to gain welght and had been
i sent to the emergency room (ER) twice for the
! weight gain.
‘ Agcording fo an MD Vigit forrn dated 11-2-17,
! Tenant #£2 continued to gein weight, had
| shortness of breath (SOB), and had been to the
* doctor and ER at lagt three times. Tenant#2 had
an avernight hospital stay the weekand of
10-26-17 to help diuresis. He/she diuresed three
fiters and siill gained weight.

According to an M Gontact form dates]
12.12-17, Tenart #2's weight increasad 12
pounds, required & low sodium diet and increase

| in Lasix

| According to an MD Contact form dated

: 12-29-17, Tenant #2 had ostecarthritis to bilateral
hands and wore wrigt spiints at bedfime each

' day. New orders were received for Hydrocodone
’ gt badlitne as needed for pain. ‘

AD37
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EE01020°d

i including history of colon cancer, seizures pogt

. completed when changes in ¢condition occurrad.
: refated to the development of the service plan.
[ According fo a 90 day review dated 10-23-17,

! saturation wag below 80 %.

| Nystatin and wrap with gauze for 10 days.

; According to & 90 day review dated 1-19-18,

apartment.

i :‘
GIVISION OF HEALTH FAGILITIES - STATE OF IOWA

STATE FORM

Continued From page 16

Further record review reveaied no evaluations

3. Review of Tenant #3's file revealed diagnoses

cerebral vascular accident, and a seyvice plan
dated 7-10-17. Evaluations were not found

Tenant #3 had a history of colon cancer, was
faken to the ER with bioad in his/her stool, and
returned to the Program on Hospice services.
Hosplce provided oxygen as Tenant #3's oxygen

Record review revealed physician's orders, dated
11-15-17 to apply Nystatin Powder o left third
and fourth toes iwice dajly for 10 days for yeast,
The orders indicated to cleanse the left third and
fouirth toes with wound wagsh, pat diy, apply

Further review of the file revealed physiclan's
orders, dated 12-26-17 to change the dressing fo
tha right elbow daily and as needed when the
dressing was saturated. The orders included to
wash, pat dry, cover with felfa and secure with
Coban.

Tenant #3 was placed on Hagpice in October and
hisfher condition improved, Tenant #2 began
ambutating, going to exercises dally, and had no
neead for mgygen so it was removed from the

AQ37
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AD37 ] Continued From page 17 A037

! Evaluations were riot campleted as neaded with
. the initiafion of hospice services, initiaion and

. discontinuation of oxygen, wound care and
treatrnents and changes in ambulation.

. 4. Review of Tenant #4's file revazled diagnoses
: of hypertension, insulin dependent diabetes
meliitus, and a service plan dated 7-7-17.
Evaluations related to the development of the
service plan were not found in the fiie,

Q Further review revealed notes from a physician
, vislt, dated 9-11-17 indicated Tenant #4 had a toe
| infection and started on Augmentin 500 mg twice
daﬂy for 10 days. Epsom salt scaks were alsoto
be compieted daily.

: Tenant #4's 90 day nurse review dated 10-16-17,
"noted helshe went o urgent care on 10-15-17

- for & reddened and painful shoulder area, Tenant
#4 iefl urgent care with a diagnosis of celluiitis
and started Cefadroxil every 12 hours for 10
days.

Evaluations were rot complated when the
i tenant's condition changed.

&, When inferviewed on 1-24-18 at

1 approximately 3:15 p.m., the Corporate Director
! of Training and Support confrmed svaluations for ) !

. changes In condition could net be located, ,

A083| 451-69.26(1) Servica Plans A083

| 481-09,26(231C) Service plans.
; B8.26(1) A service plan shall be developed
i for each tanant baged on the evaluations

DMVISION OF HEALTH PACILITIES - STATE OF |OVEA,
STATE FORM 6603 SUVMI If confirwsation sheat 18 of 30
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Confinyed From page 18

conducted in accordance with subrules 69.22(1)
and 69.22(2) and shall be designed to meet the
! specific service needs of the individual tenant,
The service plan shall subsequently be updated
at least annually and whenever changes are

i needed.

This REQUIREMENT is not met as evidenced

by: :
 Based on interview and record review Program
| staff failed fo develop service plans based on
' evaluations, failed to develop service plans
designed o meet the specific service needs, and
failed o updsate service plans as needed for 4 of
| 4 fenants reviewed (Tenants #1, #2, #3 and #4).
Findinigs follow:

1. Review of Tenant #1°s file revealad diagnoses
inciuding amdety and depregsion. Tenant #t was
' gtaged at a six on the Global Deteriaration Scale,
which indicated severe cognitive decline. Tenant
#1 resided in the dementia unit and had a service
plan datad 7-17-17.

! According to an MD Contact form dated
12-12-17, Tenart #1 had bilateral edema,

cellulitis in bilateral extremities and had a2 12

! pound weight gain. New orders included

i Furosemide, Keflex, sodium restriction, and

physical therapy (PT) wrap.

Hospital records indicated on 12-16-17 Tenant #1
| was directly admitted fo the inpatient unit for

! intravenous antibiotics and diuresis due ¢
1 celiviitie of the left leg.

A0D83
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Continued From page 19 A0B3

A Q83

| previous couple of months. Tenant #1's

¢ 12-29~17, the physical therapy wraps to bilateral

! on compression socks first thing in the morning
i and removed the socks 2t night  Lotion was to

{ A 90 day nurse review dated 10-16-17 indicated

: moved out due to the outhursts. A 80 day nurse
; home in the afternoons and early evenings.

i cellulitis, edema, weight gain, compression hose,

i including severe recurrent major depression with

| wasz dated 7-14-17; howevar, no evaluations
| ware found refated to the development of the
servica plait.

Accarding to an MP Contact form dated

lowar extrernities were to confnue,

According to notes wifthen by the PT, dated
1-10-18,staff should have assisted with putting

be applied every night and the socks needed to

be washed out every night with mild soap and
hung to dry. The nurse noted the orders on

1-10-18.

Tenant #1 had been having outburste in the

ouibursts worsened when a oommate moved in,
Mexdicafion changes occurred and the roommate

review dated 1-16-18 indicated Tenant #1's
outhursts increased and he/she wanted to go
The service plan did not reflect the history of

outbursts and Interventions related to the
behavior. The staiff fajled to base the service
pian on evaluations, failed fo update as needed
and failed to reflect the service needs of Tenant

#1.
2. Review of Tenant #2's file revealed diagnoses

paychotic features and amdely. A service plan
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According to an MD Visif form dated 9-29-17,

TEnant #2 was referred for an eight pound

weight gain in two weeks and trouble swallowing,
requiring medication be given in applesaucss.

| According to an MD Visit form dated 10-26-17,
Tenant #2 continued 4o gain weight and had been
sent to the emergency room (ER) twice for the

; weight gain.

According to an MD Visit form dated 11-2-17, .
Tenant #2 continued to gain weight and had {
; shortness of breath (SOB). Tenant#2 had been
i to the doctor and ER at lust three times, and
stayed overnight in the hospiial the weekend of
1/26/18, Helshe diuresed three liters and still

" gained weight. '

Aceording to an MD Contact form dated
12-12-17, Tenant #2's weight increased 12

| pounds, requiring low sodium diet and increase
in Lasix.

According to an MD Contact form dated

- 12-20-17, Tenant #2 had osteocarthritis to the
kilateral hands. Wrist splints were to be placed
on his’her hands at bedtime every day. New
orders were received for Hydrocudone at
bediime as needed and wrist splints.

The service plan was not updated as needad
and did not reflect weight gain, SOB, swellowing
» difficuity, wrist splints and pain medication. The
service plan was not basad on evaiuations, was
net updated as needed and did not reflect the

! service neads of Tenant #2,

!

| 3. Review of Tenant #3's file revealed diagnoses
' including history of colon cancer, seizures post

i
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cerebral vascular accident, and senvice plan
dated 7-10-17, No evaluations were found
related to the development of the serviee plan.

According to 90 day review dated 10-23-17,
Tenant #3 had & history of colon cancer and was
taken to ER with blood in histher stool. Tenant
#3 was placed on Hospice services and refumed
{o the Program. Hospice provided oxygen as
Tenant £3's oxygen saturation was below 80 %.

; Physician's Orders dated 11-15-17 indicated to :

i apply Nystatin Powder to left third and fourth toes '

| twice daily for 10 days for yeast The orders

i indicated to cleanse the left third and fourth toes
with wound wash, pat dry, apply Nystatin and

i wrap with gauze for 10 days.

i Physician's Orders dated 12-26-17 indicated to
change the dressing to the right elbow daily and
. as needed when the dressing was saturated.
The orders included to wash, pat dry, cover with
! telfa and secure with Coban.

i

| According to 90 day review dated 1-19-18,

i Tenant #3 had swelling of feet and legs, used a
wheelchair, and placed on Hospice In October,

: and then improved, Tenant#3 resumed

! ambuiation and attended exercises dailly. The

! oxygen was remaved from the apartment.

The service plan did not reftect hospice services,
 initiation and discontinuation of oxygen, wound
care and treatments and changes i ambulation.
t The service plan was not based on evaluations,
was not updated as neaded and did not refiect
the service needs of Tenant #3.

4, Review of Tenant #4's file revealed diagnoses !
[
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including hypertensiorn, insulin dependent
dishetes thellitus, and setvice plan dated 7-7-17,
No evaluafions were found related to the
development of the service plan.

According to a document in Tenant #4's file dated
8-11-17, Tenant #4 had 3 toe infection.
Augmentin was ordered twice daily for 10 days.
Epsom salf soaks daily were to be completed.

According to 90 day nurse review dated
10~16-17, Tenant #4 went to urgent cara on

- 10-15-17 for reddened arxl painful shoulder area
and diagnosed with cellulitis. Tenant#4 startad
Cefadroxi every 12 hours for 10 days.

1 The service plan did not reflect the cellulitis of the

shoulder and freabment or tha foa infection and
freafment. The service plan was notbasedon
svaluations, was not updated as neaded and did |
nof reflect the service needs of Tenant #4.

5. When interviswed on 1-24-18 at

| approximately 3:15 p.m., the Corporate Dirsctor

of Training and Support confirmed service plans

1 did not address tenants' needs.

481-69_26(3)a Service Flans

481-69.26(231C) Service plans.

69.26(3) YWhen a lenant needs personal care or
health-related care, the service plan shall ba

and as needed with significant change, bui not
less than annually.

a. If a significant change triggers the review and

1 update of the service plan, the updated service

updated within 30 days of the tenant's occupancy |-

| plan shall be signed and dated by all parfies,

A083

A 036
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This REQUIREMENT is not met as evidenced
by:

Basad on interview and record review the:
Program fziled to abtain signatures by all parties
on service plans for 4 of 4 tenants reviewed
(Tenants #1, #2, #3 and #4). Findings follow;

i 1. Review of Tenant #1's file ravealed the service
! plan dated 7-17-17 was not signed by Tenant #1

. or Tenant #1's legal representative or a

: héalth-care or human-service professional.

| 2. Review of Tenant #2's file revaaled the service
plan dated 7-14-17 was not signed by Tehant #2
or Tenant #2's legal representative or a
health-care or human-service professional.

3. Review of Tenant #3's file revealed the service
plan dated 7-10-17 was not signed by Tenant #3
or Tenant #3's legal representative ora
health-care or human-gervice professional.

4. Review of Tenant #4's file revealed the service
plan dated 7-7-17 was not signed by Tenant #4
or Tenant #4's legal representative ora

i health-care or human-service praofessional.

! .
;5. Interview with the Corporate Director of ;
. Training and Support on 1-24-18 at 3
! approximately 3:15 p.m. confirmed signed ;
| service plans could not be located.

3
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| 481-68.27(231C) Nurse review. If a tenant dogs
not receive personal or health-related care, but
an obgerved significant change in the tenant's
condition oocurs, a nurse review shall be
conducted. if a tenant receives personal or
health-ralated care, the program shall provide for
a registered nurse or a licensed practical nurse
via nurse delegation:

B69.27(1)c To a5sess and docurment the
health status of each tenant, to make
racommandations and referrals as appropriate,
and to monitor progress ralafing to pravious
recormmendations at least every 90 days and
whenever there are changes in the tenanfs
health status;

f This REQUIREMENT ijs not mef as evidenced
by:

Based on interview and record review the
Program fafled fo complete nurge reviews every
80 days for 4 of 4 tenants reviewed (Tenants #1,
#2, #3 and #4). Findings foliow:

1 Review of Tenant #1's file revealed an
admission date of 1-16-15. The service plan
indicated Tenant #1 raceived personal and
health-related care. Nurse reviews werg

: completed on 1-16-18 and 10-16-17 (90 day

: reviews). The previous nurse review lecated in
Tehant #1's file was dated 7-25-18.

2. Review of Tenanf #2's file revealed an
admission date of 11-25-09. The seyvice plan
i indicated Tenant #2 received personal and

|
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| healih-related care. Nurse reviews were

i completed on 11-16-17 {post hospitalization),

: 10-24-17 (hospitalization) and 10-16-17 (80 day).
l The previous nursa review [ocated in Tenant #2's
| file was dated 8-12-18,

! 3. Raview of Tenant #3's file revealed an

| admission date of 5-24-11. The ssnvice plan
' indicated Tenant #3 received persanal and :
health-relaied care. Nuree réviews were . [
completed on 1-19-18 and 10-23-17 (20 day).

The previous nurse review located in Tenant #3's
| file was dated 11-17-16. . : |

| 4. Review of Tenant #4's file revealed an
adrnission date of 12-18-09, The service plan
indicated Tenant #4 received personal and
health-related care. Nurse reviews were
completed on 1-16-18 and 10-16-17. The
previous nurse review located in Tenant #4's file i
was dated 11-17-16. : |

5. Interview with the Corporate Direcior of

| Trainlng and Support on 1-24-18 at

| approximately 8:15 p.m. confirmed no other ]
nurse reviews could be located,

A 102 481-69 28(3)c Food Servics A1D2

: 481-69.28(231C) Food service. |
E 69.28(3) Menus shall be planned to provide ;
| the following percentage of the daily [
! recommended dietary allowances as established l
by the Food and Nutriion Board of the Nafional | . ;
Research Council of the National Academy of |
i Sclences hased on the number of meals ;
| provided by the progran: ' |
c. One hundred percent if the program e
[ provides three meals per day. : : |
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Aot dake #1110,

| Thie REQUIREMENT is not met as evidenced
iy

! Based on interview and record review the
Program falled to ensure planned menus
provided 100% of the recommended dietary
allowances (RDA) which potentlally affected all of
the tenants (Tenants #1-#32). Findings follow.

1. When interviewed on 1-24-18 the Dietary
Manager repotted she developed menius for
meals on her own. She didn not know if the
menus met the RDA requirements. She said the
Program always provided meat at lunch and

i dinner, and used scoops to ensure gerving

| guidelines. She also reported none of the
tenants required special diets.

2. Record review of menus rev Lihe
Program offered three meals gér day, h?%ver (
menus had not been signed by a digfician A gl 108
ensuring they met the RDA. W e l
L 3 i - Ii
A104] 481-69.28(5) Food Service A104 QAL ottty Céﬁf‘é’ ‘!—’)@dﬁ#ﬂmc
e N j ',: 3 , g
| 481-60.28(231C) Food service. sk d y Aot W,
£9.28(5) Personnel who are employed by or , = !
contract with the pregram and who are WA/ sy BN /’ (L‘f"e' W Q
responsible for food preparation or service, or ,M/a.d‘(
both food preparation and service, shall have an T
{ orientation on sanitation and safe food handling |- loe.. W/\Aw LA
 prior to handiing food and shall have annual ‘4‘4&&» o
| in-service training on faod protection. G - W\—Qi (d,.s *6’“
{ This REQUIREMENT s not met as evidenced | W oy H"M’d’"
by: b4, 2018, ahd prviby
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approximately 3:15 p.m. revealed eight hours of
" dementia~specific training was not completed for
the staff reviewed.
1
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