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A Q0D Initial Comments A 000

f Assisted Living Programs Tor Paople with
Dementis are defined by the population served.
The cenaus numbers wers provided by the
Program at the time of the on-site.

General Population

Number of tenants without cognitive disorder:
38

Number of tenants with cognitive disorder. 2

Memory Cara Unl
Number of tenants without cognitive disorder: ¢
Number of tenants with cognitive disorder: 19

Tatal Census of Assigted Living Program for
People with Dementia: 59

investigation of Complaint #75833-C was
completed and the following regulatory
insufficiencles were cited:

A 003 4B1-67.2 Program polisies and procedures A0D3

Hi b
481-67 2(2318,231C,231D) Program policies All staff will be re-educated regarding the

and procedurss, Ineludinq those for Incldent program polky and procedures ony Incident

reports. A program’s policies and procadures

must maet the minimum standards set by reports. This will occur on June 15™ st our

applicable requirements. The program shall

follow the policles and proceduras established by alt staff meeting, The nurse and Executive

a program. All programs shall hava policies and . ]

procedures related fo the reporting of incidents Director will review all incident reporis

including aBegetions of depandent adull sbuse.

monthly.,
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This REQUIREMENT s not met as evidenced

by

Based on Interview and record review the
Program fajled to ensure incldent reports were
compieted for all unusual occurrences as
reguired. This pertained to 2 of 5 tenants
reviewsd (Tenants #4 and #5). Findings foliow:

1, Review of Tenant #4’s record revealed the
following:

- A Nurse's Note dated 3-14-18 revealed Tenant
#4 yelied for heip ta get off the couch. When staff
aftempted to assist the tenant yelled, used foul
tanguage and grabbed tha staff's am and would
not let go. Another staff stepped In and Tenant
#4 ot go; however, ha/she was stlif agitated.

- A Nurse's Note dated 3-15-18 revealed Tenant
#4 had his/her hand between ancthar tenant's leg
and when rediraction was attempted he/she
yoliad, Tenant #4 then baegan fo put his’her
hands betwesn ancther tenant's legs. The other
tanant was removed and Tenant #4 hit staff,

- A Wurse's Note dated 3-20-18 revealed Tenant
#4 was holding a hand of ancther tenant and
then tried 1o move his/her hand to the other
tenant's leg. The other tenant was removed.
Later staff took Tenant#4 to his/her apartment
and hefshe grabbed staffs crotch and buttocks
and made inappropriate comments,

- A Resident Note (nurse review) dated 3-16-18
revealed Tenant #4 became agitaled in the dining
room the previous day when re-girected by steff
from putiing hisfher hands near other tenants’
genltal areas. Tenant #4 o get up
from hisfher chair at the table and yeli and cures
at steff. Tenant #4 attempiad to ambulate without
the use of their walker, lost thelr balance and fell

A Q03

Tenant #4 was discharged on

June 1%
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to the floor.

- A Rosldent Note (nurse review) dated 3-20-18
revealed Tanant #4 went into ancther tenant's
apariment and attempied to hold the other
individual down. Steff heard the eecond tenant
yell and when entering the apariment observed
Tenant #4 with a dlenched fist as if going to hit
the uther tenant,

could be located, An incldent reporl was
compisted for the fall on 3-15-18; however the
' report did not include any information regarding
J the tenant's behavior.

{ No incident reports for any of these behaviors

2. Review of Tenant #5's racord ravesled the
foliowing:

- ANurse's Note dated 4-7-18 revealed Tenant Recerd. Tenant #5 was discharged ;
#5 went into other tenant apartments and held
the door so staff coukd not get In. Tenant #5 fried Prior to investigation. {
to run over ancther tenant with his/her walker.
When staff attemplied o assiet Tenant #5 with
ghanging hisfher sollsd pants, he/she became
aggresaive and grabbed staffs upper arms and
pushed staff,

- A Nurse's Note dated 4-13-18 revenled Tenant
#5 came out to the hallway after a showsr
wearing only an undergarment and shouting
gtaffs name.

- A Nurse's Note dated 4-22-18 (late entry Tor
4-21-18) revesied Tenard #5 was in the activity
roomycommon arsa and tried to kissftouch
another tenant, The other tanant said to stop but
Tenant #5 persistad. Whan staff intstvened,
Tenant #5 attempted {0 fouchvidss other tenants,

- A Nurse's Note dated 4-23~18 (late entry for
4-20-18) revealed Tenant #5 walked around the
dementia unit kissing other tenants. When staff

radirected, Tenant #5 would ignore staff and
mﬁwmm
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continue. Tenant #5 also paced arcund the unit
and sang. it was noted thege behaviors wers not
nommal for Tenant #5.

- A Nurse's Note daled 4-23-18 revealed Tenant
#5 paced the halls, went Into other tenants’
apariments and kept tiving to kiss other tenants
angd siaff. Tenant #5 was taken to the emergency
room via ambulance,

- A Nurse's Note dated 4-25-18 reveated several
tehaviors such as going into others' apariments
and hokiing the door closed, chasing another
tenant around the TV room and grabbing others
and not letiing go. Tho tenant was taken o the
hospital.

No Ingident reports for these behaviars could be
losated.

3. Review of the Program's policy regarding
incident raports (Accldent/incident Policy)
revealed an Incldent report was o be competed
folfowing incidents or accidents. An incident was
defined in the policy as a fall, death, injury or any
unusual soourrence.

4, On 5-17-18 at 4:48 p.m. the Executive Director
and the Nurse Coordinator confirmed these
findings,

481-69.22(2) Evaluation of Tenant

481-80.22(231¢3) Evaluation of tenant.

69.22(2) Evaluation within 30 days of
oceupancy and with significant change. A
program shall evaluate each tenant's functional,
cognitive and health status within 30 days of
occupancy. A program shall also evaluate sach
tenants functional, cognitive and health status ag
nesded with significant change, but not less than

ADO3
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annually, fo determine the lenant's continued
eliglbifity for the pragrem and to determine any
changses to sarvices needed. The svaluation
shall be conducted by a heatth care professional
or human service professional. Alicensed
practical nurse may complete the evaluetion via
nurge delegation when the tenant has not
exhiblied a significant changa.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed o complete ovaluations within 30
days of occupancy and with significant change
for & of 5 tenanis reviewed (Tonante #1, #2, #3,
#4 and #5). Findings follow:

1 4. Review of Tenant #1's file revealed the

following:

~ A Rasident Note {nurse review] dated 2-15-18
Indicated Toenant #1 expsrienced more pain and
displayed contragciing of the upper and lower
exiremiies. Stalf had been delegated to start
administering mosphine as needed,

- A Motification of Implementation of Stending
Orders for wound care dated 3-2-15 indicated the
usa of Sure Prep dally to affacted area and heel
ift beots on while In bed,

- A Murse's Note dated 3-8-18 documentad
during lunch the tenant began to shake, had
clenched fists, drooled and bit their tongus. The
syes rolled back and tha tanant began to bresthe
heavily through the mouth,

- A Nurse's Note dated 3-7-18 documented
Baeiadine solution fo the jeft foot was

AD3T

Tenant #1 was discharged on
5{18.
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discontinued as & new treatment was In place, A
riesw order was received from Hospice for a Sure
Prep for the foot and for a hesel boot o be worn In
bed.

- A Resident Note {nurss review) dated 3-7-18
indicated ssizure sciivily was noted by a nurse.
Tenant #1 had most of his/her oral medications
digcontinued on 2-27-18. Hospice provided &n
oxygen concentrator to use as needed.

- ANurse's Note dated 4-3-18 documented the
Sure Prep was discontinued.

- A Nurse's Note dated 4-25-18 documented to
discontinue all aral meds excepf those needsd
for comfort.

- A Nurse's Note dated 5-3-18 documented
Tenant #1 had difficulty passing stool. An onder
wasg requested for Milk of Magnesia every three
days to coincide with the Bisacodyl Suppository

three days,

- A Nurse's Note datad 5-8-18 documented staff
slarted chacking and changing Tenant #1 during
rounds.

- A Resident Note {nurse review) dated 5-8-18
indicatod a nurse review was completed
prompted by & skin change and possible updates
{o the service plan. The rightdlhow had a 4
centimeder round fight pink area with 0.2
milimeter superficial scratch in the middie.
Hospice was to bring elbow protectors at the next
vislt. Tanant #1 was repositioned avery two hours
and wes a two-person transfer with a gait belt,
Tenant #1 wore heel protectors in bed and hed a
cushion fo slevate the heels.

The most recent Clinfcal Update Summary
{quarterly asssssment) was completed on
2-14-18. The assessment did not include a
oagnitive evaluation. Evaluations could not ba
iocated regarding significant changes of the use

$ON OF H ~SIATE WF IOWA
ETATE FORM e HATEN ¥ contirsustion sheet B of 24
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of morphine for increased pain, selzure activity,
constipation, increasad folleting assistance
{check and change), discontinuation of oral
medications, the use of oxygen as needed,
treatment fo the outar foot, repositioning, ebow
pmtectors and the need for a two-person
transfer.

2. Review of Tenant #2's recond revealed an
sdmission dats of 11-6-17. No assessmenis
completed within 30 days could be locatad.
Record review also revealed the following:

~ A health and functional evaluation was
completed on 2-7-17 dus o a significant change
of condition. The review was completed due io
Tenant #2's isolation In his/her apariment, refusal
o complete tasks and daily delusions. A
cognitive evaluation was not completed,

- A Nurse's Nols dated 2-11-18 indicated Tenant
#2 punchad steff in the shoulder with both cosed
fists and 811 was called, The tenart was
hospitaltzed and returned to the Program on
2-18-28. Prior to re-admission a Clinical Update
Summary (re-admission pssessment) was
complated on 2-15-18. A funclional and health
evaluation were completed but not signed or
dated. A cognitive evaluation was not completed
at that time.

- An incldent/Accident Report dated 3-31-18
revoaled staff found Tenant #2 on the floor next
10 the sink In his/her apartment. The tenant's
head was Inside the cupboerd underneath the
sink. The tenant could not recall how he/she fall
but atatad ha/she did not hit their haad. Tenant
#2 complained of back pain; however, it was
noted Tenant #2 complained of back pain since
admission. Vital signs were teken and the Nurse
Coondinator, family and Tenant #2's physlcian
werae notified. Nurse's Notes indicated the tenant

Abgsy

An essessment will be

Completed on Tenant #2 by July 5,
2018. The assessment will

include 2 health and

Function evaluation as well

A5 2 cognitive evaluation. The
sarvice plan will be updated to

reflect the tenant’s currant nead,

TH FACILITIES -
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left the buliding with family on 4-1-18 st 1.40 pm
for an overnight visit. The tenant retumed on
4-3-18, Family reported when giving the tenant 2
shower on 4-1-1B brulsing was noted on various
parte of the body. The tonant was in a fot of pain
and wase taken to the emsergency room, Tenant
#2's oxygen saturation was low and he/she was
disgnosed with a pulmonary embolism (PE) and
a desp vein thrombosis (DVT). An order was
given for Eliquis. No evaluations could be located
reganding the fall, diagnoses of PE and DVT or
the new order for an anti-coagulant,

- A review of Monthly Blood Pressure and
Waights indicated from 2-3-18 to 5-3-18 Tenant
##2 Jost 15.5 pounds. No evaluation regarding
walght loss could be located.

3. Review of Tenant #3's record revealed 2
Residant Note (nurse review) dated 3-20-18

* indicating Tenant #3's leg was oozing coplous
amounts of clear iquid, was reddenad and warm
to the tauch after scraiching leg with a comb on
247-18. Upon assessment on 3~18-18, Tenant
#3's leg presented with 3+ edems, was warm io
i the touch and continued fo ooze. Afax was sent
to the physician with these findings. A return fax
contained orders for Lasix, Cephalexin for 10
days and directions for dressing changes.
Follow-up orders received on 3-26-18
dlecontinued tha dally dressing changes. A
Kurse's Note dated indicated a new order was
raceived to apply Bactroban olniment to wound
on tight leg {skin tear} twice dally for 10 days and
ts keep covered for 10 days. No evaluations
regarding cellulitis and wound care {reatments
could be locatad.

4. Review of Tenant #4's record revealed annual
functional and health evaluations were completed

AQ37

An evaluation and nurse review was

Compieted on Tenant #3 June 11, 2044,

Tenam #i4 was discharged on
6/1/18.

ATE OF HOWA
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on 10-8-17; however, a cognitive avaluation
could not be located. Record review also
revealed the following:

- A Resident Note (nurse review) dated 1-12-18
ravealed Tenant #4 had an appointment with 2
podiatrist on 1-11-18 megarding the a some area
or the top of the left foot. The tenant raturmed
with new orders for treafment of the area.

- A Nurse's Note deted 3-14-18 revealed Tenant
#4 yelisd for help to get off the couch. When staff
attempted to zaslst the tenant yelled, used foul
fanguage, grabbed the staffs avn and would not
lst go. Another staff stepped in and Tenant #4 let
5o; howevar, ha/she was sifll aghtated,

- A Nurse's Nofe dated 3-15-18 revealed Tenant
#4 had hisfher hand between another tenant’s leg
2nd whan rediraction was atemptad he/she
yolled. Tenant #4 then bagan to put hisher
hands beitween another tenant's legs. The other
tenant was removed and Tenant #4 kil staff,

- & Nurse's Note dated 3-20-18 revealed Tenant
#4 was holding & hand of ancther tenant and
then tied to move his/her hand 1o the other
tenant’s isg. The other tenant was remaved.
Later staff took Tenant #4 1o hisfher apartment
and he/she grabbed staff's crotch and buttocks
and made Inappropriate comments,

~ A Resident Note (nurse review) dated 3-16-18
revealad Tenant #4 became agitated in tha dining
room the previous day when re-diregted by staff
1o stop puiting his/her hands near other tenants'
genital arsas. Tenant #4 proceeded ta get up
from hisher chair at the table and yell end curse
gt staff, Tenant #4 attemptad {0 armbulate withowt
the use of their walker, lost their balance and fell
o the floor.

- A Resident Note {nurse reviaw) datad 3-20-18
revesled Tenant #4 went into another tenant's
apariment and atternpied to hold the other
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Individuad down. Staff heard the second tenant
yell and when erlering the apariment observed
Tenant #4 with & denched fist as if going to hit
the other tenant.

~ A Resident Note {nurse review) dated 4-3-18
ravealed Tenant #4 was seon by his/her
peychistrist on 4-2-18 and medications ware
adjusied due to recent behaviors.

Evaluations could not be located regarding the
increase in bahaviors and treatment for an area
on the foot.

5. Raview of Tenant #5's record revaaied snnual
funcilonal and heslth evaluations wers completed
on 1~18-18; however, a cognitive evaluation
could not be located. Record review also
ravealed the following:

- A Nurse's Note dated 4-7-18 revealed Tenant
#5 want into ofher tenant apariments and held
the door so staff couid not get in. Tenani #3 tried
1o run over another tenant with his/her walker.
When sisff attempted to assist Tenant #5 with
changing his/har solled pants, ha/she became
aggressive, grabbed staff's upper arms and
pushed them. Family took the tenant fo the
hospital where he/she was admitted for udnary
retantion,

- A Nurse’s Note dated 4-9-18 documentsd tha
tenant retumed from the hospital with a catheter,

- A Nurse's Note datad 4-11-18 revealed the
tenant felt two stalf ware out to get him/mer and
paced around a jot In the evening.

- A Nurse's Note dated 4-13-18 revesled Tenant
#5 came out to the helhway after a shower
wearing only an undergament and shouting
staff's nams, Tenant #5 went to a physkian
appointment but upon retum would not get out of
tha car for family. Staff assisted Tanant #5 out of

CI/ISION OF

A 037

Tenant #5 had been discharged
Prior to lnspection.

The nurse who was responsible
For the oversight of Tenants 84 & #5
No longer works 8t the program

And had been terminated prior

10 inspection.
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ihe car. Two staff helped the tenant get ready for
bad. The tenant would not assist with dreasing or
open eyes,

- A Wurse's Note dated 4-13-18 documented the
tenant wouid not stand, move or get dressed,
Steff assisted Tenant #5 with eating. The tenant
requirad two staff end a galt belt to transfer,

- A Nurse's Note dated 4-22-18 (late entry for
421-18) revealed Tonant #5 was in the activily
rooenfcomimen araa and frled to Kissfiouch
another tenanl The other fenant said fo stop but
Tenant #5 persisted. When staff intervened,
Tenant #5 attempied 1o touchfidss other tenants.

= ANurse's Note dated 4-22-18 revealed Tenant
#5 was not walking well and when staff assisted
he/she started to lean as If falllng.

- A Nurse's Note dated 4-23-18 {(jate entry for
4-20-18) revealed Tonant #5 walked around the
dementia unit kissing other tenants, When
rediracted, Tenant #5 ignored staff and
continuead, Tenant #5 also paced around the unit
and sang. it was noted these behaviors were not
normal for Tenant #5,

- A Nurge's Note dated 4-23-18 revealed Tenant
#5 paced the halis, went Into other tenants’
apartments and kept trying to kise other tenants
and stafl. Tonant #5 was taken fo the emergency
room via ambulancs,

- ANurse's Nole dated 4-25-18 reveslsd several
bshaviors such as going Into others’ apartments
and holding the door closed, chasing another
tenant around the TV room and grabbing othars
and not latting go. The tenant was teken to the
hospital.

- A Resident Note {nurse review) dated 4-26-18
Indicated Tenant #5 was found on the floor twice
on 4-25-18. Tenant #5 later sald he/she put self
on the floor. Tenant #5 was taken to the ER on
4-25-18 and diagnosed with a UTI and dementia

A 037
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with behavioral dishrbance. New orders were
received for Cephalexin for the infection and

« Trazodons as nesded for agliation.

- A Nurse's Note dated 4-26-18 revealed the
tenant had difficully walking, was shaky and
complained of chest pain, dzziness and
lightheadedness. An ambulance was called and
Tanant #5 was faken {o a hospital, Tenant #5
had pnewrronia and recaived an order for an
antiblotlc for four days. He/she returned to the
Program on 4-28-18.

- A Nurse's Note dated 5-2-18 documented the
tenant's catheter was removed. New orders were
recsived to urinate every two hours while awake
for 48 hours.

~ A Nurse's Note dated 5-5-18 revealsd Tenant
#5 grabbed another tenant's arm and then
grabbed thelr walker and pulled on it. Tenant #5
then tried o run Into the other tenant with his/her
walker, Tenant #5 could not be redirected and
was faken to the hospital by ambulance.

Functional and health evaluations were
cornpleted on 4-10-18 upon the tenant’s refumn
from the hospltal; however a cognlive evaluafion
could not be located. Evaluations could not be
located regerding Increased behaviors, removal
of & cathelor and two hour volding, pneumonia
and a UTL,

€. When interviewad on 5-17-18 at 4:46 the
Execulive Director and Nurse Coordinator
conflrmed the evalustions were not found.

481-88.26(3) Service Plang

487-88.26{231C) Service plans.
69.28(3) When a tenant needs personai care
or health-related cara, the service plan shall be

AQ37

AQBS
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updatad within 30 days of the tenani’s ococupancy
and as needed with significant change, but not
loss than annually.

This REQUIREMENT Is not met as evidanced

by:

Bazed on inferviaw and record review the
Frogram fallad to ypdate ssrvice plans within 30
days of occupancy and as neaded with
slgnificant change. This perfained o §of §
tenants reviewed (Tenants #1, %2, #3, #4 and
#5). Findings foliow:

1. Review of Tenamt #1's flls revealed the
following:

- A Nurse's Nofe dated 1-28-18 documentad
Hospice brought in an alr matiress for the tenant.

- A Resident Note (nurse review) dated 2-15-18
indicated Tenant #1 experienced more pain and
displayed contracting of the upper and lower
extremities. Steff had been delepated to ster
administering morphine a8 needed.

- A Notificetion of implementation of Standing
Orders for wound cere dated 3-2-18 indleated the
use of Sure Prep dally o affectsd area snd hasl
[t bools on while in bad.

- A Nurse's Note dated 3-6-18 documented
during lunch the tenant began to shake, had
clenched fists, drovled and bt their tongue. The
eyes rofled back and the tenant bagan to breathe
heavily through the mouth,

- A Nursa's Note dated 3-7-18 documented
Betadine solution to the left fool was
discontinuad as a new treatment was in place. A
new order was recelved from Hosples for a Sure
Prep for the foot and for a heel boot to be wom in

Tenant &1 was discherged

On 5/17/18.

GIVIBION OF HEALTH FACILITIES - STATE OF 1OWA
STATE FORM
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= & Resldent Note {(nures review) dated 3-7-18
indicatsd selzure aclivity was noted by & nurse,
Tenant #1 had most of hig/her oral medications
discontinued on 2.27-18. Hospice provided an
oxygen concsnirator fo use as needed,

- A Nurse's Nots dated 4-3-18 documentsd the
Sure Prep was discontinued,

= A Nurse’s Nots dated 4-25-18 documented i
discontinue all oral meds except those nesded
for comfort.

= A Nurse's Note dated 5-3-18 documentad
Tenant #1 had difficulty passing stool. An order
was requested for Milk of Magnesia svery three
days to colnclde with the Bisacodyl Supposliory
evary three days.

= A Nurse's Note dated 5-8-18 documenied staff
starlad checking and changing Tenant #1 during
rounds,

- A Rasldent Note (nurse review) dated 5-8-18
indleated a nurse review was completed
prompled by a skin change and possible updates
o this sarvice plan. The right elbow hada 4
esnhiimeter round light pink area with 0.2
millirmater superficial scratch in the middle.
Hospice was to bring elbow protectors at the next
vislt. Tenant #1 was repositioned every two hours
and was a two-person transfer with a galt bslt.
Tenant #1 wore heel protectors In bed and had &
cushion o slevate the heels.

The tenant's most racent care plan was dated
7-27-17. The plan was not updated 1o reflect to
refisct increased pain and use of morphine as
needed, the use of an air matiress, selzure
activity, constipation, increased toileting
assistance (check and changs), discontinuation
of oral madications, oxygen as needed, a
treatmaent to the outer foot, repositioning, elbow
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protectors, slhow protectors and two-person
fransfor,
A complets assessment 1o
2. Review of Tenant #2% record revesled an
sdmission date of 11-8-17. No service plan tnclude a health and functional
developed within 30 days of oocupancy could be .
located. Record review ail revealed the following: Evaluation and a cognitive

- A significant change occurred end & service

plan was developed on 2-7-18 due to Tenant #2's Evaluation wil be completed by

leolation in histher Bpaftmnt, refusal to tasks July S, 2018, The service plan
and dally delusions. The service plan was not ’
based on a cognitiva evaluation and was not will be updated to reflect the
signad by the tenant or hisher lsgal

sentative. terant’s curvent nesds.

- ANurse's Nole daled 2-11-18 indicated Tenant
#2 punched staff In the shoulder with both closed
fists and 811 was called. The tenant wae
hospitalized and returmned to the Program on
2-16-28.

- An tncldent/Accident Report dated 3-31-18
revesled staff found Tenant #2 on the ficor next
to the sink in his/her apartment. The tenant's
head was Inside the cupboard undemsath the
sink. The tanant could not recall how hefshe fall
but stated helshe did not hit their head. Tenant
#2 complained of back pain; however, it was
noted Tenant #2 complained of back pain since
admisslon,. Vital signs were taken and the Nurse
Coordinator, family and Tenant #2's physician
ware notified. Nurse's Notes indicaled the tenant
laft the buliding with family on 4-1-18 at 1:40 pm
for an overnight visit. The tenant eturned on
4-3-18. Family reporied when giving the tenant a
shower on 4-1-18 bruiging was noted on various
parts of the body. The tenant was in & lot of pain
and was taken to the smergency room. Tenant
#2's oxygen saturation was low and he/she was

l diagnased with a pulmonary embolism (PE} and
OGN OF LITIES - BIATE OF 1WA

STATE FORM e HATE1 ¥ contimeation shest 55 of 24




DEPARTMENT OF INSPECTIONS AND APPEALS

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

PRINTED: 08/05/2018
FORM APPROVED

pr1) PROVIDER/SUPPLER/CLIA
IDENTIFICATION NUMBER;

80028

B, WinNG

%23 MULTIPLE CONSTRUCTION
A BULDING:

{43) DATE SURVEY
COMPLETED

c

(il

NAME OF PROVIDER OR SUPPLIER
YiLLAGE RIDGE

MARION, 1A 52302

STREET ADDRESS, CITY, 8TATE, ZIP CODE
365 MARION BLVD

oL
PREFIX
TAG

SUMIMARY BTATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
RESULATORY OR LSC IDENTIFYING INFORRATION)

]
FREFIX
TAG

PROVIDER'S PLAN OF CORRECTION )
(EAGH CORRECTIVE ACTION SHOULD BE SOMPLETE
110 THE APPROPFAATE
DEFKENGY)

ADBE

VISION OF H

Continued From page 18

a deep vein thrombosis {DVT). An order was
given for Eliquis.

- A review of Monthly Blood Pressure and
Weights Indicated from 2-3-18 1o 5-3-18 Tenant
#2 fost 15.5 pounds.

Tha tenants most recent care pian was dated
2/TH18. The plan was not updated o refisct
significant changes Induding increased
behaviors, weight loss, a fall, hospitallzation for
DVT and PE or the use of an anti-coagulam.

3. Roview of Tenant #3's record revealed a
Resident Note (nurse review) dated 3-20-18
indicating Tenant #3's leg was ocozing copious
amounts of dear liquid, was reddensd and wamm
o the fouch after scratching leg with a comb on
3-17-18. Upon assessment on 3-18-18, Tenant
#3's lag presented with 3+ odema, was warm o
ihe touch and continued to ooze. A fax was sent
fo the physician with these findings. A refum fax
contained orders for Lasix, Cephalexn for 10
days and directions for dressing changes.
Follow-up orders received on 3-26-18
discontinued the daily dressing changes. A
Murse's Note dated Indicated a new order was
recsivad to apply Bactroban ointment to wound
on right leg {skin tear) twics dally for 10 days and
to kaep covered for 10 days. The tenant’s mast
racant service plan dated 12-26-17 was not
updatad as needed to reflect cellullis and wound
care treatmeants,

4. Review of Tenant #4's racord revealed the
following:

- A Resldent Note (nurse review) dated 1-12-18
revesiad Tonant #4 had an appointment with a

A08B5

Terant §3°s quarterly
Assessment completed on june 8,
The tanant's physician was
Notified via fax on june 8 that
The wound and celiulitls were
Resolved. We also notified
The doctor of the completion
Of artihlotics. The service plan
Refiects the tenant's conditlon.
Tenant #4 was discharged on

June 1,2018.
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podiatiist on 1-11-18 regarding the a sore area
on the top of the left foot. The tenant returned
with naw arders for treatment of the area.

- A Nurse's Note dated 3-14-18 revealsd Tenant
#4 yellad for help to gel off the couch. When staff
aftempted to anslst the fenant velled, ussd foul
language, grabbed the stafls arm and would not
let go. Another staff stepped in and Tonant #4 jet
go; however, ho/cho was stfll sgitated.

- A Nurse's Note dated 3-15-18 revealad Tenant
#4 had hisfher hand bebwsan ancther tenant’s leg
and when redirection was altempted hefshe
yelled. Tenant #4 then began to put hisher
hands between another tenant's legs. The other
tenani was removed and Tenant #4 hit staff,

- ANurse's Note dated 3-20-18 revesaled Tenant
#4 was holding a hand of another tenant and
than tried to move hissher hand 1o the other
{enant's leg. The other fenant was romoved.
Later staff ook Tenant #4 fo his/her apartment
and he/she grabbed staff's crofch and buttocks
and made Inappropriate comments.

- A Rasidant Note (nurse review} dated 3-16-18
revesled Tonant #4 became agitaled in the dining
room the previous day when re-directed by stail
to stop pulting his/her hends near other tenants’
genital areas,. Tenant #4 procesded to getup
from his/her chair at the table and yell and curse
at staff, Tenant #4 attempled to ambulale without
the use of their walker, lost thelr balance and fell
to the floor.

- A Resident Note {nurse review) dated 3-20-18
revealad Tenant #4 went Into another tenant’s
apartment and attemplad to hold the other
individual down. Staff heerd the second tenant
yell and when entering the apartmeni cbaerved
Tenant #4 with a clenched fist as if going to hit
the other tenant.

- A Regident Note (nurse roview) dated 4-3-18

ADEE
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revegled Tenant #4 was sesn by hisfher
psychiatrist on 4-2-18 and medications were
sdjusted dus to recent behaviors,

The tenant's most recent cars plan was dated
10-8-17. The plan reflacted s bony area on the
top left of Tenant #4's foof; however, did not
reflact the various treatments utilized. While the
pian reflected Tenant #4 had a history of agiiation
&nd verbal behaviors; it was not updated to

! address the sexual behaviors or extent of

agitation with interventions.

5. Review of Reskdent #5's record revealsd the
following:
- A Nurse's Nots dated 4-7-18 revealsd Tenant
#5 went into other tenant gpartmants and held
the door so staff could not get in. Tenant #5 tried
o run over another fenant with hisher waker,
When stalf etternpled to agsist Tenant #5 with
changing hisfher soiled pants, he/she became
aggressive, grabbed staff's upper arms and
pushed them. Family took the tenant to the
hospital where hefshe was admitted for urinaty
retention,

- A Nurse's Noto dated 4-9-18 documented the
tenant retumad from the hospital with & catheter.

~ & Nurse's Note dated 4-11-18 rovealed the
tenant felt two staff were out to get him/her and
pacad around a lot In the evening,

~ A Nurse's Nole dated 4-13-18 ravealed Tenant
#5 cama out to the hallway after a shower
wearing only an undergarment and shouting
siaffs names. Tenant #5 went to a physiclan
appoiniment but upon return would not get out of
the car for family. Staff assisted Tenant #5 out of
the car. Two staff heiped the tenant get ready for
bad. The tenant would not assist with dressing or

AQBS

Tenant #5 had been discharged

Prior to inapection,

|
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= A Nurse'’s Note dated 4-13-18 documented the
tenant would not stand, move or gst dressed.
Siaffl assizted Tonant #5 with ealing. The tenant
reguined two staff and a gait belf to ransfer,

- A Nurse's Note dated 4-22-18 (late entry for
4-211-18) revesled Tonant #5 was In the activily
roomyeoimenon area and tried to idssffouch
another tenant, The other tenant said {o stop but
Tenant #5 persisted. When staff intervaned,
Tenant #5 attempled to fouch/kiss other tenants.

- A Nurse's Note dated 4.22-18 revealed Tanant
#5 was not walking well end when staff assisted
he/she started to lsan as If falling.

- A Nursa's Note dated 4-23-18 (late entry for
4-20-18) revealed Tenant #5 walked around the
dementia unit kissing other tenants. When
redirected, Tenant #5 ignored staff and
continued. Tenant #5 also paced around the unit
and sang. It was notad these bahaviors wers not
normal for Tenant #5,

- A Nurse's Note dated 4-23-18 revealed Tenant
#5 paoad the halls, went inlo other tehants’
gpartments and kept trying to kies other tenants
and stalf, Tenant #5 was faken to the smergency
room via ambulance,

- A Nurse's Note dated 4-25-18 reveslsd several
behaviors such as going into others’ apariments
and holding the door closed, chasing another
tenant around the TV room and grabbing others
ard not latting go. The tenant was taken to the
hospital.

- A Resident Note (nurse review) dated 4-28-18
indicated Tenant #5 was found on the fioor twice
on 4-25-18. Tenant £5 later said he/she put self
on the fioor. Tenant #5 was taken io the ER on
4.25-18 and dlagnosed with a UT] and demeantia
with behavioral disturbancs. New orders were

1 received for Cephalexin for the Infection and
I TH FAGILITIES - BTATE OF IOWA -
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Trazodona as needed for aghation.

- & Nursa's Note dated 4-28-18 revealad the
fenant had difficulty waliking, was shaky and
complained of chest pain, dizziness and
lightheadedness. An ambulance wes called and
Tenani #5 was taken to & hospitel. Tenant #6
had pneumonig snd received an order for an
antibiofic for four days. He/she relumed fo the
Program on 4-28-18.

- A Nurse's Note dated 5-2-18 documented the
fenant's catheler was removed, New orders weare
received to urinate every two hours whils awaka
for 48 hours,

- A Nurse's Note dated 5-5-18 revealsed Tenant
#5 grabbed another tenant's arm and then
grabbed thelr walker and pulled on &, Tenant #5
than fried to nun into the other tenant with hisher
walker, Tonant #5 could not be redirected and
was taken to the hospltal by ambulance.

The tenant’s most recant care plan was dated

4-10-18, The servics plan wag not updated as
nsadad regarding incregssd behaviors, putting
on the ground, removal of the catheter with two

* hour volding, dificutty with ambulation at imes,

preumonia gnd a UT] with antiblofic therapy.

6. When interviewed on 5-17-18 at 4.46 p.m. the
Exscutive Dirsctor and Nurse Coordinator
confirmed the above findings.

481-88.27{1)c Nurss Revisw

481-69.27(231C) Nurse review. If a tenant does
not receive personal or health-related care, but
an cbserved significant change in the tenant's
condition oceurs, a nurse review shall be
conducted. If a tenant receives personal or
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health-related care, the program shail provide for
& registered nurse or a licensed practical nurse
vig nurse delegation:

68.27(1) To assess and document the
health status of sach tenant, to make
recommendations and referrals as appropriats,
and to monitor progress relating to previous
recommandations st least every 90 days and
whenever there are changes in the tenan's
health status;

This REQUIREMENT is not met as evidencad
by:

Based on interview and record roview the
Program failed to complate nurss reviews every
90 days or as needed with changes in health
status. This pertained fo § of 5 tenands reviawed.
{Tenants #2, #3, #4 and #5). Findings follow:

2. Reoord raview of Tenant #2's file revealed
diagnoses included: dementia with psychosis,
depressive disorder and Azhsimer's disease with
behavioral disorder, Tenant #2 was staged ata
five on the GDS, which indicated moderatsly
severe cognifive decline. Tenant #2 resided In
the dementia unit.

An incidenyAccident Repoert dated 3-31-18
revealad staff found Tenant #2 on the ficor next
{o the sink in his/her apartment. The tenant's
head was inside the cupboard undemeath the
gink. The tenant could not recall how he/she fell
but stated he/she did not hit thelr head. Tenant
#2 complained of back pain; however, it waa
rioted Tenant #2 complained of back pain since

AQBS

A complete sssessment will
Ba completed on Tenant

#2 by July 5, 2018,

admission, Range of motion was completed to all
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extramities. Stalf assisted Tenant #2 up. Vital
slgns for 72 hours wers started, Viial signe at the
time of the incident were noted as the following:
blood pressurs (B/P) 110/76, temperature (T)
67.3, Pulse {P) 120 and respirations (R} 20. The
Nurse Coordinator, family and Tenant #2's
physician were nolified.

Nurse's Notes indicated the Tollowing:

- On 3-31-1B at 5:55 p.m. Tenant #2's vital signs
were: BP 128/66, T 98.8, P 80, R 20. Tenant#2
had no complaints of pain that time,

- On 3-31-18 at 11:05 p.m. Tenant #2's vilal
signs were: BP 122/64, T 98.5, P 74, R 20,
Tenant #2 was resting.

- On 4-1-18 at 10:25 a.m, Tenant #2's vital signs
were: BP 130/80, 797.7, P88, R, 20. Tenant#2
was resting in bed.

- On 4-1-18 at 1:40 p.m. it was noted Tenant #2
left the bulkiing with family and would refurn on
4-2-18. Vital signs were: BP 148/80, T87.1,P
80, R 18. Tenant #2 had no complaints,

- 0On 4-3-18 Tenant #2 retumed to the Program.
Family reportad when giving the tenant a shower
oni 4-1-18 bruising was noted on varlous parts of
the body. The tenant was in a lot of pain and was
takan to the emergency rocom. Tenant #2's
oxygan saturation was low and he/she was
diagnosed with a pulmonary embolism (PE) and
& deep vein thrombosls (DVT). Tenant #2's vital
signs were BP 120/768, T 98.4, P78, R 18.

A review of hospital records documented the
tenant was seen on 4-1-18. Upon amrival at the
emergency room, Tenant #2 was hypoxic, The
tenant was diagnosed with extensive bilataral PE
and early signs of right heart strain. An order
was staried for Eliquls 10 mg orally twics dally
until 4-9-18 a.m. then take 5 mg dally until

GRIBION OF HEALTH FACILITIES - GTATE OF 1OWA
STATE FORM i HATENS if continuation shest 22 of 24
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discontinued.

A raview of the tenant's Aprll medication
administration record (MAR) revealed an existing
ordar for 1 fablet dally of asplrin EC 81 mg. The
aspirn was charted as hald from 4-4-18 1o
4-13-18. Adlarification was sent to the physidan
on 4-3-18 documenting Tenant #2 was stanled on
Eliquls and the aspirin EC 81 mg was on hold,
The physician was asked If the aspirin was to
continue with use of Efiquis. The physlsian
indicated o continue the aspirin by retum fax on
4-5-18. This order clarification was noted on
4-8-18. Ths MAR indicated the aspirin was not
resumed untll 4-14-18 despite a dlarification of
order to continue the medication recelvad on
4-5-18. On 5-16-18 at 1:28 p.m. Exsecutive
Directer {ED) revesiad the aspirin was held per
family request,

A Resldent Service Note {nurse review) was
completed on 4-3-18 refated to the fall. The
nurse raview did not address the elevated vital
signa poet fall. No nurse review regarding the
clartfication of the asplirin order could be located.

3. Review of Tenant #3's file revealed a Residant
Note (nurse review) dated 4-24-18 that
documanted prior (o starting & medication for an
overaclive bladder, a urinalyeis was complsted
and the tenant was started on Macrobld for 10
days. Anursa review could not be located
following the completion of the antibictic therapy
1o assess for further signs and symptoms of a
UTL ANursa's Note was dosumented on 5-3-18;
howsver, it was not complated by & hurse and an
assessment was not completed.

4. Review of Tenant #4's service plan indicated

ADSS

£ nurse review was completed

On Terant #3 on june 11, 2018,

Tenant #4 discharged on
6/1f18.
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hefshe recelved personal and health related
care. Nurse reviews completed every 80 days
could not be located. Tenant #5 had been
5. Revisw of Tenant #5's flle revealed a Resident Discharged prior to Inspection.
Nots (nurse review) dated 4-30-18 documenting
the tenant had chest pain and complained his/her
haﬂﬁ wag b&aﬁng Gut Qf higher chest on To monior pe:formance o
4-28-18. Tenant #5's pulse was 100 beat per
minute. The tenant was taken to the emsrgency Ensure compliance the
ron via an ambulance where he/she was
diagnosed with preumonia and given an order Executive Director will
for an antiblotic for four days. Tenant #5 retumetl Attend the dall
to the Program on 4-29-18. A nurse review was e aally nurses
completed on 5-3-18 reganding the removal of 2 meetin
temporary catheter; however, the nurse review §and assign a nurse
did not address the antibictic therapy or 1o complete 8 review that
pneumonis.
needs to ba completed. The
6. When Interviewed on 5-17-18 at 4:46 p.m. the .
ED and Nurse Coordinator confimned the above Executive Director will efther
findings. Review the campleted assigned
Raview or will delegate it to another
Nurse.
|
|
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