Apr.EE.QOQQ 2:350M No. ¥bhu F. 4

PRINTED: 04/11/2022

FORM ARPPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS - -
STATEMENT OF DEFICIEMGIES x1) PROVIDERSUPPLIERICLIA (X2 MULTIPLE CONSTRUCTIONM {X3) gg}'nlil—él_lﬁggi
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILODING:
G

30066 B. WING 0311072022

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8 1575 W 53RD
SILVERCREST GARNER FARM DAVENFORT, IA 52806
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {¥5)
F(‘é?':)f!& {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CDRREGTIVE AGTION SHOULD BE C!Ogﬁ)z_ll_.gf E
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICGIENCY)
A D00 Initial Comments A 000

Assistad Living Programs for People with
Dementia are defined by the population sarved.
The census numbers were provided by the
Prograrm &t the time of the on-gite.

General Population

Number of tenants without cognitive disorder:
53

MNumber of tenants with cognitive disorder: 0

Memory Care Unit
Number of tenants without cognitive dizorder; 7
Number of tenants with cognitive disorder: 10

Total Census of Assisted Living Program for
Paople with Dementla : 70

af B0

during the investigation Into Complaint /
#100432-C.

. )\ ) ¥ 4 -
The following regulatory insufficiencies were cited “?“//Q\ ag } G 'Z) C ,Q\i!\‘v’@” ) e

Al —
'S ollguhv ol
A150| 481-67.2(3) Program Policies and Procedurss A150 ? WA 2

67.2(3) The program shall follow the policies and
procedures established by the program.

Thiz REQUIREMENT is nof met as evidenced
by:

Based on interview and record review the
pragram failed to follow the Medication
Administration policy for 2 of 2 fenants reviewed
{Tenant #3 and Tanant #4). Findings follow:

Review of the Time Variance Rsapaort for Tenant #3
revealed she was to receive Polymyxin
B-Trimethoprim Ophthalmic Solution at 8:00 AM
and 8:00 PM dally. According to the program's
Medication Administration policy. medication and
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treatments must be administered within one hour
before or after the prescribed time indicated on
the Medication Administration Record (MAR). The
Time Variance Report for 10/1/21 to 3/8/22
revealed 111 times when the tenant received the
eye drops outside of the approved administration
window,

Tenant #4 was to be administered the
medications Atorvastation Calcium 20mg. at 2:00
AM each morning and a Culturelle capsule at
8:00 PM each evening. A review of the Time
Variance Report for 10/1/21 to 3/8/22 revealed
Tenant #4 received either her morning or evening
pill ouigide of the administration window 23 fimes
during this time period.

The Director of Nursing confirmed thesa findings
on 3/9/22 at 3:15 PM.

A160| 481-87.3(2) Tenant Rights A160

481-67.3 Tenant rights. All tenants have the
following rights:

67.3(2) To receive care, treatment and services
which are adequate and appropriate.

This REQUIREMENT is not met as evidenced
by

Based on Interview and record review the
program failed to provide adequate services o 3
of 3 tenants reviewed (Tenant #1, Tenant #2 and
Tenant #3). Findings follow:

1. Record raview an 3/9/22 revealed Tenant #1
had a Service Plan dated 12/29/21. Accarding to
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Tenant #1's Service Plan, she required extensive
asaiztance with dressing. Staff were to provide
this assistance two times per day, every day.
Staff wera to wash and put away Tenant #1's
laundry weekly and wash her bed linens on
laundry days. Staff were also to assist Tenant #1
with her showering needs every Monday and
Thursday through 12/28/21. Staff were o remain
with Tenant #1 the entire time she was in the
shower,

A review of monthly task logs between 10/1/21
and 3/8/22 revealed staff did not assist Tenant #1
with dressing on 10/1/24, 10/8/21, 10/10/21,
10411721, 10414421, 10/17/21, 10/18/21, 10/20£21,
10021124, 10722121, 10723121, 10/24/21, 10/25/21,
10/26/21, 10/27124, 10429121, 10130721, 1111721,
11/2/21, 1173729, 11/5/21, 116721, 1177721,
11821, 111021, 1A 2021, 1113721, 111621,
11016721, TN 7124, 1111921, 11720021, 11421421,
1122124, 11724121, 11726121, 11/30/21, 1211721,
12/8/21, 12/9/21, 12110121, 1215121, 121721,
12018121, 12120/21, 12122421, 12/23/21, 12/26/21,
12/27127,712130/24, 12131721, 143722, 114122,
1i6i22, 116122, 117122, 118122, 118122, 1110122,
1111122, 112722, 114/22, 1156122, 116122,
17122, 118122, 1119422, 1{21/22, 1/23/22,
1724122, 1128122, 1731122, 212122, 2/4122, 26122,
200122, 21822, 21022, 211122, 2/113/22, 2/16/22,
2/18/22, 219/22, 2/20122, 2121122, 2123122,
2125722, 372122, 313122, 314122, 3/5/22, 316/22,
37122 and 3/8/22. Staff wara responsible for
assisting Tenant #1 with this task for the dates of
&/1221 until 3/8/22.

A review of manthly task logs from 10/1/21 to
3/8/22 revealed siaff did not assist Tenant #1 with
washing and putting away her clean laundry and
washing her bed linens on 11/3/21, 12/24/21,
15122, 112122, 1119122, 2M6/22 or 2/22]22.

A160
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Staff ware responsible for assisting Tenant #1
with this task for the dates of 51221 until 3/8/22,

A review of monthly task logs from 10/1/21 until
12/29/21 revaaled staff did not assist Tenant #1
with showering on 10/14/21, 11/8/21, 11/15/21,
12/9/21 or 12/20/21. Staff were responsibla for
assisting Tenant #1 with showering from the
dates of 8/29/21 until 12/29/21.

2, Tenant #2 had a Service Plan dated 1/30/22.
According to Tenant #2's Service Plan, staff were
ta wash and put her laundry away ance per week,
They were to change and wash her bad linens on
faundry days, Staff were also to assist Tenant #2
with showers or whiripool baths. They were to
assist Tenant #2 in and out of tha shower and
have her use the showar stool. Staff were to
aggigt Tenant #2 with washing and drying areas
the tenant was unable to reach and remain with
her the antlre time shs was In the shower or
whirlpool bath. Tha monthly task log form
indicated these tasks were in effect for Tenant #2
sinca 5427, 7 ' '

A review of monthly task logs from 10/1/21 to
3/8/22 revesled staff did not assist Tenant #2 with
washing and putting away her clean laundry and
washing her bed linens on 10/22/21, 10/30/21,
1224, 12, 112021, 1273024, 1217121,
12/24/21, 12/29/21, 114422, 1/5/22, 177122, 118122,
1714122, 1H5/22, 1119722, 1121122, 1/28/22,
201722, 212122, 214122, 211122, 2122122, 31122,
3/5/22 and 3/8/22.

A review of monthly task logs from 10/1/21 to
3/8/22 revealed staff did not assist Tenant #2 with
showering on 10£30/21, 11/8/21, 1110/21,
12/29/21, 1/5/22, 118122, 11156122, 1119122, 2/2/122,
2123122 and 3/5/22.
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3. Tenant #3 had a Service Plan dated BHH21.
According to Tenant #3's Service Plan, staff were
to ask if she would like a sponge bath, shower or
whirlpool bath on shower days. Staff were 10
remain with Tenant #3 the entlre time she was in
the shower or bath. Tenant #3 received
assistance with bathing twice a week. Staff were
also to wash Tenant #3's laundey and bed linens
every Tuesday and put her laundry away aach
Wadnesday.

A review of monthly task logs from 10/1/21 to
3/8/21 revealed staff did not asslst Tenant #3 with
her twice weekly showers on 10/14/21, 11/8/21,
12/16/21, 1724122 and 2/28/22.

A review of monthly task logs from 10/1/21 to
3/8/21 revealed staff did not wash Tenant #3's
laundry and bed linens on 10/18/21, 1172721,
11/9/21 and 12/21/21.

Areview of monthly task logs from 10/1/21 to
3/8/21 revealed staff did not put Tenant #3's  ~
laundry away on 10/2/21, 10/27/21, 11/3/21,
1117721, 116122, 1112122, 1119122,

4. The Diractor of Nursing confirmed these
findings on 3/9/21 at 3:15 PM.
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In Response to
Final Complaint/Incident Investigation
Dated March 10%, 2022

Preparation and/or execution of this plan of correction does not constitote admission or agrem‘ment by the'provider of the truth of the
facts alleged or conclusions set forth in the statement of deficiencies. The plan of correction is prepared is prepared and/or execuied
solely because it is required by the provisions of state law.

Evaluation

Regulatory Insufficiency: Program Policies and Procedures 481-67.2 (3)- The program shall follow the policies
and procedures established by the program.

1. Elements detailing how the program will correct each regulatory insufficiency.
a. Team members re-educated on medication administration policy.

b. Re-education with staff regarding medications being administered withing one hour prior and
one hour after scheduled time

2. What measures will be taken to ensure the problem does not recur.

a. DON / ADON to randomly review administration times and adjust times based on resident
preference and physician orders

b. DON /ADON to perform ongoing education to staff members regarding medication
administration times

3. How the Program plans ta manitor performance to ensure compliance.

a. DON /ADON and Regional nurse to perform random audits of the time variance report
4. The date by which the regulatory insufficiency will be corrected.
a. The regulatory insufficiency will be corrected by 4/30/22

Evaluatlon :

Regulatory Insufficiency: Tenant Rights 481-67.3 (2) — All tenants have the following rights: To receive care,
treatment and services which are adequate and appropriate.

1. Elements detailing how the program will correct each regulatory insufficiency. :
a, Team members re-educated on ADL charting and ensuring completion of scheduled tasks

b. Team members re-educated if a task is not documented, it is considered not completed
2. What measures will be taken to ensure the problem does not recur

a. DON / ADON and Regional Nursing team to perform random audits of monthly task log to
ensure that scheduled ADL’s are charted

b. DON /ADON to randomly review resident service plans to ensure appropriate tasks require
documentation

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

a. DON /ADON and Regional Nursing team to perform random audits of monthly task log to
ensure that scheduled ADL’s are documented

4. The date by which the regulatory insufficiency will be corrected.
a. The regulatory insufficiency will be corrected by 4/30/22
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