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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided fo
facility residents, Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices,

This REQUIREMENT is not met as evidenced
by: :

‘Based on clinical record review, staff and
resident interviews, and observations the facility
failed to follow a physician's order for wound
treatment for 1 of 3 residents reviewed (Resident
#4). The facility reported a census of 143
residents. ’ .

Findings include:
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v “This Plan of Correction is prepared
The following deficiencies are related to the and submitted as required by law. By
investigation conducted on October 15-16, 2024 LSPA : ;
' submitting this Plan of Correction
j of complaints #123331-C and #123768-C as well Herit g alty € di i
as facility reported Incidents #123219-, er1. age Specialty ) are (?eS not .
#123978- and #123980-1. admit that the deficiency listed on thi
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Complaint #123768-C was substantiated. X :
Complaint #123331-C and facility reported to anly Sjtaten:gntsff ﬁndl}? gs, ﬁ?CtS’ or
incidonts #123219-), #123978-1, and #123980-| conclusions that form the basis for the
were not substantiated. alleged deficiency. The facility
. reserves the right to challenge in legal
See the Code of Federal Regulations (42FR) Part and/or regulatory or administrative
483, Subpart B-C. di he defici
F 684 | Quality of Care F 6ga| Proceedings the deficiency,
88=D | CFR(s): 483.25 statements, facts, and conclusions thag

form the basis for the deficiency.”
F 684 Quality of Care

Corrective action taken for
residents found to have been
affected by deficient practice:
Resident #4°s wound treatment was
removed and assessed by the provider,
It was determined that the wound was
healed and the wound treatment was
discontinued.

Continued on next page...
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y be excused from correcting providing i Is determined that

other safeguards previde sufficient protection to the patienis . (See insiructions.) Excepl for nursing homes, the findlngs stated above are disclosable B0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If deficlencies are cited, an approved plan of correction is requlsite to continued
program participaticn, .
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Continued From page 1

According to the Minimum Data Set (MDS) dated
10/4/2024, Resident #4 had diagnoses which
included Non-traumatic brain dysfunction,
Parkinson's, dementia, chronic pain, and a history
of falls, The resident could ambulate
independently in her room with the aide of a

wheeled walker. The resident had a Brief

Interview for Mental Status score of 11 which
indicated moderate cognitive impairment, The
MDS indicated the resident had 1 fall since the
prior assessment completed an 7/5/24 which
resulted in skin tears.

Review of the Care Plan dated 8/19/24, the family
reported the resident had a fall in her room but
had the ability at that time to get herself up from
the floor. The Care Plan directed the staff to
remind the resident to use the call light to ask for
assistance and identified the resident as a fall
risk. The Care Plan informed staff the resident
ambulated with the asslst of 1 staff.

Observation on 10/14/24 at 10:45 am, Resident
#4 was sitting on the bed in her room.
Observations of the resident's right forearm
revealed a white circle bandage dated 10/12/24
with initials of Staff D, LPN, observations of the
resident's left forearm revealed a white circle
bandage dated 10/12/24 with initials of Staff D
written in black pen. ‘

Observation on 10/15/24 at 2:55 pm with Staff A,
Director of Nurses (DON) observed the resident's
right and left forearm bandages, both white circle
bandages were dated 10/12/24 with initials of
Staff D written on the bandages in black pen.

Review of the October Treatment Administration

X4 1D D PROVIDER'S PLAN OF CORRECTION x5
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How the center will identify other
F 684 F 684

residents having potential to be
affected by the same deficient
practice:

Facility residents that have wound
treatments ordered have the potential
to be affected by said deficient
practices.

What changes will be put into placg
to ensure that the problem will be
corrected and will not recur:

The DON provided wound treatment
education to nursing staff on
10/31/2024. Education will continue
to be provided to nursing staff on an
ongoing basis. DON or designee will
complete weekly audits of 5 resident
wound treatments for 4 weeks. Audits
will be decreased to monthly for 3
months as compliance is maintained.

Continned on next page,..
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Quality Assurance Plan to monitor

F 684 | Continued From page 2 F 684
i performance to make sure
Record revealed Resident #4 had 2 wound . .
orders: corrections are achieved and are
a. Wound care to skin tear on the left forearm perinanent:
oncs daily. To cleanse the wound with normal Identiﬁed concerns Shal} be reviewed

‘wound and cover with Tegaderm Foam Adhesive
every day shift until healed. Ordered on 10/2/24.
b. Wound care to skin tear on right upper
extremity, cleanse wound with normal saline, pat
dry, paint with skin prep around the wound and
apply Tegaderm Foam Adhesive every other day
until healed. Ordered on 10/2/24. :

saline, pat dry, paint with skin prep around the by the facility’s Q API co ittee

Review of the October Treatment Administration
Record revealed the following:

a. The staff failed to complete the wound care o
the resident's left forearm and right upper
extremity on 10/4/24.

b. Staff D'signed off she completed the wound
care to the resident's left forearm and the right
upper extremity on 10/12/24. _

c. Staff E, CMA signed off on the treatment sheet
they completed the left forearm dressing change
for the resident on 10/13/24 day-shift.

d. Staff B signed off on the treatment sheet she
completed the left forearm and right upper
extremity dressing on 10/14 and 10/15/24.

During an interview with Staff B, Licensed

|| Practical Nurse (LPN), on 10/15/24 at 2:45 pm,
Staff B was questioned about the date on
Resident #4's bilateral arm dressings which had a
date of 10/12/24. Staff B quickly responded she
hadn't gotten around to doing the dressing
change yet and then staled, oh is it due today?

Review of a Corrective Action Form dated
10/15/24, Staff B, LPN, received disciple on that
date for documenting on 10/14 and 10/15 that
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F 684 | Continued From page 3 _ F 684 .
daily skin treatments were completed but the s L .
bandages noted on the resident's arm on Correctlve action taken for
10/15/24 revealed a date of 10/12/24. The form residents found to have been
“stated the staff not only failed to complete the affected by deficient practice:
:;e::’rgerlfeas “z:ieerci(:n bLljétfaésified the documents Residents #4 and #10 had were
W ad. . .
Y P assisted with the needs that they had
During an interview with Staff A, DON, on ‘when activating their call lights.
10/16/24 at 2:10 pm, Staff A acknowledged the ’ ‘
dressing chserved on 10/15 in fact had a date on How the center will identify other
them of 10/12/24. Staff A stated she would expect idents havi tential to b
the staff to complste physician's orders as residents havig potentla . 0 be
prescribed. affected by the same deficient
: practice:
Review of a Administration Medications policy Facili . s
il )
dated April 2019 directs the staff to administer bac f}ty regllc)l ents. gaavi.ﬂ?e P Otentl%il U
medications in accordance with prescribers e affected by said deficient practices.
orders, including any required time frames.
F 725 | Sufficient Nursing Staff F725| What changes will be put into placg
$S=D | CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff.
The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to

.| provide nursing and related services to assure

resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.71.

§483.35(a){1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with

to ensure that the problem will be
corrected and will not recur:

On 10/31/2024 the DON provided
education to staff related to call light
response. Ongoing education will be
provided. Education included staff
respongibility in answering call lights
within 15 minutes. The Administrator
or designee will conduct 5 random -
audits of call light activation and
response per week for 4 weeks.
Audits will be reduced to 5 random
audits per month for 3 months as
compliance is achieved and
maintained. ,

Continuned on next page...
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Quality Assurance Plan to monitor
performance to make sure
corrections are achieved and are

F 725 | Continued From page 4 F 725

resident care plans:
(i} Except when walved under paragraph (e) of

this section, licensed nurses; and 7 permanent:
(‘ii) IOther nursing Ipersonnel. including but not Identified concerns shall be reviewed
limited to nurse ides. by the facility’s QAPI committee.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
nurse on each tour of duty.

This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review, staff and
resident interviews, and observations the facility
failed to answer resident call lights within 15
minutes of activation for 2 of 6 residents reviewed
(Residents #4 and #10). The facility reported a
census of 143 residents.

Findings include:

1. According to the Minimum Data Set (MDS)
dated 10/4/2024, Resident #4 had diagnoses
which included Non-traumatic brain dysfunction,
Parkinson’s, dementia, chronic pain, and & history
of falls. The resident could ambulate
independently in her room with the aide of a
wheelad walker. The resident had a Brief
Interview for Mental Status score of 11 which
indicated moderate cognitive impairment.

Review of the Care Plan dated 8/19/24 the family
reported the resident had a fall in her room and
had the ability at that time to get herself up from
the floor. The Care Plan directed the staff to
remind the resident to use the call light to ask for
assistance.

Observation on 10/14/24 at 10:45 arﬁ revealad
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Resident #4 sitting on her bed, the room was
dark, the curtains were pulled. At the foof of the
bed was a whesled walker. An interview with the
resident at this time revealed she was frustrated
because the staff fail to answer her call light
timely, she stated due to her disease she .
sometimes needs assistance going to the
bathroom and the staff Just do not answer her call
light so she has to go to the bathroom by herself.
She reported she has had several falis in her
room going to the bathroom.

The resident activated her call light with the
Surveyor present at 10:55 am. Staff C, Certified
Nurses Aide (CNA), answered the resident's call
light at 11:18 am - 23 minutes after the call light
was activated.

During an interview with Staff C, Certified Nurses
Aide to inguire why the staff tock 23 minutes to
answer the resident’s call light, the staff stated
she was walking back from her lunch when she
noted Resident #4's call light on. She stopped fo
inguire what she needed. The aide stated they
have 4 staff on this hall but 2 were at lunch, 1
aide was doing a 1:1 with a resident so that lef{
only 1 staff o answer the call lights at that time.

2. According to the MDS dated 9/6/24, Resident
#10 had a BIMS score of 15 which indicated she
was alert and oriented and able to give accurate
information. The resident had diagnoses which
include paraplegia and neuromuscular
dysfunction. The resident required total
assistance to transfer, toilet, and for personal
hygiene needs.

During an interview on 10/14/24 at 11:06 am,
Resident #10 revealed last weekend she had to

FORM CMS-2567(02-89) Previous Versions Obsclete Event {D: D38P11 Faclllty ID: 1AD818 If continuatlon sheet Page 6 of 7




PRINTED: 10/24/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES . {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
C
165310 B WiNa 10/16/2024
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

200 CLIVE DRIVE SW

HERITAGE SPECIALTY CARE
CEDAR RAPIDS, |A 52404
(4 1D SUMMARY STATEMENT OF DEFICIENCIES : It PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 725 | Continued From page 6 F 725

wait for 1 hour for the staff to answer her calt
light, she was wanting to get out of bed for a
meal. She stated it is a constant problem in the
facility, the staff do not answer the resident call
lights for a long time.

Observation of the resident's room revealed a
white wall clock hanging directly over her bed,
visible to her while in bed.

During an interview with Staff A, Director of
Nurses on 10/16/24 at 4:00 pm, the DON stated
the floor nurses audit the resident call lights to
assure the staff answer their call lights timely.
Staff A stated she expects the staff fo answer the
resident's call lights within 15 minutes of
activation.
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