
F-000 This plan of correction constitues our 
written allegation of compliance for the 
deficiencies cited. However, submission of this
plan of corrections is not an admission that a
deficiency exits or that one was cited correctly.
This plan of correction is submitted to meet 
requirements established by state and federal
law. It also demonstrates our good faith and 
desire to continue to improve the quality of care
and services to our residents 

F658 Staff I and Staff J were re-educated 
to watch all resident take all of their 
medication. Staff I was assigned 
CE Solution education Preventing
Medication errors for C.M.A.'s. The 
Director of Nursing observed staff I
give 5 different residents using various
routesf and passed 100%.The DON
will do random medication observations
monthly for three months, review at 
QAPI meeting quarterly and reassess 
the need to continue medication
surveillance monthly. Nurses were
re-educated on the Medication 
Administration policy including 
self-administration for residents 

12/9/2021

Susan Westmark                                                                              Administrator                                             1/14/2022
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F689  Failure to provide adequate assessment
and supervision for resident who exited the 
building at 6:05 and was found by staff at
6:10 am no injuries. It is the practice of this 
provider to ensure that each resident receives
adequate supervision and assistive devices to 
prevent accidents. Upon investigation of the
elopement,  it was determined that a C.N.A.
helped the resident gather his belongings for
his bath and the resident was on the way to
the whirlpool rooms as he does each bath
day, this day he went on the elevator and exited
building. A wanderguard was placed on the 
resident. In an effort to protect all residents, we
placed continuous alarms on our elebator doors
on December 8, 2021 which surveyor verified. 

12/9/2021



continue from page 2. 
Education on the alarms being on 
continuously was sent out to employees 
through our communication tool REMIND
via text on December 8, 2021. On December
9, 2021 we were notified of an immediate 
jeopardy related to elopement. To abate the
immediate jeopardy, a wandering assessment 
was performed on all residents. We developed
a care plan focus, goal and interventions on
all residents scoring >8 on the wandering
assessment. In addition, all residents scoring
>8 were placed on a list which is posted at
all of our nurse's stations and distributed to 
all departments. The list includes mitigation 
measures for ensuring safety of wandering
residents. The Director of Nursing reviewed
all resident's care plans for elopement that
were already implemented and utilize a 
wanderguard.
Our Elopement policy and procedures were
updated on December 9, 2021 to include all
residents receiving a wandering assessment
upon admission and at least quarterly with MDS. 
This policy along with education on elopment
risk interventions and residents that are 
identified at risk for elopement were distributed
to all staff employed in our facility via our
REMIND communication tool, sent
to each employee's email and posted at the
time clock for employees to review and sign off
on before their next shift. Our Elopement
policy already included step for staff to monitor
wanderguard bracelets and door alarms to 
ensure functioning, which was not the situation
in the elopement identified as an immediate
jeopardy. To ensure ongoing compliance, our
interdisciplinary team will meet weekly and 
utilize the tool "Elopement Risk Assessment"
to review all residents determined to be at 
risk for elopement. These weekly meetings
will occur at our weekly therapy meetings,



Continued from page 3  for one month, longer, 
concerns are identified. Following the month,
the interdisciplinary team will discuss at each
therapy meeting to review residents 
at risk for elopment, meetings are weekly. 
Staff members were also assigned additional
In-service education on CE Solutions which 
addresses knowing which resident is at
risk and what to do if a resident wanders or
elopes. 
We held an in person in-service on January
6, 2021 at 1:30 pm and reviewed the 
Elopement policy and procedures for 
assessing wandering risk, interventions to
prevent elopements and what to do in the 
event a resident elopes. 
Schumacher elevator and Globalcom put
a stop on our elevators. The elevator doors
 will only open if a code is entered. Staff
 and families educated on the code, and to 
make sure no residents enter the elevators 
with them. 1/10/2021
Our facility QAPI/QAA team will review
compliance on wandering risk assessments,
wanderguards and procedures related to 
elopement prevention on at least a quarterly
basis

12/9/2021











F805 The dietician will observe the
serving of food to the residents once
a month and give a report
the thetheto the Dietary Supervisor
and Administrator, the information 
will be reviewed quarterly at the 
Quality Assurance meeting.

FF805 Dietary cook and staff were
educated to write the food item,
 consistency  and scoop size on the 
tinfoil that is placed over each pan
 after it is prepared. Policy updated to 
include writing food item, consistency
and scoop size on the tinfoil that is 
placed over each pan after it is 
prepared. 

12/9/2021













12/10/2021
N105 Education was given to all 
staff regarding reportable Incidents 
and Nursing staff was educated to 
notify Administrator and Director of 
Nursing when a reportable incident 
has occured at Bethany Home. A 
Laminated Pathway for Reportable 
Incidents was posted at each nurses 
station.The Director of Nursing audits
all nurses notes and audits the report
book Monday - Friday, reviewing
Saturday and Sundays report Monday 
morning. Reportable incidents will 
be reported to the Iowa Department 
of Inspections and Appeals within 24 
or the next business day. 

                                                          Administrator                  1/14/2022Susan Westmark RN, BSN 








