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POC Correction date / O '{ 6’4&? ?fZ- .
OK
11.17.21
SjS The following deficiencies resulted from the

factlity's annuat recerfification and Investigation
of complaints #97763-C, #97864-C, #102024-C,
#102277-C, #10228-C, and 103628 were
conducted on August 8, 2022 to August 11, 2022,
The survey was conducted by Healthcare
Management Solutions, LLC on behelf of the
lowa Department of inspectlons and Appeals,

Complaint #102024-C was substantiated.
Complalnts #097783-C, 097846-C, #102277-C,
#102278-G, and #103628-C were not
“substantiated,

Sea Code of Federal Regulations (42CFR) Part
483, Subpart B-C.

F 580 | Notify of Changes {Injury/Decline/Room, efc.) F 580
88=0 | GFR(s): 483.10(g}14)i)}-{iv){15)

£483,10{g){14) Notlfication of Changes.

{i} A facilily must immediately inform the resident;
consult with the resldent's physlcian; and nofify,
consistent with his or her authority, the resident
raprasentative{s) when thare is-

{AY An accident Invalving the resident which
results In infury and has the potential for requiring
physlclan intervention;

(B} A slgnificant change In the resldent's physical,
mental, or psychosocial status (thatls, a
deterforation in health, mental, or psychosocial
status in either life-threatening condifions or
clinical complications);

(C) A need to alter treatment significantly (that is,
& need fo discontinue an existing form of

LABORATORY DIRECTOR'S OR PROVIBER/SPPLIER REP SENTFW W f ! !Z } 5 / {*6) DATE

Any deficloncy statement ending with al[ asterisk (*) denotes 2 de‘n/ency which the insthdion may be excused fram correcting providing It is detemmined that
ofher safeguards provide sufficient protaction to the patients . (See Instruclions.) Excegt igr nursing homes, the findings stated above are disclosable 90 days
following the dala of survey whether or nef a plan of corracllor [s provided. For nursinfj Jiomes, the ahove findings and plans of correclion are disclosable 14
days followlng the date these documents are made avallable fo the facllity. I deficlencles sre cited, an approved plan of sorrection Is requisite to continued
program particlpation,
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treatment due to adverse consequences, or to
commence a new form of treatment); or

(D)) Adedision to transfer or discharge the
resgident from the facllity as specifted in
§483.15{c){1Xii}.

(i) When making nofification under paragraph (g}
{14){1) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is avallable and provided upon request to the
physlclan.

(iif} The fasility must also promptly nolify the
rosident and the resident representative, If any,
when there is-

{A) A change in room or roommate assighment
as specifled In §483.10(e){6); or

{B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e){10) of this seclion.

(iv) The facllity musf record and periodically
update the address {malllng and emall) and
phone number of the resident

representative(s).

§483.10{(g){15)

Admission o a composite distinct part. A facllity
that Iz & composite dlstinct part (as defined in
§483.5) must disclose In its admisslon agreement
its physical configuration, including the varlous
locations that comprlse the composite distinet
part, and must spocify the policles that apply to
room changes between its different locations
under §483.15(cH9).

This REQUIREMENT s not met as evidenced
by:

Based on interviews, record review, and palicy
raview, the facifity failed to ensure that one
resident’s {Resldent (R) 9) representative was
notifled of a change In condlflon from a total
sample of 17.
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Findings Include:

Review of the facility's undated policy fitled,
“Change in Condition,” provided by the facillly,
ravealed "The facllity will make every effort to
Inform the resldent, consuit with the resldent's
physlclan, and notify consistent with his or her
authorlty, the resident representative where there
is the following: ant aceldent Involving the resident
which results in Injury and has the potential for
requirlng physlicien intervention; a significant
change In the physlcal, mentat, or psychologlcal
siatus, which is a determination In health, mental
or psychological status in elther life threatening
conditions or clinfcal complications; a nead fo
alter freafment significantly, that is a need fo
discontinue an exlsting form of trealment due to
adverse consequences, or {o cOMMsnce a new
form of treatment; a decision to {ransfer or
discharge the resident from the facllity."

Review of Residentd's revlew of facility provided
Resident Face Sheet indicated that she was .
admitted to the faciflty on 10/31/16 with a
dlagnosis that includes generalized anxiety
disorder (GAD) and major depressiva disarder
{MDD),

Review of Resident Progress Noies for the
Resident dated 10/13/21 to 10/20/21 lacked
documentation that & resident representative had
baen notified of the Incldent that had occurrad on
10/13/22,

Review of R9's Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date of
08/10/21 revealed that RS has a Brlef Interview
for Mental Status (BIMS) score of a 12, indicating

FORM CMS-2667(02-99) Previous Verslons Obsolels Event ID: 1GJ611

Faclty 1D: 140934

IF gontinuation sheet Page 3 of 23




PRINTED: 10/06/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO., 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {42} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING GOMPLETED
16306 B. WING 08/11/2022
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
PARKVIEW CARE GENTER 227 FIGHWAY 34
T i _ _ N FAIRFIELD, IA 52566
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [+] PROVIRER'S PLAN OF GORREGTION x5}
PREFIX (FAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 580 Continuad From page 3 F 580

she is moderately impalred. Contintted review
indleated that RS does have verbal behavior
toward others, occurring one 1o three days.

A Progress Note dated 10/13/21 at 10:62 a.m.,
indicated that Resident#35 denled touching
Resldent#3 but confirmed that he (R35) flipped
Resldent##4's (R8) chair up and R8 landed on the
floor, sfriking the left side of her face, R9 had a
large hematoma surrounding her left eye, The
Progress Note documented that R35 had
reported that RS had harassed him by saying
"there goes R35 out to smoke",

‘Review of Fall Investigation (provided by the

facility), dated 10/13/21, revealed that "R35 had
upset R&'s chalr in the dining room. R2 had a
large swollen left eye that is almost shut, Was
sitting on the floor with chalr tipped over."
Contlnued review revealed no svidence that RO's
guardlan was not made awaro of the incldent.

A State of lowa Court Order dated 9/30422
revealed that the court found good cause to
appoint a Guardian ad Litem for the resident. The
couri appointed a altorney o ehsure that the
residents rights are prolected, and that if the
resident had been found o not fo b competent,
then the court shouid be nofifled so that a
consetvator shall be appointed.

Review of court papers for arder appainilng
guardian ad litem for surviving spouse dated
9/30/2020 (provided by the facility) revealed that
the court found good cause to appoint a Guardfan
ad Litem and appointed an atiorney to ensure that
the surviving spouse’s righls are protecled.
Further revlew revealed that if R9 is found to not
be competent, then the court should be notified
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s0 that a conservaior shall be appointed.

Interview with Activity Director {AD) on 08/10/22
at 1:50 PM, she reported that R9 is her own
person, but had a Guardlan ad Litemn appointed
by the courts, who she has had contact with an
several occasions, This Guardian ad Lilem was
appointed after R8's hushand passed in 2020,
During a follow- up interview at 2:33 PM, the AD
conflrmed that If the Guardian ad Liten was still
involved at the time of the incident, then they
should have been nofified; howevet, confirmed
that the Guardian ad Litern was hot notifled of the
incident on 10/13/21.

interview with the Director of Cperations {DOO)
on 8/10/22 at ;50 pm, confirmed that If a
Guardian ad Litem was sltill appolnted to R8 then
they shotlld have been notified of the Incident that
happened on 10/13/21.

F 600 | Free from Abuse and Neglecat F 600
88=D | CFR({s): 483.12(a}{1)

§483.12 Fraadam from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as deflned in this subpart. This
includes but is not fimited {o freedom from
corporal punishment, Involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility musi-
§483.12(a)(1) Not use verbal, mental, sexual, or

physlcal abuse, corporal punishment, or
involuntary seciusion;
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This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, record
review, review of facllity pollcy, and Faclity
Reported Incident (FRI), the facility failed to
ensure that one resident (Resident# 9) of twe
residents reviewesd for abuse was free from
physical abtse,

Findings include:

Review of the fadllity's policy fitled, "Abuse,"
provided by the facillty, revised 06/08/22,
revealad "Faclity will not perimit its resldents to be
subjected to abuse by any person, Including staff
members, other residents, constltants,
volunteers, staff of other agencias sarving the
resident, family members, legat guardlans,
sponsors, friends or other individuals. Any

‘resldeni-fo-resident altercation shall be reported

to state agencles where there is injury, or where
there is evidence of psychological distress to
cither resident involved.”

1. Review of Resident#f9's {R9) FaceSheet
indlcated that she had been admitted fo the
facliity on 10/31716 with a dlagnosls which
included generaiized anxiety disorder (GAD) and
major depressive disorder (MDD). During review
of electronic medical record progress notes R9
had a history of making negative statements
toward other restdents,

Review of R9's Quarterly Minlmum Data Set
(MDS) with an Assessment Reference Date
08/10/21 revealed that R9 had a Brief Infendew
for Mental Status (BIMS) of a 12, indicated she
had been moderately Impaired. Continued review
indicated that RS does have verbal behavior
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toward others, oceurring one fo three days per
wealt

The Progress Note for R34, dated 10/13/21,
revealed that ", ., (R9) had harassed him by
stating there goes R35 out to smoke.” Further
raview indicated that R35 denied fouching RO but
confirmed that R35 flipped R%'s chair up and RO
landed on the floor, and sfruck the left slde of her
face. RS had a large hematoma that surrounded
her leff eye. R35 had besn advised that if it
happened agaln, then the police would bo
contacted. R35 reporiad that he would do it agaln
if RY did not stop harassing him.

Observation of R® on 08/08/22 at 10:00 AM,
revealed thal R® had sat in the activity room with
her head kept down. During another obsarvation,
and Interview, on 08/0B/22 at 1:00 PM, R9 had
sat In her bedroom daorway, looking at her
coloring pages and crayons. R9 was calm and
coopperative. RY reported that she had been a4
cop, and that she gets along with all other
residents. R9 denled the incldent between her
and R36 . Observation of R9's face reveated no
swelling andfor marks noted to the jeft side. R9
confirmed no concerns with vislon, Furlher
abservatlon at 4:10 PM, revealed RS had sat at a
table In the dining room, calm and cooperative.

2, R3b8's Face Shest Indicated that he had been
admitted t the facility on 07/10/118 with a
dlagnosis that includes drug and alcoho! abuse,
and dementia, Review of electronic medicat
record progress hotas revealed no history of
physical abuse foward others,

R38's Quarterly MDS with the date of 10/08/21
ravealed that R35 has a BIMS of & 14, which
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indicated that he had been cognitively intact.
Continued review Indicated that R35 has ho
behaviors,

1
Observation on 08/08/22 at 09:40 AM, R35 sat
guletly in his bedroom watching baseball on the
television. R35 had heen calm, conperative, and
alert and orlentated. During resldent interview,
R35 reporied he had no confrontations with any
other residents at the facifity.

Review of the *Self-Repor!", dated 10/31/21 at
8:04 AM had been submitfed to the State Survay
Agenay.

Interview with Reglstered Nurse (RN) 2 on
0B/0B/22 at 2:49 PM, she confirmed that she had
been in the buliding when R32 reported to her
about the incldent on 10/13/21 between RS and
R35, R32 reported that R35 pushed R¥'s chalr
over, RN2 went to see R, who had beeri in the
dining room, and with the help of two aides, RS
had been assisted up off the floor. She went o
talk with R35 about this Incident, who stated that
R9 had mada comments about him smoking and
he was tired of those coraments, so R356
conftrimed that he pushed R%'s chalr over but
dented hitting R3. Upon assessment, R9's left eye
had completely shut with biack/blue on the left
side of her face, with a hematoma covering her
left eye, Conflrmed no blood. RNZ reported that
the Nurse Practitfoner (NP} came Into see both
residents, and that neurological checks had been
started. RN2 reported that R9 did not complain of
any pain, and denied having a headache. RN2
reported that R had been sent to the hospital,
and conflrmad that there have been no further
incldents. RNZ reported that R9 could get "ippy"
with several residents; however, R9 had not
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F 600 | Continued From page 8
made any further comments since this incident,

Interview with NP on 08/09/22 at 10:00 AM, she
stated that she spoke with R35 about the
incident, saying that this type of behavior would
not be tolerated in the facility, and the next fime,
the police would be contacted. She said that she
did assess RY's injury, and she was alert without
any toss of conscious {LOC). Sald that RS was
placed on frequent checks per facity policy.
Conflrmed that RO did not go out to the hospital,
but ice packs were applied to R9's face. Bhe
confirmed that R9 could be "vary stubborn® and
could get engry at fimes. Said that R9 does
refuse care at times and could be critical of both
staff and other residents, hut mainly of residents.
Ta her knowledge, there had been no incidents of
this kind before and/or after this incident.
Confirmed that both residents (R9 and R35) have
some degree of underlying cognltive Issues,

The Director of Operations (BOO) on 08/10/22 at
2:50 PM, reported that the residents shouid be
immediafely separated and an investigation
conductad, The DOO gonfirmed that there had
been no further incidents between R9 and R35,
The DOGC stated that RS had besn moved for a
petlod to another dining room without any further
issues. Confirmed that R35 Just wants to be left
atone, and notf botherad,
-F 610 Investigate/Preveni/Correct Allaged Violation
88=D | GFR(s): 483.12(c)(2)~{4}

§483.12(c) [n response to allegations of abuse,
neglect, exploltation, or mistreatment, the facilily
must:

§483,12(c)2} Have ovidence that all alleged

F 600

F 610
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victations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse,
neglect, exploltation, or mistreatment while the
investigation is In progress.

§483.12(c){4) Report the results of alf
investigations to the administrator or his or her
designated representative and to other officials In
accordance with State law, Including to the State
Survey Agenoy, within 5 working days of the
incident, and if the alleged viclatlon is verifled
appropriate corrective action must be {aken.
This REQUIREMENT Is not met as evidenced
by:

Based on interviews, record review, and pollcy
review, the faciilly fafled to ensure that an
investigation was completed for
resident-to-resident abuse between two of two
residents (Resident#9 and 32) reviewed for
abuse.

Findings include:

The Abuse Policy, with the revised date of
06/08/22, directed staff as follows; the facility will
thoroughly investigate all allegations of resident
abuse, including neglect or misappropriation of
resident property, and will report alf findings fo the
state abuse registry, licensure boards, and state
deparlment of inspactions and appeals. The
Administrator or his/her designee must complete
an incldent report and ohbtain wiitten, signed, and
dated statements from the person (&) reporting
the incident. A completed copy of the Incldent
report and writion statements from witnesses, If
any, must be provided fo the Administrator within
fwenty-four {24) hours of the oucurrence of such
incldent. An iImmediate investigation will be made
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and wlil Include Interviewing all staff who worked
In the area where the incident occurred and who
worked during the 24 hours prior to the Incident,
and a copy of the finding of such Investigation will
be provided to the Administrator within three (3)
working days of the cecurrence of such incident.
Suspacted abuse must be repotied immediately
and no later than two hours after the alleged
incident. The Adminlstrater, DIractor of Nursing,
or Charge Nurse will obtain a written, signed, and
dated statement from the person reporting the
Incldent. Wriiten statement will include at least
the following information: the name of tho
resident involved, the date and fime that the
incldent ocourred, where the incident took place,
the name (s) of the person {5} committing the
alleged Incidant, in known the name (s} of any
witnesses to the incident, the type of abuse that
was committed (L.e. verbal, physical, sexual, efc.),
and other informatlon that may be requested by
the Administrator or Charge Nurse. The charge
nurse or director of nursing shall immediately
examine the resident. Findings of the
examination will be recorded in the resident's
medical record. The director of nursing will
request that a representative of the soclal
services department monitor the resident's
feelings concerning the incldent as well as the
resident's reactions to hisfher involverment in the
investigation, Unlass otherwise requesied by the
resident, the soclal service representativae will
provide the Admindstrator and the director of
nursing with a written report of hisfher findings.
The charge nurse wilt report any change in the
resldent's condition or staius to the resident'’s
attending physlclan and the rasldent's
representative. The Adminlstrator or director of
nursing will obtain completed coples of wrliten
slatements from wltnesses, If any, within
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twenty-four (24} hours of the oceurrences of such
alleged Incldent.”

The docliment tifled, "Self-Report” dated 16/34/21
at 08:04 AM, ravealed that Residen®9 (R9) was
sitting In the main dining room and stated to
Resldent#35 (R35), “there goes R35 golng out o
smole” repeating as R9 always does. R38
pushed haer chair down, stating "I've told her not
to talk to me and stay out of my business." R32
witnessed the incldent. The two residenis were
separated, R35 wag counseled on the incident
and behavior, and seen by the Nurss Practitioner
(NP), R9 was encouraged to remain in her room
betwesen meals and not fo sit in the dinlng room
all day. RS was also seen by the NP,

The Progress Note for R35, dated 10/13/21,
revealed that ", . resident (R9) was harassing
him by saylng there goes R35 out to smoke."
Further review indlcated that R35 denled touching
R but confirmed that he flipped R9's chair up
and R9 landad on the fioor, striking the left side of
her face. R9 has a large hematoma surrounding
her left eye. R35 was advised that if this happens
again, then {he pollce would be contacted. R36
said that he would do it again if R9 did not stop
harassing him.

Review of uniltled and undated summary of the
incident revealed that R9 was sitting In the main
dining room when she stated "here goes R35
going aut to smoke” repealing as she always
does, R35 pushad R9's chair down, stating "I've
told her nat to talk to me and stay out of my
business." R32 withessed the incldent and
Informed RNZ. The Incldent cccurred at 5:45 AM
on 10/13/21. R9 had a history of making
comments to others and always saf In the main
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dining. RY had a hematoma to her left eye,
neurclogical checks Initiated every 15 minutes
times four for the first hour. Neurologloal checks
willl continue per protosol. R9 did not raquire
hospitalization. The facliity falled to complete
interviews with staff and/or residents.

The Diractor of Nursing {DON) on 08/9/22 at
11:00 AM, reported that she did not find any
paperwork where this Incldent had been
investigated; however, had been abls to ptint off
information that was sent {o the State Survey
Agency (8SA) afier the resident to resident abuse
ocourred, During a follow up inferview on 8/9/22
at 11:41 AM, the DON confirmad that the
Administrater had been contacted and Is unaware
of where the investigation papsiwork is located.

The Director of Operations (DOO) on 08/10/22 at
2:50 P, reported that anytime that abuse is
alleged then thers Is a report to the SSA within
two hours and an investigation is o be
cempleted. Continued Interview revealed that the
Investgation showld include interviews,
assessments, if any behavlors have occurred
then documentation of the Interventions and
fallow up with revised interventions. Also, the
residents should be immediately separated and a
follow up to the SSA should oceur after
investigation.

Label/Store Drugs and Blologicals

CFR(s): 483.45(g)(h}{1}(2}

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biclogicals used in the facllity must be
labeled in accordance with currently accepted
professlonal principles, and Include the
appropriate accessory and cautfonary

F 610

F 761
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instruetlons, and the expiration date when
applicable.

§483.45(h} Storage of Drugs and Biclogicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in lecked compariments under proper
tamperalure controls, and permit only authorized
personnel to have aceass fo the keys.

8483.45(h){2) The faclily must provide separately
locked, permanently affixed compartments for
storage of confrollad drugs listed In Schedule Il of
the Gomprehenslve Drug Abuse Prevention and
Controt Act of 1976 and other drugs sublect to
abuse, except when the faciily uses singls unit
package drug distribution systems In which the
quantity stored [s minimal and a missing dose can
be readily detectad,

This REQUIREMENT is not met as evidenced
by;

Based on observation, interview, and
manufacturer's recommendations review, it was
determined the facility failed to ensure the proper
storage and labeling of two out of three
“fuberctlln Purified Protsin, Derivalive (Mantoux)
vials in one out of two medication storage rooms,
creating the potential for inaccurate reading of
tuberculosis skin tests of the residents.

Findings Include:

The facillty's policy tiled, "Policy for Medication
Storage and Disposilion, ™ Parkview Care Center
Pharmaceutical Services,"” revised 12/01/98,
Indicated, "Policy, Nursing services will properly
store all drugs and biological's. Under
Containers: Nursing staff will store all drugs and
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biological in the containers in which they are
received, and under Labels: Nursing services will
assure that all drugs and biofogical are properly
labeled, including appropriate accessoty and
cautionary instructions and the expiration date.
Nutsing personnel will return containers with
missing, damaged, Incomplete, or lileglble label o
the pharmacy for proper labeling before storing.
Under Inspaction: the consuitant pharmacist and
the Director of Nursing wili inspect medicafion
storage quarterly. They will sign and file an
inspectlon report with the Administrator, The
report will certify the absence of the followlng:
Expired Medications

Deteriorated medicatlons

improper labels

Medications for which there is no current
physiclan's order

improperly stored medications”

Observation on 08/10/22 at 5:30 AM, of the A
hallway medicatlon refrigerator in the medication
storage room, revealed two opened and un-dated
or initlaled multi-dose vials of Tuberculin Purified
Protein, Derivative (Mantowx) Tubersol, which
expired 06/17/23.. Vial # 1 was observed fo
contain approximately 0. 1miliiliter (ml) of solttdion,
and vial # 2 was observed to contain less than 0.5
ml of solution. The front [abel of the vial sfates to
discerd opened product after thirty days. The
manufactures' recommendations state a vial of
Tuberso! which has been entered and in use for
30 days should be discarded, do noi use after
explration date.

Licensed Practlcal Nurse {L.PN) § on 08/10/22 at
5:40 AM Staff LPN5 verified the two Tuberculln
Purified Protein, Derlvative (Mantoux) Tubarsol
vials had been opensd and not dated. "You
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should always dale a vial when it Is opened.”

The Director of Nursing on 08/10/22 at 6:17 PM
reporied it was her expectation that ali multi-use
madication vials should be dated when opened,
to ensure the patency of the medicaiion, and to
discard the vial after 30 days according to
manufacturer's recommendations. She stated
she was new fo her position and did not currently
have a routine of Inspeciing the medication
storage reom and medication carts but would
work on developing one with the pharmacist and
licensed nursing staff.

F 868 | QAA Committee F 868
§8=F | CFR(s): 483.75(g){1){i3-(iy{2H1)

§483,75(g) Qualily assessiment and assurance,
§483.75(g)(1) Afacllity must malniain a quality
assessment and asstrance cominitiee conslsting
at a minimum of:

{7) The director of nursing services;

(ii} The Medleal Director or his/her designae;

(ilf) At least three ofher members of the facility's
staff, at ieast one of who must be the
adminisirator, owner, a board member ar other
individual in a leadership role;

§483.75(0)(2) The quality assessment and
assurance committes must:

(1) Meet at least guarterly and as needed to
jdentifying isstios with respect to which quality
aasegsment and assurance activities are
necessary. ;
This REQUIREMENT Is not met as evidenced /
by:

Based on interview and review of facility
documentation, the Quality Assurance (QA)
cormmittes falled to ensure required members of
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the commitiee attended tha quarterly meetings.
This failure had the potentlal to affect all rasidents
who currently five In the facllity, The facility had a
census of 42

Findings include:

Review of the facllity slgn-in log for the "Quality
Assurance and Assessment Committee” mesling
dated 09/28/21 revealed both the Administrator
and the Director of Nursing (DON)} falled to attend
the meeting.

Review of the facility document tiled, "Quality
Assurance and Performance Improvement
{QAP), an undated document, revealed, "itis the
pollcy of the facliity to develop a QAP plan in
accordance with Federal Guldelines fo describe
how the facility will address dlinical care, resident
quallty of iife and residents’ choice ...Procedure:
3. The fadility maintains documentation and can
demonstrate evidence that the program meets
CMS (Gentor for Medicare and Medicaid)
requlrements, 8. The Quality Assessment and
Assurance Committee consists at a minlmum of:
a. The director of nursing services; b. The
Medical Dirsctor or hisfher designee; c. At least
three other members of the facllity's staff, at least
one of who must be the administrator (sie) .."

On 08/11/22 at 12:35 PM an inierview with the
Director of Operations (DOQO) was conducted.
During the QAPI Interview the DOO stated that
"the QAP] committee meets quarterly and is
altended by the Medical Director, DON,
Administrator and deparfment heads.” When the
sign-n logs were reviewed the DOO stated, "the
administrator and the DON failed to aftend the
09/29/22 quarterly meeting.”

FORY CMS-2667(0:2-8Y) Pravlous Verslons Obsolata Event ID: 1GJ51

Facilty ID; FAGS34

I comtinuation shaet Page 17 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/06/2022
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIERICLIA (%2} MULTIPLE CONSTRUCGTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION BENTIFICATION NUMBER: A BUILDING GOMPLETED

165306 B. WiNG 08/11/2022

NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PARKVIEW CARE GENTER 2257 HIGHWAY 34

| FAIRFIELD, IA B2656 _ _
4y o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETON
TAG REGULATGRY OR LSC IRENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE RATE
DEFICIENGY}
F 880 | Infection Prevention & Control F 880

pragram.

reparted;

8= | CFR(s): 483.80(a){1){2)(4)(e)(f)

§483.80 Infectlon Control

The facility must establish and malntaln an
infection prevention and control program
deslgned to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmissicn of communicable
diseases and infecllons.

§483.80(a) Infection prevention and conlrol

The facliity must establish an Infection prevention
and conirol program (IPCP) that must include, at
a mintmum, the following elements:

5483.80(a){ 1) A system for preventing, identifying,
raporting, investigating, and confrolling infections
and communicable diseases for all resldents,
staff, voluntaers, visltors, and other individuals
providing servlces under a confractual
arrangement based upon the facliity assessment
conducted according to §483.70(e) and following
accepied national standards;

§483.80(a)(2) Written standards, policles, and
pracedures for the program, which must include,
but are not limited to:

{i) A aystern of survelllance designed to Identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incldents of
communicable disease or infectlons should be

{iily Standard and fransmlsslon-based precautions
fo be followed tu prevent spread of infections;
(iv}When and how (solation should be used fora
resident; including but not limifed fo:
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{A) The type and duratlon of the igolation,
depending upon the Infectious agent or organism
involved, and

(B) Arequirement that the isclation should be the
least restrictive possible for the resident under fhe
circumstances,

{v) The circumstances under which the faclity
must prohibit employees with & communicable
disease or infected skin lasions from direct
contact with residents or their foad, If direct
contact will fransmit the dissass; and

(viYThe hand hyglene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording Incidents
identified under the facility's [PCP and the
cotractive actions taken by the facility.

§463.80(e} Linens.

Personnel must handie, store, process, and
fransport linens so as to prevent the spread of
infection.

§483.80() Annual review,

The facility will conduct an annual review of Its
{PCP and updsate thelr program, as necessary.
This REQUIREMENT s not met as evidenced
by:

Based on cbservation and intorview, it was
determined the facility falled to ensure staff
malntainad appropriate infection control
measures for the safe handling of medication
during the administration of medication for five of
13 residents (Resident (R) 28, R45, R41, R20,
and R25) during the observation of medication
pass.

Findings Inctude:

PARKVIEW CARE CENTER.
FAIRFIELD, 1A 52556
(43 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAM OF GORRECTICN {x5)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAS GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIERNGY)
F 880 | Continued From page 18 F 880

FORM GMS-2567(02-99) Frevious Verslons Gbselete Event 1D:16J611

Facillty 1ID: 140834

if conlimsation shest Page 18 of 23




PRINTED: 10/06/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT GF DEFIGIENCIES {¥1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X%} DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165306 B WING n8/11/2022
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP GODE

2237 HIGHWAY 34

PARKVIEW CARE CENTER
) ) FAIRFIELD, IA 52566
{(x4) D SUMMARY STATEMENT OF DEFICIENGES (3] PROVIDER'S PLAN OF CORRECTION (xs}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FHLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG [DENTIFYING INFORMATICON) TAG CROSS-REFERENMCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 880 | Continued From page 19 F 880

During a medication pass on 08/09/22 from 3:00
PM through 3:25 PM, Registered Nurse (RN) 8
was observed preparing and administering R26's
oral medication without performing hand hyglene
{washing her hands with soap and water or using
Alcohol Based Hand Rub.} Following the
administration of R26's medicafion, RN9Y was not
observed to perform hand hygiene, however she
was observed to touch the resident, medication
cart and keys prior to the preparation of the next
resident's medication.

RNS was then observed to prepare and
administer R48's and R41's oral medication
without performing hand hyglene. Following the
administration of R41's medication, RN was not
ohserved to sanltize her hands after the
administration of medication, howsver RN9 was
ohserved to touch the back of R41 with her right
hand, then touched keys with her right hand, then
touch the top of the maedication cart with both
hands, then touch the computer keyboard with
hoth hands and the mouse of computer with her
right hand prlor o the preparation of the next
rasldent’s medication, R20.

With continued observatlon RNS then prepared
and administered R20's oral medication without
petforming hand hygiene. Following the
administration of R20’s medication RN$ fafled to
sanitize her hands and was observed 1o touch
anocther resident, R25, with her left hand, prlor to
the preparation of R28's medicatlon.

With continued obsarvation RN3 then preparad
and attempted to administer R 25's medications
without hand hygiene, however R 25 refused fo
take the medicetion, and RN 8 was observed lo
return the Cranberry Concentrate capsule and the
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Colace with Senna 50/8 two tablets [nto the
orlginal strips of medication with her hands,
touching the medications with her fingers while
replacing the medication Into the storage
package,

With confinued ohservation RN9 did nof petform
hand hygiene batwaen the preparation and
administration of oral medications betwean all five
resldents: R 26, R 45, R 41, R 20, and R 25.

An interview was attempted with RNS on 08/10/22
and 08/11/22 but was not able to be complatad.

On 08/11/22 at 914 AM, an interview with
Certiffed Nursing Assistant {CNA) 7, who is alsc a
Certiflad Medication Technician {CMT), reported
she always washed her hands when she goes
info a resident's room, after giving the resident
medicatlon, and between the madication
administration of residents. "l would never touch
medicafion with my fingars or put medication
hack info the madication packets, If the resident
refused to take the medication, | would destroy
the medication n front of a nurse."

The Director of Nursing (DON) on 08/10/22 at
6:11 PM regarding infection controf practices and
the administration of medication, the DON "stated
{t was her expectation that ali the licensed nurses
and medication tachnicians sanitize thelr hands
before the adminlstration and preparafion of all
medications for every resident. It is my
expectation that all the icensed nurses and
medication technicians never touch a resldent's
medlcation with their fingers, andfor re-insert
medication into the original packaging strip of the
resident's medication."
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§483.00¢)) Other Environmental Conditions
The facility must provide a safe, functlonal,
sanitary, and comfortable environment for
residents, staff and the public,

Thls REQUIREMENT Is not met as evidenced
by:

Based on observations, interviews, and facility
policy review, the faciltly falled to ensure an
environmant free fram potentlal accident hazards
when the emsrgency exit door at the rear of the
“Speclal Gare Unit" (secure unit located off *B8"
hall) was bent and Is held secure by the magnefic
tock. The "panic bar” is unable to propetly latch
and the door is gapped.

Findings Include:

Observatlon performed on 08/08/22 at
approximately 10:35 AM revealed, the emergency
exit door at the rear of the "Special Care Unit"
{secure unit located off “B" hall) was bent and is
heid secure by the magnetic lock. The "panle bar"
1s unable fo properly atch and the doar Is
gapped. There Is approximately a 1.5-2.0-inch
gap between the door and the door frame, This
surveyor was able to place fingers between the
door and door frame.

On 08/09/22 at 10:40 AM the Maintenance
Director (M) reported, "the door is bent and the
“panic bar' is unable to latch due to the door
being bent. The bottom of the door Is gapped.”

On 08/10/22 at approximately 4:30 PM an
interview and observation of the door was
conducted with the Director of Operations (DOO)}.
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The DOO confirmed that the exit door at he rear
of the Speclal Care Unit [s bent. "The doot is
secured by the magnetic lock, but the door Is bent
and not closing properly.” "The door Is gapped at
the bottom and has approximately 1.5-2.0-inch
apaning. "You can fit your fingers in the gap
above the panic bar, The panic bar is not
latched.”

Review of the facllity polley, "Preventive
Maintenance" dated 11/15/98, revealed, "Policy:
Malntenance services wili properly complete the
routine maintenance checks and task raquired for
preventive maintenance. Procedure: Preventive
malntenancs, In order fo ensue preventive
maintenance, maintenance services will complete
rolline malntenance checks and tasks as
scheduled, See the schadules In the appendIx.
Malintenance services will keep these chacklists
on file fo show that equipment has been checked
regutarly. Appendix 6, Monthly checklist ~ doors
directed staff to check magnstic releases for the
doors.”

F 921
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Plan of Correction
Parkview Care Center

Survey: August 8, 2022, to August 11, 2022

The preparation of the following plan of correction for this deficiency does not constitute and should not
be Interpreted as an admission hor an agreement by the facility of the truth of the facts alleged or '
conclusions set forth in the statement of deficiencies. The plan of correction prepared for these
deficiencies were executed solely because the provisions of State and Federal law require if.

F580 Notify of Changes

An audit was completed on all other similarly situated residents and family notification were reviewed
on 9/22/2002,

The famlly notification policy was reviewed and revised on 8/18/2022.

Nurses were educated on 8/18/2022 regarding notification of family/POA’s for all incidents, change of
conditions, new physician orders, and etc,

Audits wiil be completed by the DON/or Designee periodically to ensure compliance. Ongoing

Audit findings will be brought to the monthly QAPI meetings. Ongoing

F600 Free from Abuse, Neglect and Exploitation

Without waiving the foregoing statement, the facility states that with respect to the Abuse Reporting.
Facility does investigate and report allegations of abuse.

Re-education to management staff regarding the abuse policy on keeping a resident free from abuse,
neglect, and exploitation completed on 8/18/2022,

Abuse will be reported/investigated per policy.

An audit was completed to ensure all employees have completed their Dependent Adult Abuse required
fraining on 8/25/2022.

An audit was completed to ensure no other potential abuse has occurred in the building.

An audit was completed by the Administrator or Designee periodically to ensure compliance. Ongoing
Audit findings will be brought to the manthly QAP meetings. Ongoing

F610 Investigation of Abuse

Without waiving the foregoing statement, the facility states that with respect to the Abuse Reporting.

Facility does investigate and report allegations of abuse.




Re-education to management staff regarding the abuse policy investigating abuse completed on
8/18/2022,

Abuse will be reported/investigated per policy.

An audit was completed to ensure all employees have completed thelr Dependent Adult Abuse required
training on 8/25/2022.

An audit was completed to ensure no other potential abuse has occurred in the building on 9-29-2022,
Audits will be completed by the Administrator or Designee periodically to ensure compliance. Ongoing
Audit findings will be brought to the monthiy QAPI meetings. Ongoing

F761 Label/Store Drugs and Biologlcals

The TB vials were discarded hy Staff {Director of Nursing) on 8/10/2022.

The medication storage policy was reviewed on 8/10/2022.

The Staff (LPN} 5 was re-educated regarding the medication storage policy on 8/10/2022.

All other nurses and CMA’s were re-educated regarding the medication storage policy on 8-10-2022.
Audits will be completed by the DON/or Designee periodically to ensure compliance. Ongoing

Audit findings will be brought to the quarterly QAP meetings. Ongoing

F868 QAA Committee

The DON and Administrator were re-educated on QAPI meeting attendance on 8/15/2022.

Ali other management staff were re-educated on QAPI meeting attendance on 8/15/2022.

The QAP! plan was reviewed with the management team on 9/29/2022.

Audits will be performed periodically to ensure QAPI meeting attendance is occurring. Ongoing

Audit findings will be brought to the guarterly QAP} meetings. Ongoing

F880 Infection Prevention and Control

Staff RN @ was re-educated on proper hand hygiene an 9-23-2022,

The Infection Control/Infection Prevention Policy was reviewed on 9/29/2022.

Re-educated and in-serviced the required videa “Clean Hands” to staff during a staff in-service on 10-15-
2022,

On 10-15-2022, the Administrator, DON/Infection Preventionist completed the Root Cause Analysis for
proper hand washing.

Audits will be completed by the DON/or Designee peariodically to ensure compliance, Ongoing

Audit findings will be brought to the monthly QAPI meetings. Ongoing




F921 Safe/Functional/Sanitary/Comfartable Environment
Without waiving the foregoing statement, the facility states that with respect to the resident safety.

The door on the SCU does need to be replaced. A quote was obtained from the Lock Doctor, LLC by the
Maintenance Director on 8-15-2022,

Education was provided on 8-15-2022 to the maintenance director regarding preventive maintenance
and wifl complete routine maintenance checks monthly.

Audits will be completed by the Administrator or designee periodically to ensure compliance, Ongoing

Audit findings will be brought to the monthly QAPI meetings. Ongoing

Submitted by,

41

Sarah Flattery, Administrator

Parkview Care Center






