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FO00
FOO00 INITIAL COMMENTS FOo0o
Accure Healthcare of Ames denies it violated any federat or state
v The following deficiencies resulted from the facllity's regulations. Accosdingly, this plan of correction does not constituts)
%2 annual racertification survey and Investigation an admissicn or agreement by the provider to the accuracy of the
of facility raportad incident #2748701-1 conducted Facts alleged or conclusions set forth in the statement of
April 13, 2026 to April 18, 2026. deficiencies. The plan of correction is prepared and/or executed
solely because it is required by the provisions of federal and state
law., Completion dates are provided for procedural processing
. purposes and correlation with the most recently completad or
See Cods of Faderal Regulations (42CFR) Part 483, acconplished cotreotive action and do not cosrespond
Subpart B-C. chronologically to the date the facility maintains and is i
compliance with the requirements of participation, or that cotrective
Fo628 - Discharge Process F0628  |actions was necessary. : :
35=D

CFR(s): 483,15(c)(2){M)3)-{SN 8K} 1)(2):
483.21{e)(2)

§483.15(¢)(2) Docurnentation.

Whet the facility transfers or discharges a resident
under any of the circumstances specified in paragraphs
{S}1(NA) through (F) of this section, the faclity
must ensure that the transfer or, discharge is
documented in the resident’s medical record and
aporopriate information is communicated to the
receiving health care institufion or provider.

{it) Information providsd fo the recsiving provider
must inglude a minimum of the following:

(A) Contact information of the practitioner responsible
for the care of the resident.

{B) Resident representative information including
gontact information

| (C) Advance Directive information

(D) All special instructions or precautions for ongeing

‘care, as appropriate.

“(€) Comprehensive care plan goals;

{F) All other negessary informatlon, including a copy
of the resident's discharge summary, consistent with
§483.21{c}2) as applicabie, agd any other
documentation, as applicable, to ensure a safs and
sffective transition of care.

. lIn continuing compliance with F628, Discharge Process, Accura

F0628

Healthcare of Ames corrected the deficienocy by anditing all resident
hospital transfers since 4/16/26 Lo ensure a Bedhold Notification
was completed for Resident #3, Resident #69 and all like residents
on 4/30/2026 by the Administrator.

To cortect the deficiency and to ensure the problem does not recur,
al1 Facility Nurses, Administrator, Business Office Manager, and
Social Worker were educated on the expectation that Bedhold
Forms are reviewed with residents and/or resident representatives
before being transferred to the hospital. This education was
provided by 5/8/2026 by the Administrator. The Administrator
land/or Designee wilt audit resident Bedhold Notification Process 2x
weekly for 12 weeks and PRI te ensure continued cowpliance.

As patt of Accura Healtheare of Ames engoing commitment 1o
quality assurance, the Administrator and/or Designee will report
ideniified concems through the community's Quality Assurance
Process.

any deficiency statement ending with an asterlsk ¢
safeguards provide sufficient protection to the patients. (

*) denotes a deficiency which ihe institution may be excused from corracting providing it s determined that other
See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 80

{ays following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of conrection are disclosable 14 days

oliowing the date these documents are made aval

sarticipation.

lahie to the facility. If deficiencies are cited, an approved plan of correction is reqguisite to continued program
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§483,15(c)(3) Notice before transfer.

Before a facllity fransfers or discharges a resident,
ths facility musi-

(i) Nofify the resident and the resident's

of the notice o a representatlve of the Cffice of the
State Long-Term Care Ombudsman.

(il) Record the reasons for the transfgr.of discharge
in the resident's medical racord in accordance with
paragraph {c)(2) of this section; and

(iii) Include in the rictice the items described in
paragraph (c}(5) of this section.

4
§483.15{c){4) Timing of the notice,

{1 Excspt as specified in paragraphs (c)(4)(1) and
{c)(8) of this section, the notice af transfer or

the facility at least 30 days before the reS|dent is
‘transferred or discharged.
transfar of discharge when-
“(A) Thie safibty of individuals in tha facllity would be
endangerad under paragraph (S)(1)()(C) of this
sectian,
(B) The health of individuals In the facility would be
endangered under paragraph {eY1H(IKD) of this
- "Bectlorl, “ - -
{C) The resident's health improves sufficiently to

allow a moreim mediate {ransfer or discharge, under
paragraph (c}{1)(I)(B) of this sectlon

(e 1)EYA) of this section; or

(E) A resident has not resided in the facillty for 30
days.

§483.15(c)(5) Centents of the notice. The written

rapresaentative(s) of the transfer or discharge and the
reasons for the move in writing and In a language and
manner they understand. The facility must send a copy

discharge required under this section must be made by

{ii) Nogice must be made as socn as practicable befora

(D) An immediate transfer or dlscharge is required by
the resident’s urgent medical needs, under paragraph

20ORM CMS-2587 {02/99) Previous Versions Obsolete
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S55=D notice speclfied in paragraph (6)(3) of this section

must include the following:

(1) The reascn for transfer or discharge;
(i) The effective date of transfer or discharge,

{iii) The location to which the resident Is transferrad
or discharged,;

(iv) A statement of the resident's appeal rights,
including the name, address {mailing and email), and
telephone number of the entity which recelves such
reguests; and Information on how to obtain an appeat
form and assistance in completing the form and
submitting the appeal hearing request;

{v) The name, address (mailing and email) and telephone
number of the Office of the State Long-Term Care
Ombudsman;

(vi) For nursing facility residents with intellectual

and developmental disabilities or related disabilities,

the mailing and emaii address and telephone number of
the agency responsible for the protection and advocacy
of individuals with deveiopmental disabillies
gstablished under Part C of the Davelopmental
Disabiliies Assistance and Bill of Rights Act of 2000
(Pub. L. 108-402, codified at 42 U.S.C. 15001 et seq.);

ard

{vil} For nursing facility residents with a mentai
disordér or related disabilities, the malling and email

- “address and felephone number of the agency responsible
-forthe protection and adveeacy of individuals-with-a
_mental disorder established under the Protection and

Advocacy for Mentally i individuals Act.

§483.15(c)(6) Changss to the notice.

If the information in the notice changes prior fo
sffecting the transfer or discharge, the facility must
update the recipients of the no‘;'sce as spon as
practicable once the updated Informaiion becomes
available.

§483.15(c)(8) Notice in advanca of facility closure
in the case of facllity closure, the individual who is

the administrator of the facility must provide written
netification prior to the impending closure to the
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85=D State Survey Agency, the Office of the State Leng-Term

&
1 therrestderntarne-the resident representativa written
nistice which specifies the duration of the bed-hold

Care Ombudsman, residents of the facility, and the
resident representatives, as well as the plan for the
transfer ahd adequate relocalion of the residents, as
raquirad at § 483.70(1).

§483.15(c) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a nursing
facility transfers & resident to a hospital or the
resident goes on therapeutic leave, the nursing
faility must provide written information to the
rasident or resident representative that specifies-

(1) The duration of the state bed-hold policy, if any,

during which the resident is permitted to return and
rasume residence in the nursing facility;

(i The reserve bed payment policy in the state plan,
under § 447.40 of this chapter, if any;

(i) The nursing facllity's poticies ragarding
bad-hold periods, which must be consistent with
paragraph (g)(1 ) of this section, pemitting a
resident to return; and

{iv) The information specified in paragraph (e}(1) of
this section.

§483,15(d)(2) Bed-hold notice upon transfar. At the
fims of transfer of a resident for hospitalization or
rapeutic leave, a nursing facility must provide to

policy described in paragraph (d(1) of this section.

§483.2’1(c)(2) Discharge Summary

When the facility anticipates discharge, a resident

must have a discharge suminary that includes, but is not
imited to, the following: k

(i} A recapitulation of the resident's stay that

Includes, butis not iimited to, diagnoses, course of
finess/treatmant or therapy, and perfinent lab,
radloiogy, and consultation results,

(11} A final summary of the resident's status to
Inciude items in paragraph (b)(1) of §483.20, at the
time of tha discharge that is avallable for release to

SORM CMS-2567 {02/89) Previous Versions Obsolete

Event I1D; 22DCAF-H1 Facility ID: 1A0126

If continuation shest Page 4 of 14




 DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0301

STATENMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
165423

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

- B.WING

{X3) DATE SURVEY COMPLETED

04/16/2026

NAME OF PROVIDER OR SUPPLIER

Accura Healthcare of Ames, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
344}0 Grand Avenue , Ames, lowa, 50010

SUMMARY STATEMENT OF DEFICIENCIES

(X4} 1D D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
F0G28 Continued from page 4 Fo823
88 =D authorized persons and agencies, with the consent of

the resident or resideni's representative.

(ill) Reconciliation of ail pre-dischargs medications
with the resident's post-discharge medications (both
nrescribed and over-the-counter).

This REQUIREMENT is NOT MET as evidenced by:

Based on clinical record review, policy review and
staff interviaw, the facility fafled to ensure the
resident or representative received written bed hold
information prior to a transfer to the hospital for 2

of 2 residents reviewed for hospitalization (Residents
#3 and #69). The facitity reportsd a census of 63
rasidents,

Findings include:

4. The Minimum Data Set (MDS) assessment dated 11/20/25
revealed Resident #3 had a Brief Interview for Metal

Status (BIMS) score of 4 indicating severe cognltive
impairment. The MDS further revealed the resident had
diagnoses including respiratory failure and end stage

renal (kidney) disease and recelved dialysis.

Reviaw of Progress Notes for Resident #3 revealed the
resident was transferred to the hospital from the
dialysis canter on 12/24/25 for treatment of low oxygen
safuration (iissues not receiving sufficlent oxygen).

_The clinical census for Residant #3 documentsd a
‘hospitalization 12/24/25-12/29/25.

Clinical record review for Resident #3 lacked
dosumentation related to bed hold notification prior to

“this 12724725 TigsuRaliZzation.

2. The MDS assessment dated 11/13/25 ravealed Resident
#69 had a BIMS of 13 indicating intact cognition. The

MDS further revealed the rasident iad diagnoses

including ostsomyelitis and muscle weakness.

Review of Progress Notes revealed Resident #69 was
transferred and admitted to the hospital on 1/18/286 due
to a hip fracture.

The clinical census for Resident #69 documented the

“ORM CMS-2567 (02/99) Previous Versions Obsolate
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85=D resident was hospitalized 1/18/26 and billing was
stopped 1/20/28.
Clinigal record review for Resident #68 lacked
documentation related to bed hold netification prior to
the 1/18/26 hospitalization.
Ravisw of facility policy titled, Emergency Notice of
Transfer/Discharge, updated 4/4/25 revealed the
following:
Even though our Facllity expects that you will return
o to our Facility fellowing your hospitalization, federal -
regllations under 42 C.F.R. §8§483.15(c){3) and {5)
reguire that we provide you with a wiitten notice
regarding your transfer to the hospital and your appeal
rights.
During an interview 4/15/2026 at 2:26 PM the
Administrator revealed he was not able to locate
information regarding red hold netification for
Resident #3 or #69 with their most racent
! hospitalizations.
- During an intervisw 4/16/2026 at 12:00 PM, the
Admintstrator revealed he would have expected bed hold
notifications be presented for Resident #3's and
Resident #69's hospitalizations.
Fedl
FO641 Acclracy of Assessmenis FO641 | continuing compliance with F641, Accuracy of Assessments,
§5=D |- S Accura Healtheare of Ames cozrected the deficiency by correcting
CFR(8)-483.20t)h}HD the MDS Assessments for Resideiil #8, Resident #6, and Resident
| 62 by 3/5/26. An audit to ensure assessment accuracy for all like
£483.20(g) Accuracy of Assessments. residents was complated by 5/8/2026 by the MDS Coordinator.
-| The-assessment must-accurately reflect the resident's To courect the deficiency and to ensure the problem does not recur,
status. the MDS Ceordinator was educated o ensure PASRR status is
- soded accurately on resident MDS assessments by the DON on
5/5/26. MDS Coordinator was also educated on 5/5/26 by the DON
N . that GLP-1 medications are not considered insulins and should not
| §483.20(h) Coorclilnatlon. Aregistered nurs-e must be coded as such on MDS assessments, The DON and/or Designee
conduct or coordinate each asgessment with the will audit resident MDS assessments 2x weokly for 12 weeks zmd
appropriate participation of health professionals. PR to ensure continued compliance.
As part of Accura Healtheare of Ames ongoing commiftnent to
§483. 20(1} Certification. quality assurance, the DON and/or Designee will report identified
concerns through the community's Quality Assutance Process.
§483.20(i)(1) A registered nurse must sign and certily
that the assassment is complaled.
§483.20(1)(2) Each individual who completes a portion

*ORM CMS-2567 (02/89) Previous Versions Obsclete
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35 =D of the assessment must sign and certify the accuracy of

that portion of the assessment.

§483.20(j) Penalty for Falsiflcation.

§483.20())(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject fo a civil money penaliy
of not more than $1,000 for each assessment; or

(i) Causes another individual to certify a material

and false statement in a resident assessment is subject
to a civil money penalty or not more than $5,000 for
each assessmeant.

§483.20(1)(2) Clinical disagreement does not constiiute
a material and faise statement.

“This REQUIREMENT is NOT MET as evidenced by

Based on clinical racord review, policy review, the

Food and Drug Administration {FDA); staff, and resident
interviews the facllity failed to accurately compiete a
Minimum Data Set (MDS) assessment for 3 of 20 residents
reviewed (Residents #6, #8 and #562). The facillty

reported & census of 63 residents.

Findings includa:

1. Resident #8's Mintmum Data Set (MDS) daied 2/4/26

- indléateej—tk]eyrrdidn’thaw\.'rera,serious,mental,ﬂlness
-Hndiar intefléctual disabiilty or related condition.

The MDS included diagnoses of arxigty, dépression, and
bipolar disorder (a mental health condition that causes
gxtrenia riicod swings).

A notice of PASRR Level | screen outcome dated 11/17/25
refiected a positive screaning and showed no status
change. The PASRR Level | Identification Screen showed
Resident #8 had evidence of a serious mental iliness or

“an intellectual or developmentp! disability {IDD). The

screen directed the facility to mark "yes” for question
A1500 on the MDS,

2. Resldent #&'s VDS datag 2/24/26 lacked a diagnosis
of diabetes mellitus. It indicated Resident #8 took
insulin for 1 of 7 days during the lookback period.

The Physician's Qrders indicated Resident #6 took 10
milligrarms {mg) of Zepbound (tirzepatide) urider the
skin once a week for weight management.

=QRM CMS-2567 (02/99) Previous Versions Obsolste
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“fourid out that was incorrect, she would submit an MDS

‘According to the Food and Drug Administration (FDA),

‘| £@LP=1) receptoragonist (a class of-madications usad

On 4/14/26 at 2:40 PM, Resident #6 denied being
diabetic and didn't take insulin, He stated he took a
shot of something oncs & week for waight loss.

3. Resident #62's MDS dated 3/24/26 lacked a diagnosis
of diabetes mellitus. The MDS reflectad she took
nsulin 1 of 7 days during the jookback period.

The Physician's Orders indicated Resident #62 tock 12.5
mg of Zepbound under the skin once a week for welght
management,

On 4/14/26 at 2:35 PM, Resident #62 denied being
diabetic and thought she took the insulin Wegovy once a
week for weight loss.

Qn 4/15/26 at 1:27 PM, Staff F, MDS Coordinator, stated
sha gathered information for the MJS by observing on
the floor and falking fo residents. When she answered
question A1500 she looked at the last PASRR evaluation.
If she knew it was marked wrong, she wou'ld submit a
correction to the MDS which she will do. When she
answerad the question about insulin injections in the

last 7 days on the MDS she looked at the Electronic
Medication Administration Record (EMAR). She had
several residents getfing Weagovy and she marked them as
1 day of insufin, as they count as insulin. if she

correciion.

On 4/16/28 at 1:31 PM, the Director of Nursing (DON}
stated she didn't know f Zepiound should be coded as
an insudin on the MDS, She stated Resident #6 and

Resident #62- boti ook it for weight loss.

Zepbound is a glucose-dependent insutinotropic
pelypeptide (GIP) receptor and glucagon-like peptide-1

to treat obeslty) indicated for chronic waight
managemsant.

The Lang-Term Care Facility Resldent Assessment
instrument 3.0 Usar's Manual §ated October 2025 defined
Insuiin as a medication used to treat diabates

meliitus. The manual dirscted staff to code all

high-risk drug class medications accerding to their
pharmacolegical classification, not how they are being
used,

The Conducting an Accurate Resident Assessment policy
updated April 2025 dirscted that all residents receive
an accurate assessment by qualified staif. It
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FOG41 Continued from page 8 FoB41
88 = [ instructed the Administrator to ensure all participants

have the requisite knowledge to complete an accurate

assessment addressing each resident's status and needs.

K656

FOB56 Develop/Implsment Compranensive Gare Plan Fogss (n contiﬁuing compliance with F656, Develop/Implement
88 =D Comprehensive Care Plan, Acciwa Healtheare of Ames corrected

CFR(s): 483.21(h)(1)(3}
£483.21(b) Comprehensive Care Plans

§483.21(0)(1) The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at §483.10(c)(2) and §483.10(c}{3), that includes
measurable objectives-and timeframes to meet a
resident's medical, nursing, and mental and

psychosocial needs that are identified in the
comprehansive assessment. The comprehensive cara plan
must describea the following -

(i) The services that ara to be furnished fo attain or
maintain the resident's highest practicable physical,
mental, and psychosoclal well-being as required under
§483.24, §483.25 or §483.40; and

(1) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are nat provided
due to the resident's exercise of rights under §483.10,
Including the right to refuse treatment under
§483.10(c)(8).

(1) Any speclalized services or speclalizad
rehabilitative services the nursing facility will
jravide-as a result of PASARR récommendations. If a

Tacility: disagrees with the findings of the PASARR, it
mustindieate its raticnale in the resident's medical

" record,

(ii."}ln consuitation with the resident and the

rTasident's representative(s)-

{A) The resident’s goals for admission and desfred
outcomes.

(B) The resident's preference dnd potential for future
discharge. Fadllities must document whether the
resident's desire to return to the community was
assessed and any refarrals fo local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehsnsive care plan, as
appropriate, in accordance with the requirements sst
forth in paragraph (c) of this section.

the deficiency by updating Resident #17's Care Plan to include

Care Plans included the desire to smolke on 4/17/26 by the MDS
Coordinator. A complete audit of all resident Care Plans was
completed to onsure fall interventions listed are in place for
Resident #72 and all like residents by 5/8/26 by the MDS
Coordinator. .

To comrect the deficiency and to ensure the problem does not reour,
Facility MDS Coordinator was educated by 5/8/26 that a resident's
desire to smoke is added to the resident’s Care Plan and all Facility
Nursing Staff were educated on ensuring Care Plai Interventions”
are in place at all times. The DON and/or Designee will audit
resicent care plans to ensure smoking is identified when applicable
2x weekly for 12 weeks and then PRN. The DON and/or Desighee
will audit to ensure fall interventions are in place 3x weekly x 4
weeks, 2x weekly x 4 weeks, 1x weekly x 4 weeks, and PRN to
ensute continued eompliance.

As part of Accura Healthoare of Ames ongoing commitment to
quality assurance, the DON and/or Designee will report identified
concerns through the comuunity’s Quality Assurance Process,

2

his/her desire to smoke and audited all like residents to ensure (heir .
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85=D §483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

{iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as svidenced by

Based on record raview and staff interview, the

facility falled to develop and impiement comprehensive
care plans accurately reflecting the needs and safety
interventions for 2 of 20 sampled residents (Resident
#17 and Resident #72). Specifically, the facility

didn't address smoking behaviors and supsrvislon for
one person and didn't ensure staff implemented
established fall prevention inferventions for another.
The facility reported a census of 63 residents.

Findings include:

1. Resident #17's admission Minimum Data Set {(MDS)
Assessment dated 1/22/28, documentaed they didn'tuse
tohacco.

Resident #17's Smoking Evaluation dated 1/13/28,
revealed they smoked 10 ormore cigarettes a day in the
morning, afternoon, evening, and night.

Resident#17's Smoking Evaluation, dated 4/12/26,
revealad they smoked 5 to 10 times a day in the
morming, afternoon, evening, and night.

The undated "Smcking Information,” form provided by the ‘
facility on 4/13/28, identified Resident #17 smoked and
deslgnated-the 400-Hall Courtyard as the smoking area.
On 4/15/26 at 9:16 AM observed Resldent#17 smoking in
the designated courtyard with staff present.

1-Ond/16/26 at 8:25 AM-observed Resident #17 smoking in
the designated courtyard with staff present.

Resident#17's Care Plan, initlated 1/16/26, lacked any
documentation related to smoking or the necessary
supervision for the activity.  #

The facility’s "Resident Smoking Agreement” policy,
updated 4/14/25, required staff to document all smoking
measuras on the care plan and communicate them to the
staff responsitle for supervising people while smoking.

During an interview on 4/15/26 at 3:08 PM, the
Administrator ravealed he expected Resldent#17°s Care
Plan to include their smoking behaviors.
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2, Resldent #72's MDS assessment dated 1/1/26
ldentified a Brief interview for Mental Status (BIMS)
score of 11, Indicating moderately impaired cognition.
The Fall Follow-Up note dated 7/1/25 indicated Resident
#72 reporied pain numbness to her left arm afer she
got it pinned between the bed and side rall. The raview
of Care Plan Interventions and sffectiveness of the new
intervention indicated Resldent #72's Care Chart didn't
have the Intervention of fall mat, but was listed on
the Care Plan.
Resident #72's Care Plan, revised on 4/15/25, directed
staff to keep the bed in the low posltion and ensure a
fall mat (a padded mat placed on the floor nextto a
bed fo reduce the risk of Injury from a fail) remained
in place,
Resident #72's Incident Report dated 7/1/25, documented
staff found them on the floor with their left arm
pinned between the mattress and side rail. The report
noted staff failed to place the bed in the low position
and failed to put the fall mat in place as required.
During an inferview on 4/16/26 at 12:25 PM, the
Director of Nursing (DON} stated when the staff found
Resident #72 on the flocr, thay didn't have the safety
measires in place as they shouid've. She stated they
educated the staff following the event.
The facility's "Comprehensive Care Plans” pallcy,
updated 12/3/25, required the facility to deveiop and
| Implement person-centered care plans dascrlbing
- specific inferventions to meet identified needs. 830
_ T In continued compliance with F880, Infection Prevention &
FO880 Infection Prevention & Control FOR80 |[Control, Acoura Healtheare of Ames comrected the deficiency by
85=D : educating staff G and staff I on ths expectation that proper Hand
CFR{s}: 483.80{a){1)(2)(4)e)(D Hygiene be completed between glove changes when providing care
e - to Resident #26 and all like residents by the DON by 5/8/26.
§483.80 Infection Contral | ) '
To correct the deficiency and to ensute the problem doss not recur,
. . Lo . . all- Facility Nursing Staff were educated on the Facility Hand
The fac!llty must establish and mamltam an anfectllon Hygienetgolicy, Hgan d Washing Compctency, and P egcm
preventloln and control prograrg de,S'gnEd to provide a Competency and the expectation that proper Hand Hygione be
safs, sanitary and comfortable gnvironment and to helo completed between glove changes when providing care by the DON|
prevent the development and transmission of by 5/8/26. The DON and/or Designee will randomly audit the
communicable diseases and infections. provision of Peri Care 3x weekly x 4 weeks, 2z weeldy x 4 weeks,
1x weekly x 4 weeks, and PRN io ensure compliance.
§483.80(a) Infection prevention and contro! program. As part of Accura Healthcare of Ames engoing commitment io
quality assurance, the DON and/or Designee will report identified
The facility must establish an infection prevention and concerns through the community’s Quality Assutance Process.
control program {IPCP) that must include, at & minimum,
the following slements:;
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§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and confrolling infections

and communicable diseases for all residents, staff,
volunteers, visttors, and other individuals providing

services under a contractual arrangement based upon the

facility assessment conducted according to §483.71 and
foliowing accepted national standards,

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must inciude, but are
net limited to:

(i) A systam of surveiliance designed to identify
possible communicable diseases or

infections before they can spread te-cther persons in
the facility;

(il) When ard to whom possible incidents of
communicaile disease or infections should bes reported,

{iif) Standard and fransmission-based precaltions to be
followed to prevent spread of infections;

{v)When and how isoiation should be used for a

“resident; including but not timited to:

{A) Tha type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A_rsquirement that the Isolation should be the

“aast resfrictive possible for the resident under the

ciichimétancas. .~ ’

{v) The circumstances under which the facilliy must
prohibit smployess with a communicable diseass or
infected skin 1esigns from diréct contactwith
residents or their food, if direct contact will

transmit the disease; and

(v)) The hand hygiene procedures to be followed by staff
invalved in dirsct resident centact.

§483.80(a)}{4) A system for recording incidenis
identifled under the facility's [IPCP and the corrsctive
actions taken by the facllity,

§483.80(=) Linens.
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S8=D Personnel must handle, store, process, and transport

linens so as to prevent the spread of infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by

Basad on chservations, clinical record review, staff
interviews, and policy review the facility failed to
maintain infaction control practices for 1 of 3
residents reviewed (Resident #426). The facility failed
to compiete hand hygiens and change gloves when
completing resident care. The facility reported a
census of 63 residents.

Findings include:

Based on record review and staff inferview, the

facility failed to ensure staff practiced proper hand
hygiena to prevent the spread of infection for 1 of 10
sampled residents (Resident #28). Speciiically, staff
failed to wash their hands or use sanitizer after
removing contaminated gloves and before touching clean
sUrfaces or moving between tasks.

Resident #26's Minimurn Data Set (MDS) Assessmeant dated

3/10/28, indicated they had a Brief Interview for

Mental Status (BIMS) score of 15, indicating no
_ tognifive impairment. The MOS identifigd tHey depended

staff for tollet hiydien d fransfers. The MDS

On 4/13/28 at 3:05 PM, observed Staff G, Certified

Nurse Alde (CNA), and Staff H, CNA, enter Resident

CWZE'ETo0Mm, apply gloves; and fransferthem witira ™

stand-up lift from the wheselchalr ic a commode. Staff H
lowered thelr pants before they reached the commode,
Staff G and Staff M removed their gloves when they
exited the room but performed no hand hygiene. Staff G
proceeded to the nurse's statién whiile Staf H picked
up a lift sling and walked down the hall.

On 4/13/26 at 3:35 PM, observed Staff G and Staff H
return to Rasidsnt #28's room. Staff H applied gloves
and cieansed between Resident #26's buttocks, where
stool was prasent, Staff H removed their gloves and
applied new gloves without completing hand hygiene,
then proceedad to pull up their pull-up and pants.
Staff G and Staff M fransferrad Resident #26 back to
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88 =D the wheelchair, Staff G removed their gloves and

procseded to touch the sling, their clathing, and
opened the window, without complating hand hygiene.

The facility’s "Hand Hygiena” policy, updated 11/13/24,
instructed the staff to use proper handwashing
techniques to protect against the spread of infection.
The policy dirscted staff to always complste hand
hygtene before donning (putting on) gloves, after
removing gloves, and after handling contaminated
(dirty) items.

During an interview on 4/16/26 at 11:42 AM, the
Diractor of Nursing (DON) stated she expected the staff
to complete hand hygiene Immediately after removing
glovas and after compleling cares. She added they
should perform hand hygiene when going from a dirty
task to a clean task.

L
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