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REGULATORY REVIEW & SURVEY UPDATES 
by Kellie Van Ree, Vice President of Clinical Services & Education Strategy  

A new regulatory review article on F579 – Posted Notices on Medicare & Medicaid Eligibility was recently 
included in a newsletter.  
 

 

 

Survey Activity 

 

District 
Average Months for 

Providers with Recert 

Time Since Last 

Survey 

Longest Survey 

Timespan 

Statewide 12.7 months 
56 nursing homes more 

than 12 months.  
15 months 

 
Recertification:  

• 18 total recertification surveys reviewed with 5.1 deficiencies on average per recertification survey 
with deficiencies.  

o Of the 16 recertifications with at least one deficiency, 4 providers received a fine (or 25%). 

o Of the 18 recertifications, 2 providers had deficiency free surveys (or 11%) 

Complaint/Incidents:  

• 83 providers with complaint/incident surveys reviewed with 3.1 deficiencies on average per survey 
reviewed with deficiencies.  

o Of the 44 complaint/incident surveys with at least one deficiency, 19 received a fine (or 43%). 

o Of the 83 complaint/incident surveys, 39 did not receive a deficiency (or 47%).  

 

 

 

 

 

 

 

https://leadingageil-website.glueuphosting.com/sites/default/files/content-files/Regulatory%20Review/F579.docx


Enforcement Action 

CY 2026  State Fines  Federal 

CMPs  

Enforcement  Total  Avg number of 

deficiencies  

January   $14,750  $231,683 1 Denial $246,433 6.2 deficiencies 

February $26,500 $92,053  $118,553 5.5 deficiencies 

March $52,250 $160,386  $212,636 6 deficiencies 

April  $59,500 $14,380  $73,880 4.8 deficiencies 

May $68,250   $68,250 6.2 deficiencies 

June $186,500   $186,500 5.1 deficiencies 

 

 

 
Calendar Year 2025 Totals:  

State Fines - $592,250; Federal CMPs $2,175,610; Total $2,767,860; 14 Denials; 2 DPOCs; Average of 5.5 

deficiencies per recertification survey.  

 

 

 

Fines identified in this report are per the Iowa Department of Inspections and Appeals website (state) and 

QCor (federal). Total fine amounts may change based on appeal rights and reduction rules.  

 
 
 
 



CITATIONS WITH FINES 
June Deficiencies with State Fining and Citation 
 
50.7 (4); $500. An elopement wasn't reported to DIAL when a dietary staff member let Resident #7 out of the 
health center area unsupervised.  
 
50.7(4); $500. The nursing home failed to report an elopement to DIAL.  
 
F600; 58.43(1); H; $8,500 (Held in Suspension). Resident #81 had reoccurring physical harm from the 
staff forcefully holding the residents left wrist and arm too hard. The staff also spoke to the resident in an 
intimidating manner when they expressed that they wanted to shower at a different time than the staff had 
planned. Additionally, staff failed to complete a thorough investigation for Resident #71 when they were 
noted to have rib fractures during an ER visit without a known cause. The nursing home also failed to 
prevent neglect when they didn't provide ADL assistance for more than 7.5 hours to Resident #73 during a 
continuous observation when staff failed to provide care to the resident.  
 
F600; 58.43(1); G; $5,750. Staff were giving Resident #1 a shower and the resident grabbed the staff's 
chest and hair when the staff member responded by grabbing their wrist, pushing it towards their chest and 
then slapping the resident's hand. Staff A told another staff member that Resident #5 punched them in the 
back and the staff member reported that they turned around and grabbed the resident's right arm and told 
them that they're not going to touch them. Resident #6 reported that Staff A acted rudely and meanly to the 
point of making them cry twice.  
 
F600; 58.43(1); G; $3,250. Staff observed another staff member grab Resident #14 by both arms and yank 
them out of their chair after the resident stated they did not want to go to supper. Following the incident the 
resident expressed pain to their arms but wouldn't let staff look at it. Upon completing a head-to-toe 
assessment, bruising was identified to the left forearm of Resident #14.  
 
F607; 58.11(3); D; $500. The SING report included a possible criminal background for Staff B, however, the 
DCI record check information wasn't included in the employee's file.  Staff C didn't have a SING report in 
their employee file.  

 
F609; 58.43(9); D; $500. An allegation of abuse was not reported in the two-hour time frame to DIAL as 
required when a staff member was brushing a resident's hair so forcefully the resident was crying and staff 
were mocking the resident.  
 
F609; 58.43(9); D; $500. An incident of resident-to-resident abuse wasn't reported to DIAL within two hours 
as required when Resident #74 reported an altercation with their roommate (Resident #80). When arriving to 
the resident's room, Resident #80 was found on the floor laying in a pool of blood due to a laceration on the 
back of their head.   
 
F609; 58.43(9); D; $500. Failed to report allegations of abuse with Staff A in a timely manner.  
 
F609; 58.43(9); D; $500. An allegation of abuse wasn't reported in a timely manner when a resident's 
medications were diverted.  
 
F609; 58.43(9); D; $500 (Held in Suspension). Injuries of unknown origin and allegations of possible abuse 
weren't reported to DIAL in a timely manner.  
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F609; 58.43(9); D; $500. An allegation of possible neglect wasn't reported to DIAL in a timely manner.  
 
F609; 58.43(9); D; $500. An allegation of abuse wasn't reported to DIAL in a timely manner when a staff 
member forced a resident to get out of bed and go to the bathroom when they didn't want to.  
 
F684; 58.19(2)j; K; $30,000 (Treble/Held in Suspension). Resident #2 fell on 4.19.26 striking their face on 
the floor. Following this, they were sent to the ER where a nose fracture was ruled out and returned to the 
nursing home. The staff failed to complete follow-up neurological checks. The following day the resident 
complained of pain and was sent back to the ER where they were diagnosed with a UTI and began 
treatment. Post fall assessments were not completed according to the policy and despite staff reporting the 
resident had a significant change in their mental status, there were no documented assessments from 
4.20.26 through 4.27.26 when they returned to the hospital. The resident subsequently passed away on 
5.3.26 and their cause of death was identified as sepsis due to possible meningitis. Resident #93 
experienced nausea and vomiting on 2.11.26 and received antinausea medication twice over a 6-hour 
period. There weren't documented assessments and the resident subsequently experienced cardiac arrest. 
Resident #71 didn't have a comprehensive assessment prior to or after identification of fractured ribs from 
an unknown origin. Resident #41 didn't have a comprehensive assessment and intervention after a fall on 
5.19.26. Resident #83 didn't have a nursing assessment for 6 days while they were on antibiotics for 
pneumonia. Resident #94 didn't have an assessment and intervention when the resident was found falling 
from a chair and had an injury of unknown origin.  
 
F684; 58.19(2)j; G; $6,750. Resident #1 had signs and symptoms of a UTI and the nurses failed to notify 
the physician or initiate interventions related to the symptoms. Additionally, the resident had difficulty 
catching their breath with a meal, requiring staff intervention. The staff documented that they observed the 
resident for 30 minutes following the incident and then had the resident go to bed. There was no additional 
documentation that the resident was monitored and was later discovered in respiratory distress when they 
were transferred to the hospital. At the hospital the resident was diagnosed with pneumonia and a UTI. 
Resident #2 had nausea and dry heaving, staff administered a Zofran and the family requested the resident 
be transported to the hospital via ambulance for evaluation. The staff indicated the resident was not 
emergent and would need to have family take the resident to the ER. It took 3 staff to transfer the resident in 
and out of the vehicle.  
 
F686; 58.19(2)b; K; $9,000 (Held in Suspension). Resident #73 didn't have pressure relieving devices and 
developed a stage 4 pressure sore to the lower right posterior thigh. When identified, the staff failed to 
maintain any pressure relief measures, didn't make major reposition changes and incontinence care during a 
continuous observation for more than 7.5 hours. Resident #83’s care planned interventions of prevalon 
boots weren’t followed.  
 
F686; 58.19(2)b; G; $5,250 (Held in Suspension). Resident #8 developed a stage 2 pressure ulcer on 
2.20.26. While reviewing documentation it was noted that many shifts weren’t for resident care, documented 
as the activity didn't occur or not applicable. The wound was noted to decline from assessments performed 
weekly throughout March and at the end of March was a Stage 4 with undermining present. On 5.29.26 the 
resident was sent to the ER for evaluation and the dietary notes included mention of osteomyelitis. Review 
of the TAR included that the treatment was not completed several times when it was scheduled. The wound 
cultures from the hospital showed MRSA and a follow up MRI confirmed osteomyelitis.  
 
F689; 58.28(3)e; G; $5,250 (Held in Suspension). Resident #1 was in bed when a staff member attempted 
to change the bed linens by themselves. When staff pulled on the sheet, the resident rolled out of bed onto 
the floor. The resident had subsequent pain to their right hand due to a laceration. The hand was also red, 
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hot and swollen. The resident was later placed on an antibiotic due to cellulitis to the laceration that occurred 
because of the fall.  
 
F689; 58.28(3)e; G; $4,750. Resident #23 had a fall on 10.12.25 when a staff member transferred them 
from their toilet to the wheelchair. The staff member didn't lock the brakes on the wheelchair causing it to roll 
from under the resident and they fell onto the floor. On 10.13.25 an x-ray was obtained due to swelling, pain, 
and their arm was warm to touch. The x-ray identified a distal ulnar fracture. Additionally, during observation, 
staff failed to lock the wheelchair brakes when transferring the resident with a full body mechanical lift into 
the wheelchair or when transferring the resident from the wheelchair to bed. 
 
F689; 58.28(3)e; G; $5,500 (Held in Suspension). Resident #1 was noted to have bruising to their 
forehead and right hip. The resident was sent to the ER for evaluation and didn't have any fractures but was 
diagnosed with a concussion due to nausea and emesis. During the investigation process it was found that 
two staff assisted the resident to the commode and then left. Upon returning they found the resident on the 
floor between the commode and bed and didn't tell the nurse the resident fell. The staff indicated they asked 
the resident about pain and then looked for bruising and assisted the resident off the floor.  
 
F689; 58.28(3)e; G; $7,250. Resident #1 had an alarm in place to alert staff that they were up walking so 
they could assist them. The resident stood and took a few steps, falling down and fracturing their left hip. At 
the time of the fall, the alarm was not sounding. Three other residents also had alarms that failed to sound 
when tested.  
 
F689; 58.28(3)e; G; $3,750. A call light was not within reach of a resident which resulted in a fall. The fall 
caused a bruise to the resident's hip that measured 12 cm x 10 cm. During investigation it was noted that the 
staff member was upset with the resident and threw the call light at them and the resident didn't catch it. The 
resident attempted to get the staff member's attention but they didn't turn around.  
 
F689; 58.28(3)e; G; $5,750. Resident #6 had a fall on 3.26.26 and during investigation, it was determined 
that the staff didn't use a gait belt during the transfer. The resident was transferred to the ER and diagnosed 
with a highly comminuted and displaced fracture of the distal humerus. During an observation the surveyor 
witnessed a staff member transfer Resident #6 without the use of a gait belt.  
 
F689; 58.28(3)e; G; $6,000. Staff noted Resident #1 was outside on the sidewalk while in the wheelchair 
and then the resident got too close to the edge and tipped the wheelchair off the sidewalk falling into the 
parking lot. The resident was transported to the ER with fractures to the right eye socket, cheekbone, and 
upper jaw. Resident #2 was also noted outside without supervision when a visitor allowed them to leave the 
building through an alarmed door.  
 
F689; 58.28(3)e; G; $5,000. Resident #1 had a fall resulting from attempting to get up unassisted as their 
call light was not within reach. The resident was sent to the ER and diagnosed with a closed, comminuted, 
intra-articular distal femur fracture and required surgical repair.  
 
F689; 58.28(3)e; G; $9,000 (Held in Suspension). Smoking assessments weren't completed for residents 
who smoke including 10 of 14 residents reviewed. Resident #80 was one of those residents and on 5.14.26 
they received a burn from the end of a cigarette falling into their shoe. Resident #2 fell out of bed and 
received an abrasion to their nose when a staff member moved the bed away from the wall causing the 
resident to fall out of bed and land on their face. The staff also failed to provide adequate supervision and 
interventions to prevent falls based on multiple repeat falls with similar circumstances.  
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F689; 58.28(3)e; G; $17,250 (Treble/Held in Suspension). Resident #2 asked for help getting up for the 
day and the nurse aide lowered the recliner leg rest. The aide used their foot to put the leg rest down and 
struck the resident's leg. The resident immediately reported pain and asked for a nurse in which they found a 
hematoma that subsequently opened and began bleeding. The staff were unable to stop the bleeding. The 
resident was transported to the hospital via ambulance for evaluation. The resident took Eliquis and was 
noted to have a low hemoglobin and had to receive 3 units of PRBC.  
 
F689; 58.28(3)e; G; $13,500 (Treble/Held in Suspension). Resident #2 was walking to the dining room 
without the use of a gait belt and the staff member was attempting to push the oxygen and get the dining 
room chair ready when the resident lost their balance. Another staff member attempted to intercept the fall 
but fell with the resident. Immediately following the fall, the resident complained of pain and was sent to the 
ER where they were diagnosed with an intertrochanteric femur fracture.  
 
F689; 58.28(3)e; G; $5,250. Resident #1 required assistance with transfers and ambulation with the use of a 
gait belt. While assisting, staff failed to use the gait belt and the resident fell, resulting in a hip fracture and 
required surgical intervention.  
 
F689; 58.28(3)e; G; $6,750 (Held in Suspension). Smoking assessments weren't completed for residents 
who smoked. Residents received burns while smoking and also failed to implement new interventions to 
replace the ineffective ones to prevent further burns or decrease the risk.  
 
F692; 58.19(2)d; G; $5,750 (Held in Suspension). Resident #6 had a significant weight loss of more than 
5% in a 30 day period, the dietitian asked the staff to reweigh the resident but offered no nutritional 
interventions for the weight loss. When staff re-weighed the resident the weight was less than the original 
weight documented but the registered dietitian wasn't notified of the weight. Resident #3 had more than 
7.5% weight loss in 3 months and recommended increasing the nutritional supplement, but the 
recommendation wasn't provided to the nurse practitioner until 6 days after the dietitian made the 
recommendation.  
 
F697; 58.19(2)a; J; $9,250 (Held in Suspension). Resident #94 reported having acute pain and staff failed 
to assess and intervene for the new pain. They received an order for morphine to help with the pain but 
failed to successfully submit scripts for the pharmacy to deliver them which lead to a delay in obtaining the 
medication and administering it.  
 
F760; 58.20(1); J; $7,250 (Held in Suspension). Resident #1 had an after-visit summary and physician 
orders for Methadone 10 mg tablets, take 9 tablets (90 mg) daily for opioid use disorder and Narcan 0.4 
mg/ml to inject 0.25 ml (0.1 mg) IV as needed. The March and April MARS included orders for Methadone, 
but failed to include Narcan and the staff didn't clarify the IV medication order. On 4.17.26, the staff alerted 
the nurse that the resident didn't appear in well condition and upon entering the room the nurse noted the 
resident was unresponsive, blue in their face, lips, and lower extremities. Their vital signs included a blood 
pressure of 78/44 and pulse at 100. The physician ordered staff to send the resident to the ER and 
administer Narcan, however, the resident's record indicated the nursing home didn't stock Narcan (despite 
the order for it). According to investigation, the ER medication kit had naloxone but the nurses were 
unfamiliar with the generic name for Narcan. The resident was transported to the hospital, evaluated and 
returned. Additionally, the resident's orders for methadone changed and staff failed to administer the correct 
dose on several occasions.  
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TOP DEFICIENCIES         
 

 

These are the top citations 
from Iowa surveys 
conducted in June 

according to 2567 reports.  
 

 

 

 

 

 

Comprehensive List of Deficiencies (in addition to Fines) Cited in June: 
 

F550 – Cited 7 times for failure to treat residents with respect, dignity, and privacy by: 

• 2 times when staff yelled at residents.  

• 3 times when staff were rude to residents and the resident expressed fear of retaliation.  

• A resident was placed on a mattress in a common area when they were “acting out”.  

• Staff failed to respond to resident requests.  

• A dressing was removed in a painful manner.  

• Staff forced a resident to sleep in their bed when they didn’t want to.  

F552 – Cited 1 time when residents or their representatives weren’t offered the opportunity for informed decision 

making related to psychotropic medications.  

 

F558 – Cited 1 time when a call light was not within the resident’s reach.   

 

F559 – Cited 1 time when no written notice of room change was provided in advance and why the room change was 

necessary.  

 

F561 – Cited 1 time when the resident’s choices of bathing times were not followed.  

 

F567 – Cited 1 time when resident funds weren’t available 24 hours per day.  

 

F568 – Cited 1 time when quarterly account statements weren’t provided to residents.  

 

F578 – Cited 1 time when the resident’s code status didn’t accurately reflect their signed document.  

 

F580 – Cited 8 times when the resident’s physician and/or representative weren’t notified of:  

• 2 times when medications were refused or omitted 

• Allegations of abuse  

• Weight loss 

• Change in condition 

F-TAG #  

F689 Accidents/Hazards/Supervision/Devices 

F880 Infection Prevention & Control 

F684 Quality of Care 

F580 Notify of Changes 

F658 
Services Provided Meet Professional 

Standards  

F760 Free of Significant Med Errors  
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• Fall 

• Hearing aid sent out of the building for repair 

• Blood sugars were outside of established parameters.  

F582 – Cited 1 time for a refund not being issue within 30 days of death.  

 

F583 – Cited 2 times when staff failed to:  

• Safeguard the resident’s driver’s license and social security card 

• Didn’t provide privacy during a blood draw procedure.  

F584 – Cited 5 times for: 

• 2 times when a black substance was noted in and around the windows 

• Carpet stains 

• 2 times for urine odors 

• Walls were in disrepair  

F585 – Cited 1 time when the nursing home made no efforts to resolve grievances, document the outcome of the 

reported grievance which resulted in more than 75 documented grievances in 4 months’ time.   

 

F600 – Cited 3 times for:  

• 2 times for resident-to-resident abuse.  

• A staff member failed to provide adequate services to residents by not administering insulin to 5 residents.  

F602 – Cited 1 time for medication diversion.  

 

F604– Cited 1 time when staff forced a resident to walk by pushing them.  

 

F605 – Cited 5 times for:  

• 4 times when non-pharmacological interventions weren’t attempted prior to administering as needed 

psychotropics.  

• PRN psychotropics weren’t limited to 14-day duration.  

• Haldol was administered without an order.  

• A GDR was not followed through on.  

F610 – Cited 2 times when thorough investigations weren’t completed for medication diversion and injuries of unknown 

origin.  

 

F627 – Cited 3 times for:  

• 2 times when a discharge plan was not developed for residents who expressed interest in returning to the 

community.  

• A resident who left AMA didn’t have a discharge plan.  

F628 – Cited 3 times for:  

• 2 times when bed hold notifications weren’t provided.  

• 3 times when the long-term care ombudsman wasn’t notified of discharge/transfer.  

• The disposition of personal items wasn’t documented.  



 

 

 

7 

F640 – Cited 2 times when a death tracking MDS wasn’t completed and when an MDS wasn’t submitted timely.     

 

F641 – Cited 5 times when the MDS wasn’t correctly coded by:   

• A tracheostomy was coded on the MDS without evidence of having one in the record.  

• Anticoagulant incorrectly coded.  

• 2 times when PASRR level 2 was not coded accurately.  

• Ozempic was coded as insulin.  

• ADLs were coded higher in the MDS when the record indicated the resident was independent.  

F644 – Cited 1 time when a new Level 1 wasn’t completed for a new MI diagnosis.  

 

F645 – Cited 1 time when a new Level 1 wasn’t completed for a new psychotropic medication and a new one wasn’t 

completed prior to the short-term approval expiring.  

 

F656 – Cited 2 times when:  

• When the care plan didn’t include:  

o Insulin 

o Smoking 

• Staff didn’t follow the care plan.  

F657 – Cited 4 times when:   

• Care Conferences weren’t held for residents.  

• The care plan was not updated to include:  

o Resident-to-resident incidents.  

o Significant weight change.  

o Anticoagulant discontinued.  

o Fall interventions 

 

F658 – Cited 8 times for: 

• Medications were left with the resident.  

• 4 times when medications/treatments weren’t administered as ordered.  

• A leg brace wasn’t applied.  

• Treatments and medications were signed off but not completed.  

• Medication was administered outside of established time parameters.  

• Non-certified staff applied prescription creams.  

F676 – Cited 2 times when staff failed to provide restorative care.  

 

F677 – Cited 5 times when residents were not provided: 

• 3 times – oral care 

• 3 times – incontinence care 

• Repositioning 

• Toileting 

• 2 times – grooming 

• Transfers 
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F684 – Cited 8 times for: 

• No assessments were completed for:  

o Abuse 

o Post Fall 

o 4 times for skin integrity  

o Change in condition 

• Treatments were applied without orders.  

• Fluid restriction amounts weren’t documented in the resident’s record.  

F686 – Cited 1 time when weekly assessments weren’t completed.  

 

F688 – Cited 1 time when restorative wasn’t provided as care planned.   

 

F689– Cited 28 times for: 

• A resident was left outside unsupervised.  

• Supervision at meal times wasn’t implemented as care planned.  

• Staff on duty was found sleeping by resident’s family.  

• Fall interventions weren’t implemented as care planned.  

• A resident was allowed to leave the building as staff thought they resided in the RCF section of the building.  

• Staff failed to use gait belts during transfers.  

• A resident was left unsupervised in a shower, resulting in a fall.  

• New fall interventions weren’t implemented.  

• 2 times when the elopement policy wasn’t followed regarding responding to the door alarm.  

• The care plan wasn’t followed regarding transfer and ambulation assistance.  

• The care plan wasn’t followed for abuse allegations.  

• There wasn’t adequate supervision to prevent resident-to-resident incidents.  

• A cognitively impaired resident was sent to an appointment by themselves.  

• The care plan wasn’t followed for elopement prevention measures.  

• Foot pedals weren’t used on the resident’s wheelchair.  

F690 – Cited 6 times for:  

• Concerns with perineal care procedures including:  

o Cleansing the hips and buttocks 

o 2 times for glove use and hand hygiene 

• The toileting care plan wasn’t followed.  

• A resident was assessed that had sediment in their catheter drainage bag.  

• Catheter bags were noted on the floor.  

• Incontinent care wasn’t provided in a timely manner.  

• A repeat UA wasn’t completed per the physician’s order.  

F691 – Cited 1 time when gas wasn’t released from the ostomy bag according to professionals standards.   

 

F693 – Cited 2 times for:  

• The placement of the g-tube wasn’t verified prior to feeding.  

• The feeding was held without an order to do so.  
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F695 – Cited 2 times when: 

• An oxygen cylinder was empty.  

• A respiratory treatment was administered outside of established timeframe.  

F725 – Cited 4 times when: 

• 4 times when call lights weren’t answered in a timely manner.  

• Residents weren’t provided adequate assistance with ADLs due to staffing.  

F726– Cited 3 times when:  

• 2 times when there wasn’t evidence of competency evaluation.  

• An RN or IV Certified LPN wasn’t on duty when the facility had resident’s with IVs.  

F727 – Cited 1 time for lack of RN coverage for 8 consecutive hours.   

 

F732 – Cited 1 time when the posted staffing information wasn’t accessible to everyone and where it was posted the 

font was so small that it was hard to read.  

 

F744 – Cited 1 time when the care plan lacked dementia services.  

 

F755 – Cited 5 times for:  

• 2 times when medications weren’t available for administration.  

• Nurse aides were administering medications and reconciling narcotics.  

• New orders weren’t implemented timely.  

• Narcotics weren’t destroyed by 2 staff.  

F757 – Cited 1 time for not having an appropriate diagnosis for opioid pain medication.   

 

F760 – Cited 8 times for:  

• Medications weren’t administered within established time frames.  

• 4 times when medications weren’t administered.  

• Opioids were administered too frequently.  

• A resident received another resident’s medications.  

F761 – Cited 5 times when:  

• 5 times when medication carts were unlocked and unsupervised.  

• Nurse aides had access to narcotics.  

 

F803 – Cited 2 times when the planned menu wasn’t followed.    

 

F804 – Cited 2 times when food wasn’t maintained at or above 135 degrees.   

F807: Cited 1 time when residents didn’t receive fresh water in their rooms.  

 

F809: Cited 1 time when residents didn’t receive snacks when requested.  
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F812 – Cited 7 times for: 

• 3 times for hand hygiene 

• 3 times for labeling/dating items when open.  

• Food wasn’t reheated to the appropriate temperature.  

• 2 times for expired foods.  

• Food was stored on the floor.  

• Gloves weren’t used to touch ready to eat food.  

• Logs weren’t completed consistently.  

• 2 times when equipment wasn’t clean.  

F835 – Cited 1 time when the facility administration failed to ensure effective leadership based on ensuring safe, clean, 

and homelike environment that is free from abuse and there in sufficient amounts of competent staff.  

 

F838 – Cited 1 time when the assessment wasn’t updated to reflect changes in leadership, high acuity of resident 

population and the number of staff necessary to provide adequate care.   

 

F842 – Cited 5 times when:  

• Information was accessible to the public.  

• The payor source wasn’t accurate.  

• A choking incident wasn’t documented.  

• 2 times when medications were documented as administered but weren’t.  

• Weights weren’t accurate and a physician visit was documented while a resident was in the hospital.  

F847 – Cited 1 time when the binding arbitration lacked all required elements including:  

• The resident had the right to decline signing the arbitration agreement.  

• The agreement could be rescinded within 30 days of signing.  

• The agreement was not a condition of admission.  

• The resident was allowed free communication with state and federal officials.  

F865 – Cited 5 times when providers didn’t have effective QAPI processes based on repeated deficiencies.  

 

F868 – Cited 1 time when the DON wasn’t present at quarterly meetings.    

 

F880 – Cited 12 times for:  

• 8 times for EBP not being implemented.  

• 3 times when clean linen wasn’t covered in the hallway.  

• 5 times when hand hygiene wasn’t completed when necessary.  

• 3 times when glove changes didn’t occur.  

• Brushes were used for more than 1 resident.  

• Toothbrushes weren’t seperated from other residents.  

• Infections weren’t tracked.  

• No antibiotic stewardship program.  

• Reusable equipment wasn’t cleaned between residents.  

• A mattress soaked with urine wasn’t cleaned before clean linen was placed on it.  

• A blood specimen was placed on a clean table.  

• A catheter bag was noted on the floor.  
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F887 – Cited 1 time when a COVID-19 booster wasn’t offered to residents.   

 

F908 – Cited 1 time when the lint filter of the dryer wasn’t routinely cleaned.   

 

F919 – Cited 1 time when the call light was not functioning all the time.   

 

F943 – Cited 2 times when dependent adult abuse training wasn’t completed within 6 months of hire or within 3 years 

for recertifications.  

 

 

For comments or questions related to the LTC Survey Trends Report, please contact 

Kellie Van Ree, LAI’s Vice President of Clinical Services and Education Strategy. 

mailto:kvanree@leadingageiowa.org

