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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 42441
or potential for actual harm
Based on personnel record review, policy review and staff interview, the facility failed to prevent an employee
Residents Affected - Some from beginning employment prior to completion of their background check for 1 of 5 personnel records
reviewed (Staff A, Certified Nurse Aide CNA). The facility reported a census of 47 residents.

Findings include:

Review of Staff A's personnel file listed a start date of 5/28/24. The personnel included Staff A's Single
Contact License & Background Check (SING) completed on 5/28/24 at 1:57 PM.

The Time Card Report for Staff A dated 5/26/24 to 6/8/24 revealed they worked at the facility on 5/28/24 from
5:55 AM to 2:31 PM.

The facility policy title Nursing Facility Abuse Prevention, Identification, Investigation and Reporting Policy
dated October 2022 documented the facility will conduct and lowa criminal record check and dependent
adult/child abuse registry check on all prospective employees and other individuals engaged to provide
services to residents, prior to hire, in the manner prescribed under 481 lowa Administrative Code 58.11(3).

During an interview 1/9/25 at 10:24 AM the Administrator acknowledged Staff A began working 5/28/24 prior
to the completion of their background check.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0842

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

40907

Based on interviews, electronic health records, and policy review, the facility failed to document accurate
information in a timely manner. Interviews and record review revealed that the facility routinely saved
documentation as drafts then altered the drafts before finalizing them into the record. During the week of the
survey discovered 3 progress notes finalized from drafts with alterations made after the creation date to the
finalized note for 3 of 16 residents reviewed (Residents #12, #31 and #99). In addition, 1 resident had an
initial fall assessment struck out with no fall assessment added for 1 of 16 residents reviewed (Resident #7).
The facility reported a census of 47 residents.

Findings include:

1. Resident #99's Plan of Care Nursing Note dated 1/6/25 at 11:49 PM labeled as Draft written by Staff F,
Licensed Practical Nurse (LPN), printed 1/7/25 at 12:06 PM documented per speech therapy (ST)
evaluation, ST swallowing protocol: Resident received a general diet, whole dense meats ground textures,
regular fluids with sip tip (The Sip-Tip Drinking Aid Cup has a leak-proof lid and a mouthpiece valve that
helps with lip closure, making it easier for users to drink without spilling) ensuring the sip tip is pumped prior
to serving. Resident #50 required one to one (1:1) feeding to max assist. Check lung sounds and
temperature after meals until 1/7/25.

Resident #99's Plan of Care Nursing Note dated 1/6/25 at 11:49 PM written by Staff F printed 1/9/25 at 2:59
PM documented ST charting ST swallowing protocol: Resident #99 received a general diet, whole dense
meat ground textures with small portions, regular fluids with sip tip cup for all beverages, ensuring the sip tip
is pumped prior to serving. Continue positioning guidelines and swallowing strategies and cut sandwiches in
halves and cut meat in the kitchen prior to serving. Resident #99 required 1:1 feeding to max assist. Check
lung sounds and temperature after meals until 1/7/25.

2. Resident #31's Long-Term Nursing Evaluation template (a file that serves as a starting point for a new
document. Templates contain placeholder fields you can fill in) dated 1/6/25 at 5:44 PM labeled draft written
by Staff F printed 1/7/25 at 12:13 PM documented the following:

Mobility/Transfer: Res

Dressing/Undressing (assist needed including bilateral lower extremities BLE):

Oral Cares/Personal Hygiene (do they have dentures/partial, assist needed):

Grooming/Personal Hygiene (assist needed):

Toileting assist (including peri care and transfer):

Eating (textures/assist/adaptive equipment, swallowing difficulties):

Pain:

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID:

165335

If continuation sheet
Page 2 of 7




Printed: 03/27/2025
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
165335 B. Wing 01/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Hubbard Care Center 403 South State Street
Hubbard, 1A 50122

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0842 Other:

Level of Harm - Minimal harm or Cognitive/Behaviors:
potential for actual harm
Resident #31's Long-Term Nursing Evaluation dated 1/6/25 at 5:44 PM, written by Staff F printed 1/9/25 at
Residents Affected - Some 2:54 PM, documented the following:

Mobility/Transfer: Resident #31 self-transferred in manual wheelchair throughout the facility. Resident #31
transferred independently in room with a 4-wheeled walker.

Dressing/Undressing (assist needed including BLE): Independent with upper and lower body, staff assist with
stockings.

Oral Cares/Personal Hygiene (do they have dentures/partial, assist needed): Resident #31 is independent
with oral cares.

Grooming/Personal Hygiene (assist needed): Resident #31 is independent with personal hygiene cares.
Toileting assist (including peri care and transfer): Resident #31 is independent with toileting.

Eating (textures/assist/adaptive equipment, swallowing difficulties): Resident #31 eats independent in dining
room on general diet with regular liquids. Resident #31 takes medication whole with no difficulty swallowing,
coughing or choking noted. Resident #31 ate 0-25% food intake and 249 ml (milliliters) fluid intake.

Pain: Resident #31 denied pain or discomfort during the shift.
Other: N/A (not applicable)
Cognitive/Behaviors: No behavioral changes during the shift.

3. The Plan of Care Nursing Note dated 1/7/25 at 12:12 AM printed 1/7/25 at 12:17 PM labeled draft written
by Staff F documented per ST charting ST swallowing protocol: Resident #12 is on a general diet,
mechanically soft textures, regular fluids. Resident required 1:1 feeding with all veggies/ fruit cut in bite size
pieces.

The Plan of Care Nursing Note dated 1/7/25 at 12:12 AM, printed 1/9/25 at 3:19 PM documented per ST
charting ST swallowing protocol: Resident is on a general diet, mechanically soft textures, regular fluids.
Resident #12 required 1:1 feeding with small portions for lunch and supper. Sandwiches should be cut in half
and bite size and all veggies/fruit cut in bite size pieces. Continue to monitor positioning guidelines, set up
and post meal cares. Adaptive equipment for use and vision should be modified per OT. Adaptive equipment
includes a divided plate and wide mouthed mugs. Serve beverages WITH meal vs before the meal. Resident
#12 has been consuming beverages prior to meals being served.
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F 0842 4. The struck-out Fall Nursing Note template dated 10/27/24 at 7:35 AM labeled Incorrect Documentation
reflected the date and time of incident occurred on 10/27/24 at 6:10 AM. When a resident called out for help,
Level of Harm - Minimal harm or the nurse got summoned. The nurse discovered Resident #7 on the floor. Resident #7 laid on their back
potential for actual harm rolling around trying to themselves up. The staff last seen Resident #7 at 5:00 AM when they got changed
and wanted to get up for church. They laid on their back with their arms at their sides. The area was clean
Residents Affected - Some and dry with good lighting. Resident #7 used a standing mechanical lift for transfers. Resident #7 wore night

clothing with gripper socks on. Height of bed was not all the was on ground. The bed had bilateral half side
rails up. Resident #7 had a pad on the floor but not alarm and the second shift nurse set it on rounds.
Resident #7 had their personal items within reach. Blood pressure 122/70 (average 120/80), temperature 97.
6 (average 98.6), respiratory rate 18, and oxygen saturation 94%. Resident #7 reported back pain and had
redness on their right side of their back. They could follow commands and neurological assessment (neuros)
within normal limits (WNL). Resident #7 had strong hand grips and equal pupils reactive to light. Resident #7
didn't have external rotation or shortening of the hip. The staff assisted Resident #7 with 2 staff and a gait
belt. They could bend their knees and helped with bent knees to push up. When asked what happened,
Resident #7 stated they got up. No one witnessed the fall. Neuros initiated, and after getting up in chair, they
denied pain. The Intervention directed to make sure the alarm and mat on floor bed in low position. Incident
Report completed.

The Communication - with Family/Physician/Resident dated 10/27/24 at 8:16 AM reflected the nurse sent a
secure text to the doctor and son notified of fall by telephone.

The struck-out Fall Nursing Note template dated 10/27/24 at 11:00 PM labeled Incomplete Documentation
had the template incomplete except secure text to doctor and Assistant Director of Nursing (ADON). The son
didn't answer his phone but returned the call at 8:30 AM and the nurse notified him at that time. Note listed
[linked].

The progress notes lacked additional documentation related to Resident #7's initial assessment following
their fall.

The LOA and Return Nursing Note dated draft 1/4/25 at 10:26 AM labeled draft printed 1/7/25 at 12:11 PM
documented Resident #7 left facility via private vehicle with their daughters for Christmas at home. Resident
#7 is expected to arrive back at 6.

The LOA and Return Nursing Note dated 1/4/25 at 10:26 AM labeled Late Entry printed 1/9/25 at 3:18 PM
documented Resident #7 left the facility via private vehicle with their daughters for Christmas at home.
Resident is expected to arrive back at 18:00.
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F 0842 On 1/9/25 at 11:19 AM, Staff B, LPN, reported the facility had the nurses' chart in draft form. She stated they
want them to chart falls, transfers to the hospital, injuries, and things like that in draft form. Then they look it
Level of Harm - Minimal harm or over and leave them notes on what to change. They look over it and rewrite what the nurses are supposed to
potential for actual harm document in the chart. Then they made the changes they wrote and save it as permanent documentation.
She stated she had a stack of notes that Staff D, acting DON (Director of Nursing), gave her. Staff D and
Residents Affected - Some Staff C, LPN, go over the drafts. Staff B stated that the old DON told Staff B to stop leaving documentation in

draft form, that the nurses shouldn't be doing that. Staff B stated the facility wanted the agency nurses to
write everything in draft. Staff D and Staff C print off the note, make changes to it and then leave it for the
agency nurses to change. Staff B didn't think it was right to do this. Staff B felt they did this to look good for
Department of Inspections, Appeals, and Licensing (DIAL). Staff B stated all nurses get notes on how to
change their drafts, how to correct them then are expected to change the notes. When asked how long her
documentation would sit in draft form, Staff B stated she worked once a week, maybe, and sometimes her
documentation sat in draft form for 3 weeks. Staff B stated she had been asked to go back into charting and
change eye drops. She stated you can go back into the electronic health record and add documentation. She
added you could keep drafts in the electronic record and then edit them later without them showing up as a
late entry. She explained incident reports could be changed/edited as well.

On 1/9/25 at 12:30 PM, Staff E, Registered Nurse (RN), stated they document in draft notes any
communication notes with the provider with any changes with residents, medication changes, etc. Staff E
stated they have a few different templates. When asked about the drafts in the electronic records for that
day, Staff E stated it had been busy, and they save in draft to try and finish later. Staff E stated the facility is
trying to start with getting them done right away. Staff E stated the facility wanted any fall documentation
written as a draft to look at interventions. Any time you are the nurse and you have to put in a fall note, they
encourage them to come up with an intervention at that time and sometimes interventions are hard to come
up with. Staff E stated they told her to keep the documentation in draft form when she first started. She
stated they made a change a couple weeks ago and wanted them to finalize the documentation. Staff E
stated sometimes the nurses choose to keep documentation in draft form to get input for ideas from others.
Staff C and Staff D help come up with interventions for a fall. Staff C can run a report to see if drafts are
open. Staff E stated she will get a note of possible ideas on what she can document in her drafts. Staff D will
look over the travel nurses' notes to ensure interventions are appropriate and then offer them ideas. Travel
nurses keep their documentation in drafts. When asked how travel nurses would know that they need to
document in draft form, Staff E stated the travel nurses meet with Staff C and go over it in orientation. When
asked how a travel nurse would know if Staff C wasn't there, Staff E stated a nurse would tell them to save a
fall in draft form so if it didn't look ok Staff C or Staff D would talk to them. Staff E stated she didn't know of a
time when the author's documentation got changed by someone other than the author. Staff C stated she felt
confident in how to document on bruises, so she doesn't save documentation on bruises in draft form. She
saves documentation regarding transfers out of the facility, falls, and skin tears in draft form. Staff E stated
that admission notes can be but don't have to be saved as a draft. Staff E stated she didn't feel the guidance
given for documentation altered the picture of what happened. The drafts are kept in draft form until returned
to the person who wrote it. Staff E stated she felt best practice was to try and get the draft notes finalized
within a couple of days. When asked how the nurses capture what happened at the time of fall for an
intervention if you don't finalize the draft the same day, Staff E stated she thought the documentation would
show up as a late entry. Staff E didn't know of when a progress note wouldn't show up as a late entry. Staff E
stated no has asked her to go back and sign if medication was not given. She added no one asked her to go
back and sign something she didn't do.
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F 0842 On 1/9/25 at 3:36 PM, Staff F, LPN, stated that she felt neutral about documenting in draft form because
nobody is perfect and it was good to see other nurses 'perspectives. Staff F stated documenting in draft form
Level of Harm - Minimal harm or didn't change anything. Staff F stated she appreciated the feedback when it comes to certain documents.
potential for actual harm She stated the facility welcomed travel nurses to document in draft form to understand what they are
documenting, protecting the residents, and following up with the procedures. Staff F stated the facility asked
Residents Affected - Some her to document in draft form. Staff F stated she continued to document in draft form when documenting

falls, admissions, death notes, and other certain things like destruction of medication. Staff F stated she
wanted to make sure she covered everything. Staff F stated she is a travel nurse and worked at the facility
for about 2 years. Staff F stated she didn't work at other facilities. She worked for that facility 8 hour shifts 5
days a week. Staff F stated she tried to finalize her drafts as soon as possible. She didn't make a mental
note on how quickly notes are finalized. She stated she and the other nurses just try to get the notes finalized
as soon as possible. When asked about documentation she started as a draft then finished on a different
shift with changes/augmentation in the documentation, Staff F stated she types what she knows at the time
and saves as a draft. It's not that the information is not available at that time, it could be that she may get
pulled away from the documentation. Staff F stated that she will open a lot of the long-term care
documentation so she would know it was her that needed to finish the documentation and then she would go
back and fill it out. When asked if there was a concern about the charting being finalized a couple days later,
Staff F stated she is not able to chart some of the long-term care charting until the end of shift. Staff F stated
one way to resolve that would be to not open that document, but she used the documentation as a checklist.
Staff F reported being a nurse since 1996. Staff F stated that in an ideal world, she would love to sit down
and focus on the nursing stuff. When asked if it was ok to not finish documentation, she stated the way to
handle that is to not open the document. Staff F stated she never worked at a place before this facility where
nurses could save their documentation as a draft.

On 1/9/25 at 4:03 PM, Staff C stated that with any progress notes they ask that they are signed right away.
When it comes to falls or bruising they do have the nurses save the notes in draft form, just in case they
forget to put in the size of the bruise, or notifying the doctor of falls. Staff C stated that on more serious notes
they ask the nurses to save the progress notes as drafts so they could make sure the note included all of the
needed information. Staff C stated they started running reports weekly to make sure the drafts got submitted.
She stated when the facility has agency nurses come in, they ask the agency nurses to save the progress
notes in drafts. She stated if they have questions for the agency nurses they usually call them and ask them
the question. Staff C denied having a situation where an agency nurse saved a draft and then couldn't come
back in to save the note to permanent status. Staff C stated she didn't know how they would finalize a
progress if written as a draft and they didn't come back. Staff C stated she wouldn't say they altered their
original documentation, just making it better. When asked about documenting measurements of a bruise
saved in a draft form without the measurements, Staff C responded the nurse could have gotten the
measurements but then maybe forgot to document it. She stated she became a nurse in July of 2021. Staff C
stated she worked in the facility only as a nurse. She stated that information can be documented as an
addendum like the measurements of a bruise if they are missed in the original documentation.
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F 0842 On 1/9/25 at 4:25 PM Staff D stated that drafts are in the electronic health records. Staff D stated the nurses
saved their documentation as drafts, so someone could review it because they were used to doing that. Staff
Level of Harm - Minimal harm or D stated in her opinion, review of drafts in a timely manner would be within the first 24 hours or if it happened
potential for actual harm the night before, the next morning. Staff D stated review of drafts, when she was the DON in the past, were
done within 24 hours. She stated it depended on the situation sometimes. She stated an example would be
Residents Affected - Some the nurse couldn't get ahold of the family, or if they had missing information. Staff D stated this did skew the

timeline when you wait to gather the information, such as contacting the family. Staff D stated it should be in
the notes to document the family knows. Staff D stated in the past they had problems with families not being
notified. Staff D liked to review the drafts to ensure the note had all of the information there. Staff D stated
she liked to go over the drafts with the nurses, to let them know what they missed in their documentation
such as intervention for falls. They added the interventions to the draft after they have the discussion with the
nurse, as sometimes it is very difficult to come up with an intervention. Staff D stated that if someone had an
injury, and they don't see the measurements in the draft on the wound, she would have them document the
measurements in a separate note. Staff D stated documenting in draft form started with falls. She stated she
would let nurses know here are all the steps you need to take and when she would go back and check,
nothing was done. Staff D stated she never gone in and changed someone else's documentation as she
didn't have their passwords. Staff D stated in the past few months she didn't review records unless asked to
do so. When asked about the struck-out entry in Resident #7's chart, Staff D stated she remembered hearing
talk about the nurse's documentation not being good. Staff D stated the nurses tried to figure out how to
handle the situation. Staff D said they shouldn't have struck the documentation out. Staff D said as a
previous DON, she had the nurses document in draft form and the facility did this for years. Staff D described
herself as pretty fussy about documentation. Staff D stated one of her passions was coaching/teaching
nurses about documentation because it is so important. Staff D stated she didn't know what they would do if
agency nurses drafted documentation and did not return to the facility to finalize it. Staff D stated to her
knowledge that never happened before. All of the notes she left for agency nurses for their drafts to be
documented better, have been able to be documented by the agency nurse who then would finalize the draft
when they returned to the facility.

An undated Documentation policy listed the licensed nurses or nursing assistants had the responsibility to
accurately record all pertinent information regarding resident's care and conditions - mental, physical,
psycho-social and all other information, as is required according to State and Federal guidelines. The policy
included a guideline to always complete documentation in a timely manner and in accordance with facility
policy.
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