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F 0585 Honor the resident's right to voice grievances without discrimination or reprisal and the facility must establish
a grievance policy and make prompt efforts to resolve grievances.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42685

Residents Affected - Few Based on interview and record review, the facility failed to resolve and respond to resident grievances in a
timely manner for 3 of 3 residents reviewed for choices. (Residents 30, 33, and 81)

Findings include:

1. During an interview on 6/26/24 at 3:31 p.m., Resident 30 indicated he went to dialysis at 5:30 a.m. on
Mondays, Wednesdays, and Fridays each week. Sometimes dietary staff was not there before he left with
transportation for his appointment. He was not served breakfast, nor packed a breakfast, to take with him to
dialysis. Due to his lack of breakfast, he had spoken to a [NAME] and the current Dietary Manager (DM)
week after week until approximately a month ago when he finally gave up because no one resolved his
concerns. He even suggested some simple solutions such as fresh fruit like grapes and bananas. As a
result, he went to dialysis without breakfast. Approximately two months ago, he spoke with the Administrator
yet it was not resolved.

Resident 30's clinical record was reviewed on 6/26/24 at 4:10 p.m. Diagnoses included end stage renal
disease with dependence on renal dialysis and depression.

A current order, dated 4/4/23, included a liberalized renal/carbohydrate controlled diet, regular texture, thin
liquids consistency with large protein portions.

A current order, dated 2/28/23, included dialysis treatments three times a week on Monday, Wednesday, and
Friday with transportation pick up time 5:00 a.m.

A quarterly Minimum Data Set (MDS) assessment, dated 5/7/24, indicated the resident was cognitively
intact. Rejection of care behaviors were not exhibited during the assessment period. The resident required
set up or clean up assistance for eating.

A current care plan, dated 7/5/23, indicated the resident has an altered nutritional status related to increased
protein needs related to end stage renal disease with dialysis and wound healing. Interventions included the
following: coordinate care with the dialysis clinic as needed(7/5/23), diet as ordered, provide meals, snacks,

and fluids based on the resident food preferences and physician orders (7/5/23).
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F 0585

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 6/28/24 at 1:30 p.m., Resident 30 was seated in a wheelchair outside at the front
entrance of the facility. He indicated he had recently returned from dialysis. A breakfast tray was not provided
prior to going to dialysis on this date, nor a packed breakfast, and he was very tired.

During an interview on 6/28/24 at 1:53 p.m., [NAME] 17 indicated she was the first dietary staff to arrive in
the mornings. She typically arrived around 5:00 a.m., but she did not work every day. Some of the other
dietary staff members, when scheduled the early shift, did not arrive until 5:30 a.m. She was familiar with
Resident 30 and he met her at times on Fridays when she arrived in the morning. He had stopped at the
kitchen and requested a banana before he left today for his appointment. She did not have any bananas.
The resident had voiced concerns on different occasions to her regarding breakfast and that the kitchen
never had any of the fruit he requested for breakfast. She had reported these concerns to the DM and
expected the DM would follow up on his concerns. The resident had not said anything else to her about his
concerns regarding breakfast in about a month, so she assumed his concerns were resolved. At times, the
resident was gone for his dialysis appointment before the dietary staff arrived. On those days, he had not
been served a breakfast. A long time ago, she thought it had been over a year, the evening dietary staff
prepared a meal tray for him and put it in the refrigerator on the unit so he could have breakfast before he
went to dialysis. When they went to a contracted meal service, they discontinued making those trays in the
evening. They had not corrected all the concerns the contracted service had changed. She thought they
needed to resume making those meal trays in the evening so the resident would have a meal in the unit
refrigerator before he left for his early appointments.

During an interview on 6/28/24, at 2:10 p.m., the DM indicated he was not aware of any days the resident
was not able to get breakfast. Staff had not reported to him when they did not have the items the resident
requested for breakfast. He had not completed a grievance for the resident's concerns. Concerns for
preferences would not warrant a grievance, but a grievance was necessary if a resident did not receive their
meals.

During an interview on 7/2/24 at 12:36 p.m., CNA 21 indicated she was familiar with Resident 30's care. The
resident typically ate 100% of his breakfast on the days he did not have dialysis.

2. During an interview on 6/24/25 at 4:26 p.m., Resident 33 indicated the dietary staff kept serving her items
from her dislikes list to include carrots, rice, and oatmeal. This happened on a frequent basis even though
she had reported this to staff. When a dietary item was sent back, it took a long time to get a replacement
back. She had received oatmeal on her tray several times in just the last few days.

During an observation on 6/27/24 at 1:30 p.m., the resident was sitting on her bed with her meal tray in front
of her on her overbed table. The meal card on her tray listed the following dislikes: rice, carrots, and oatmeal.

Resident 33's clinical record was reviewed on 6/27/24 at 5:17 p.m. She admitted to the facility on [DATE].
Diagnoses included heart failure, chronic obstructive pulmonary disease, and depression.

An admission MDS assessment, dated 5/17/24, indicated the resident was cognitively intact. The resident
required set- up assistance from staff for eating.
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F 0585 The clinical record lacked a care plan for preferences and dislikes.

Level of Harm - Minimal harm or Review of the grievance forms/ logs lacked any indication the resident had any grievances completed for
potential for actual harm receiving dietary items frequently on her dislikes list.

Residents Affected - Few During an interview on 6/28/24, at 10:08 a.m., Resident 33 indicated she had reported her concerns about

getting her dislikes served on her meal tray to several female nurses, but she did not know their names
because the nurses rotated frequently. The facility had not followed up with her to let her know what was
being done to correct her concern regarding the regular receipt of dislikes on her meal tray.

During an interview on 6/28/24 at 10:54 a.m., CNA 14 indicated Resident 33 had reported concerns that she
had received oatmeal on her tray on multiple occasions. He had reported these concerns to the dietary staff
and also reported to the ADON a couple of weeks ago. The resident was still getting the oatmeal
intermittently on her meal tray in the mornings. He tried to intercept and correct the issue himself when he
was on duty, but he did not work every day.

During an interview on 7/2/24 at 11:57 a.m., the ADON indicated staff had not reported any concerns to her
regarding regular receipt of dislikes on their dietary tray. No one reported to her, but she heard there was a
problem with some residents not getting the large portion sizes as ordered. Staff usually wrote down and
reported dietary concerns to the dietary staff. Concerns may be reported to any staff member and should
have been placed through the grievance process for resolution when the concerns were made known.

During an interview on 7/2/24 at 12:16 p.m., the SSD indicated she recalled a resident had concerns related
to getting hot cereal on their tray rather than cold cereal. She could not recall which resident reported this
concern or the date. It had been since January, not recently. On most occasions she would have put this
through the grievance process. Lack of placing these concerns in the grievance process prevented a tracking
method for resolution. No staff or residents had reported concerns with portion sizes or failure to receive
breakfast prior to dialysis to her. Concerns could have been reported to any staff, but the SSD was
responsible for tracking all grievances. The department manager in which the grievance was issued
completed the initial follow-up with the person who reported the concern. The SSD was required to complete
the final resolution with the date and time when the resolution/satisfaction was reviewed with the resident on
the grievance form. These were not always completed.

3. During an interview on 6/24/24 at 3:17 p.m., Resident 81 indicated her only concern was the repetitive
receipt of her dietary dislikes that were listed on her meal card, and a lack of large portions for her meals.
Her meal card clearly listed her dislikes of asparagus, beans, fish, and pears, as well as need for large
portions. The list was disregarded or not read when they filled the meal trays. She had received fish, beans,
and pears on a regular basis (when it was on the menu) and got small portions at least three days every
week. She had fish every day it was on the menu except once in the last month. She had what appeared to
be a teaspoon of mixed vegetables. Sometimes when she asked for more, it was because she got small
portions, but the facility wouldn't have any more food to offer her. She had reported the portion size and
dietary dislike concerns to multiple aides who delivered her meals over the last couple of months. She had
also reported it to the the SSD approximately one month ago.
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F 0585 Resident 81's clinical record was reviewed on 6/26/24 at 4:18 p.m Diagnosis included chronic obstructive
pulmonary disease.
Level of Harm - Minimal harm or

potential for actual harm A current physician order, dated 1/18/24, included large protein portions with meals to aid in wound healing.

Residents Affected - Few A quarterly MDS assessment, dated 4/19/24, indicated the resident was cognitively intact. She required set-
up assistance for eating.

A current care plan, dated 1/18/24, indicated the resident had altered nutritional status and an increased
protein needs related to chronic obstructive pulmonary disease. Interventions included large protein portions
with meals (1/18/24) and provide meals, snacks, and fluids based on the residents food preferences and
physician orders (1/18/24).

During an interview on 6/28/24 at 1:11 p.m., the resident's meal tray was delivered. The meal tray contained
one and one half cheeseburgers on her tray. She indicated she had never received large protein portions
when she received a sandwich until today. The portion sizes she found on her meal tray on this date was
great. She had reported her dietary concerns to any staff she thought would listen to her without success.
She had even reported it to the SSD approximately one month ago, but no one had responded to her
concerns with a plan for resolution.

During an interview on 6/28/24 at 1:36 p.m., CNA 15 indicated, approximately three weeks ago, Resident 81
reported concerns due to a lack of large portions sizes. During that time, she was able to get her additional
food. She did not typically have time to write out the grievance forms but she reported concerns verbally to
the nurse, unit manager, and the SSD.

Review of facility grievances lacked indication of the concern related to portion sizes.

During an interview on 6/28/24 at 4:11 p.m. , CNA 19 indicated residents on the intermediate units frequently
received dislikes on their meal trays. Running to the kitchen delayed the aides to complete their tasks such
as passing other meal trays and providing care. Staff who had concerns reported to them should have
completed a grievance form or reported the concern to the Administrator so he could complete the grievance
form.

During an interview on 6/28/24 at 3:23 p.m., the SSD indicated the grievance log contained all facility
grievances, completed and unresolved, from 1/1/24 to 6/28/24.

During an interview on 7/2/24 at 2:19 p.m., the SSD indicated she had reviewed the grievance log and did
not have any grievances of her own or any provided to her regarding the above mentioned concerns that
were reported to staff members.
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F 0585 A current, undated, facility policy titled Grievances and Concerns, provided by the DON on 7/1/24 at 11:29 a.
m., indicated the following: .Policy . It is the Policy of this Facility to thoroughly investigate all Resident and
Level of Harm - Minimal harm or family grievances/concerns including but not limited to his/her treatment, medical care . etc. The

potential for actual harm resident/family has a right to file a grievance and can do so without fear of reprisal or mistreatment.
Procedure: . 2. Any staff member may assist a Resident or family member in completing the Facility form. 3.
Residents Affected - Few Completed Grievance/Concern Forms will be given to the Social Service Department. The Social Service
Department will route the Grievance/Concern Form to the appropriate department within 24-48 hours. 4. A
prompt investigations will be completed and documented by the appropriate staff member on the facility's
Grievance/Concern Form . 6. The Social Service Director will be responsible for logging all Resident and
family Grievances in the Facility Grievance Log. 7. Within 5 working days of the date the Grievance/Concern
Form was filed, the Resident and/or family member shall be informed orally of the results of the investigation.
Copies of the completed Grievance/Concern Form may be given to Residents and/or family members as
deemed appropriate by the Facility management

3.1-7(a)
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm or

potential for actual harm 09676

Residents Affected - Few Based on interview and record review, the facility failed to report an allegation of resident abuse to the
Indiana State Department of Health (IDOH) for 1 of 4 residents reviewed for allegations of abuse. (Resident
C)

Finding includes:

Resident C's clinical record was reviewed on 6/26/24 at 9:06 a.m. Current diagnosis included anxiety,
depression, and dementia.

A 4/24/24, significant change, Minimum Data Set Assessment (MDS) indicated the resident was severely
cognitively impaired, wandered daily during the assessment period, and did not reject care during the
assessment period.

A 6/6/24 Nursing Note, signed by RN 22, indicated on 6/6/24 at 5:35 a.m.,Resident C had experienced a
confusing night. The resident had been observed walking down the hall with no clothes on. RN 22 got the
resident dressed Resident C was standing in their room attempting to to walk through the wall. The resident
was hard to redirect, but the writer was able to get them to the side of the bed. The writer had to pull the back
of the resident's pants to guide her to the bed to sit down before falling. The writer laid the resident down.
Resident C was a two person assist, but the aide did not assist.

A facility Grievance/Complaint Resolution Report, dated 6/6/24, indicated CNA 23 had filed a concern
regarding RN 22 being rough with Resident C during care. The five documented staff interviews that
accompanied the investigation of the grievance/complaint form all consisted of the same question, Have you
ever witnessed or heard about [RN 22's name] abusing residents.

During an interview on 6/28/24 at 9:00 a.m., the Administrator indicated he had not reported the 6/6/24
grievance concern to IDOH as an allegation of abuse. The reporting CNA had indicated the RN held down
the residents hands when she resisted care. The Administrator felt abuse and rough handling were just a
matter of verbiage. The nurse was always a good nurse, and after the Administrator looked into the situation,
he didn't report to IDOH because he didn't think it was abuse.

During an interview on 7/2/24 at 10:20 a.m., CNA 23 indicated she had reported an allegation of abuse to the
Administrator on 6/6/24. She had been concerned regarding RN 22's treatment of Resident C. She had
informed the Administrator that RN 22 had yelled at the resident, grabbed her arm, pulled her by the back of
her pants, and swung her forcefully to the bed. The resident fell to the bed very hard. The resident started
crying and RN 22 cursed at her about being a cry baby. She had also given the Administrator a written
statement of her allegation. She was making an allegation of abuse when she notified the Administrator. She
felt she had witnessed abuse because the nurse had yelled at the resident to sit down, grabbed her arm,
swung her forcefully but the back of her pants, caused her to fall hard unto the bed and cry, then cursed her
for being a cry baby. She believed there was no confusion that she was alleging abuse.

(continued on next page)
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F 0609

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 7/2/24 at 11:25 a.m., the Administrator indicated he had never received a written
statement from CNA 23 regarding the 6/6/24 allegation with Resident C. When the CNA called, she did say
abuse. After he (the Administrator) talked to the CNA, he decided it wasn't abuse. CNA 23 had never voiced
an allegation to him regarding pulling the resident by the back of her pants and her falling to the bed or the
nurse yelling or pulling her arm.

During an interview on 7/2/24 at 2:24 p.m., RN 22 indicated she had been informed that an employee had
alleged she had abused Resident C around 6/6/24. She didn't remember the exact allegation. She did speak
to the Administrator about the allegation. She thought it was about flailing arms during care. There may have
been a second allegation too. She didn't remember.

A current, 5/12/23, facility policy titled, Abuse and Incident Reporting to IDOH , which was provided by the
DON on 7/1/24 at 10:55 a.m., indicated the following: It is the policy of this facility to report and submit abuse
and incidents to the Indiana State Department of Health in compliance with federal regulations .Time frames
for reporting: Immediately, but no later than 2 hours-suspicion of a crime with serious bodily injury or
allegations of abuse.

This citation relates to complaint INO0436566.

3.1-28(c)
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Respond appropriately to all alleged violations.
09676

Based on observation, interview, and record review, the facility failed to develop and implement a safety plan
(regarding 15 minute monitoring checks) to prevent resident to resident abuse for a resident with a diagnosis
of dementia and a history of intrusive wandering. This deficient practice resulted in the resident being hit in
the face, choked, and relocated to a new dementia unit. (Resident E)

Finding includes:

Review of a 6/14/24 facility reported incident indicated the following: During an resident to resident event on
6/14/24, Resident E wandered into Resident F's room and was going through Resident F's belongings.
Resident F popped Resident E in the mouth several times, resulting in Resident E having a red chin and a
little cut on his lip. Both resident's had dementia and resided on a secured dementia unit. On 6/14/24,
following the event, the facility implemented the preventative measures of separating the residents, Social
Services spoke with Resident F about not hitting, and Resident E was placed on 15- minute checks.

Review of a 6/15/24 facility reported incident indicated the following: Resident F reported he had put his
hands around Resident E's neck because he had entered his room and was going through his belongings.
Following the event, the facility had implemented these preventative measures of the residents were kept
apart and Resident E was moved to the other dementia care unit within the same facility.

During a confidential interview, it was indicated Resident E had recently been involved in two resident to
resident altercations within a 24-hour period of time. The first event had occurred on 6/14/24. Resident E had
wandered into another resident's room and was touching the other residents belongings. The other resident
had hit Resident E in the face and busted his lip. Resident E had a history of roaming into others rooms. The
facility was aware he had this behavior. To protect Resident E from future harm, the facility indicated they
would put Resident E on 15-minute checks for his own safety. One day later, Resident E had once again
entered the same resident's room and this time the other resident attempted to choke him. They did not
know how this could have happened if the resident was on 15-minute checks. They did not feel the
15-minute checks were completed. After the second event, the facility decided Resident E needed to be
moved to the other dementia unit for his own safety. Resident E had resided in the same unit for over a year
and it was all he knew. The move felt like a punishment to the resident; he had to move when it was the
other resident was aggressive. Since the move to the new unit, the resident had been in two different rooms,
which was unsettling to the resident.

During an observation on 6/24/24 at 2:20 p.m., Resident E was in the dining/activity room walking and
touching furniture.

During an observation on 6/26/24 at 10:41 a.m., the resident was seated at a table in the dining/activity area.
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During an observation on 6/27/29 at 9:50 a.m., the resident was seated away from the activity occurring in
the dining activity area.

During an observation on 6/27/29 at 2:20 p.m., the resident was seated in a recliner in the TV lounge with his
feet up.

Resident's E's clinical record was reviewed on 6/26/24 at 9:27 a.m. Current diagnoses included dementia,
anxiety, depression and Alzheimer's disease. The resident resided on the secured dementia unit.

The clinical record lacked indication of 15-minute monitoring checks as part of the facility's preventative
measures implemented following the 6/14/24 resident to resident altercation.

A 5/9/24, quarterly, Minimum Data Set (MDS) assessment indicated the resident was severely cognitively
impaired and wandered daily during the assessment period. A 2/7/24, annual, most current full, MDS
indicated the resident was severely cognitively impaired and wandered daily during the assessment period.

The resident had a current care plan problem/need related to resident will rummage thru other residents
belongings and the resident had behaviors of agitation, wandering, and taking others belonging. This
problem originated 9/19/2023. Approaches to this problem included attempt to redirect resident when
exhibiting behaviors, and redirect resident as necessary.

The resident had a current care plan problem/need regarding being at risk for impaired safety. Approaches to
this problem included distract resident when wandering.

A 6/6/2024 at 11:38 a.m. Nurses Note indicated the resident was roaming in hallways and into others rooms
per his baseline and was easily redirected.

A 6/12/2024 at 11:22 a.m. Nurses Note indicated the resident continued to roam in and out of rooms, and
take items and put them in other rooms or in his pants.

A 6/14/2024 at 1:54 p.m. Nurses Note indicated the resident was seen by another resident going through
there belongings in the closet. The resident was then hit on the left side of his chin and lip was busted by
another resident. The two residents were separated at time of report. The physician and family were notified
of the situation.

A 6/15/2024 at 8:10 p.m. Nurses Note indicated the resident had a poor interaction with another resident
when the other resident reported that he put his hands around Resident E's throat, because this resident was
rifling thru the other residents belongings. The residents were immediately separated and Resident E initially
rated his pain 2/10 on a [pain] scale, but after a few minutes was reassessed and his pain rating was zero.
This resident was moved to the other locked unit to prevent any further interactions between the two
residents.

A 6/18/2024 at 11:25 a.m. Nurses Note indicated the resident continued to wander in and out of rooms on
the new unit.

(continued on next page)
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F 0610 A 6/19/2024 at 12:39 a.m., Nurses Note indicated the resident continued to wander in and out of rooms and
was not able to be redirected. The resident was placed in another room for the night.

Level of Harm - Minimal harm or
potential for actual harm A 6/19/2024 at 11:32 a.m., Social Services Late Entry Note indicated the resident was again moved to a
different room.

Residents Affected - Few
During an interview on 6/27/24 at 9:41 a.m., CNA 25 indicated she had never monitored Resident E on a
15-minute checking schedule.

During an interview on 6/27/24 at 9:42 a.m., QMA 26 indicated she had never monitored Resident E on
15-minute checking schedule.

During an interview on 6/27/24 at 11:40 a.m., the DON indicated Resident E was not placed on 15-minute
monitoring following the 6/14/24 resident to resident altercation.

During an interview on 6/27/24 at 3:03 p.m., QMA 29 indicated Resident E wandered and entered other
resident's rooms.

A current, 2/29/21, facility policy titled Behavior Crisis, provided by Corporate Nursing Consultant 7 on
6/28/24 at 1:00 p.m., indicated the following: .Behavior Crisis: is defined as a situation in which the resident
is considered to be a significant danger to self or others. The crisis may or may not have been exhibited in
the past .

1. Implement measures to provide safety to residents and others as pertinent .

A current, 5/12/23, facility policy titled Abuse and Incident Reporting to IDOH, provided by the DON on 7/1/24
at 10:55 a.m., indicated the following:

.Instructions for Submitting an Incident Report . i. Preventive measure taken while the investigation is in
process .Interventions implemented or corrective action plan

This citation relates to complaint INO0436913 and IN0O0436778.

3.1-28(d)
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F 0638 Assure that each resident’s assessment is updated at least once every 3 months.

Level of Harm - Minimal harm or 48146
potential for actual harm
Based on record review and interview, the facility failed to ensure timely completion of Quarterly Minimum
Residents Affected - Few Data Set (MDS) assessments every three months for 4 of 4 reviewed for timely assessment. (Residents 22,
35, 60, 73)

Findings include:

1. Resident 22's clinical record was reviewed on 6/26/24 at 1:05 p.m. Current diagnosis included left sided
hemiplegia following a cerebral infarction, major depressive disorder, and repeated falls.

The resident had a Quarterly MDS assessment, with the Assessment Reference Date (ARD) of 11/11/23
which was completed on 11/29/23. The assessment was completed 4 days late.

The resident had a Quarterly MDS assessment, with the ARD of 5/10/24 which was completed on 5/27/24.
The assessment was completed 3 days late.

2. Resident 35's clinical record was reviewed on 6/28/24 at 10:05 a.m. Current diagnosis included
hypertension, chronic obstructive pulmonary disease, and bipolar disorder.

The resident had a Quarterly MDS assessment, with the ARD of 5/15/24 which was completed on 6/10/24.
The assessment was completed 11 days late.

3. Resident 60's clinical record was reviewed on 6/26/24 at 2:15 p.m. Current diagnosis include chronic
obstructive pulmonary disease, spinal stenosis, and chronic pain.

The resident had a Quarterly MDS assessment, with the ARD of 11/28/23 which was completed on 12/18/23.
This assessment was completed 5 days late.

The resident had a Quarterly MDS assessment, with the ARD of 2/28/24 which was completed on 3/22/24.
This assessment was completed 1 day late.

4. Resident 73's clinical record was reviewed on 6/27/24 at 1:08 p.m. Current diagnosis included chronic
obstructive pulmonary disease, atrial fibrillation, and emphysema.

The resident had a Quarterly MDS assessment, with the ARD of 5/15/24 which was completed on 6/10/24.
This assessment was completed 13 days late.

During an interview, on 6/27/24 at 2:53 p.m., the MDS Coordinator indicated her team utilized the Resident
Assessment Instrument (RAIl) manual online for properly managing the MDS tasks. The work was split up
between herself and a co-worker. She indicated the above listed assessments were completed late.

According to the current RAI manual, retrieved from https://www.cms.
gov/files/document/finalmds-30-rai-manual-v11811october2023.pdf, on 7/3/24 at 10:01 a.m., indicated the
following: . The Quarterly MDS completion date must be no later than 14 days after the assessment
reference date (ARD) .

(continued on next page)
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F 0640

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Encode each resident’s assessment data and transmit these data to the State within 7 days of assessment.
48146

Based on record review and interview, the facility failed to ensure timely submission of Minimum Data Set
(MDS) assessments for 1 of 1 resident reviewed for assessment submission. (Resident 104)

Findings include:

Resident 104's closed clinical record was reviewed on 6/26/24 at 10:43 a.m. Clinical diagnosis included
sepsis, congestive heart failure, and diabetes mellitus. The clinical record indicated the resident discharged
from the facility on 4/4/24.

The resident had a Discharge MDS assessment with the Assessment Reference Date (ARD) of 4/4/24,
which was completed on 4/18/24. This assessment was completed on time, but electronically transmitted for
submission on 6/24/24. The assessment was transmitted 68 days late.

During an interview, on 6/27/24 at 2:53 p.m., the MDS Coordinator indicated the assessment transmission
task was split between herself and her offsite corporate consultant. This discharge assessment was missed
in error during the transmission process. Once this error was discovered, the assessment was transmitted
electronically immediately. She utilized the online Resident Assessment Instrument (RAI) manual for
guidance as the MDS Coordinator.

Review of the current the RAI manual, retrieved from https://www.cms.
gov/files/document/finalmds-30-rai-manual-v11811october2023.pdf, on 7/3/24 at 10:01 a.m., indicated the
following: . The Discharge assessment transmission date is no later than the MDS completion date plus 14
days
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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm or
potential for actual harm 09676

Residents Affected - Few Based on interview and record review, the facility failed to schedule, hold, and invite resident representatives
to care plan meetings, held in conjunction with the assessment process for 3 of 4 residents reviewed for the
provision of care plan meetings. (Residents E, F, & 92)

Findings include:

During a confidential interview with a resident representative, the representative indicated they were the
party who was responsible for decision making and direction of the resident's care. The resident did not
make independent decisions. The facility had not held a care plan meeting thus far in 2024. Their resident
resided on one of the two secured dementia units.

1. Resident F's clinical record was reviewed on 6/26/24 at 9:34 a.m. Current diagnoses included dementia,
anxiety, and psychotic mood disturbance. The resident resided on a secured dementia unit. The resident had
an annual Minimum Date Set (MDS) assessment completed on 5/23/24. The resident also had a quarterly
MDS assessment completed on 3/22/24. The resident additionally had a quarterly MDS assessment
completed on 12/21/23.

The clinical record indicated the most current care plan meeting was held on 6/21/23.

The clinical record lacked documentation of a care plan meeting held in conjunction with the 5/23/24,
3/22/24, and 12/21/23 assessments.

2. Resident 92's clinical record was reviewed on 6/26/24 at 9:39 a.m. Current diagnoses included delusional
disorder, dementia, and anxiety. The resident resided on the secured dementia unit. The resident had a
quarterly MDS assessment completed on 5/30/24. The resident also had a quarterly MDS assessment
completed on 2/28/24.

The clinical record indicated the most current care plan meeting was held on 1/12/24.

The clinical record lacked documentation of a care plan meeting held in conjunction with 5/30/24 and 2/28/24
assessments.

3. Resident's E's clinical record was reviewed on 6/26/24 at 9:27 a.m. Current diagnoses included dementia,
anxiety, depression and Alzheimer's disease. The resident resided on the secured dementia unit. The
resident had a quarterly MDS assessment completed on 5/9/24. The resident also had a quarterly MDS
assessment completed on 2/7/24.

The clinical record indicated the most current care plan meeting was held on 1/18/24.

The clinical record lacked documentation of a care plan meeting held in conjunction with 5/9/24 and 2/7/24
assessments.

(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 155005 Page 14 of 32



Department of Health & Human Services Printed: 08/28/2024

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
155005 B. Wing 07/02/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Beaumont Rehabilitation and Healthcare Center 1345 N Madison Ave
Anderson, IN 46011

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 0657 During an interview on 7/1/24 at 9:08 a.m., the Dementia Unit Manager indicated he was the individual
responsible for scheduling, inviting, and leading care plan meets for residents who resided on the secured
Level of Harm - Minimal harm or dementia units. There had been difficulties scheduling and holding care plan meetings due to the new
potential for actual harm frequency of the MDS assessments. He did not have any information regarding care plan meetings since
January 2024 for Residents E, F and 92. These three residents had not had formal care plan meetings since
Residents Affected - Few January 2024 or prior.

A current, undated, facility policy titled Care Plans Protocol, provided by the DON on 7/1/24 at 9:56 a.m.,
indicated Care Plan meeting will be held within 7 days of the completion date [MDS] .

Meetings will occur on set day and time (no excuse for not having a care plan meeting).

3.1-35(c)(1)
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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42685
potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure the completion of physician
Residents Affected - Few ordered wound care treatments to promote healing of an abrasion for 1 of 2 residents reviewed for skin
conditions. (Resident 83)

Finding includes:

Resident 83's clinical record was reviewed on 6/27/24 at 10:22 a.m. Diagnoses included an abrasion of the
left foot, subsequent encounter, weakness, and unsteadiness on feet.

A physician's order, dated 6/5/25, indicated to clean with Dakins (wound cleanser), apply collagen (wound
treatment) to open area, and cover with foam and secure with elastic bandage to left outer foot topically
every evening shift for wound healing. This order was discontinued on 6/12/24.

A current physician order, dated 6/25/24, indicated to cleanse the left outer foot with Dakins (wound
cleanser), apply collagen (wound treatment) to the open area and skin preparation to the tissue surrounding
the wound, secure with bordered dressing every night shift on Tuesdays, Thursdays, and Saturdays for
wound healing and as needed for soilage or displacement.

Review of the treatment administration record for June 2024 lacked completion of wound treatments for the
resident on the following dates and shifts:

a. 6/5/24 - evening

b. 6/7/24 - evening

. 6/9/24 - evening

d. 6/10/24 - evening
e. 6/14/24 - night shift

The clinical record lacked indication why the resident's left lateral foot abrasion treatments were not
completed.

A quarterly Minimum Data Set, dated dated [DATE], indicated the resident was cognitively intact. She used a
wheelchair for mobility. The resident required moderate assistance for toileting and limited assistance for
transfers. Skin conditions included a foot infection.

A current care plan, dated 7/14/23, indicated the resident was at risk for impaired skin integrity with a left
outer foot abrasion. Interventions included the following: treatment per physician orders (1/12/24) and wound
consult as needed (1/12/24).

A wound assessment, dated 2/17/24, indicated the left outer foot- abrasion full thickness measured 1.5
centimeters (cm) length (L) by 2 cm width (W) x 0.1 cm depth (D) with moderate drainage.

(continued on next page)
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F 0684 A wound assessment, dated 6/25/24, indicated the left outer foot abrasion measured 1 cm L by 1 cm W by 0.
5 cm D with moderate drainage.
Level of Harm - Minimal harm or

potential for actual harm During a wound observation on 6/27/24 at 3:39 p.m., accompanied by LPN 12, Resident 83 had a wound to
the left lateral foot, which was open and slightly smaller than the tip of an eraser. The size of the wound was
Residents Affected - Few consistent with the recent wound assessment. A small amount of serous drainage was noted on the removed

dressing. During an interview with the resident, she indicated the abrasion was due to her running over her
own foot with a wheelchair.

During an interview on 6/28/24 at 3:58 p.m., LPN 18 indicated documentation should not have been left

blank on several shifts in the treatment administrator record (TAR). Wound treatments should have been
completed as ordered. There was no way to show the treatment had been administered when it was left
blank.

During an interview on 6/28/24 at 4:50 p.m., the DON indicated treatment/wound care orders should have
been completed as ordered by the physician to promote healing of a wound.

A current facility policy, dated 12/1/23 and titled Physician Services and Orders, provided by Corporate
Nurse Consultant 7 on 7/1/24 at 3:07 p.m., indicated the following: .POLICY: It is the policy of the facility to
ensure that the medical care of each resident is supervised by a physician. The facility will provide care and
services related to physician services in accordance with State and Federal regulations. PROCEDURE: . 11.
All physician orders will be followed as prescribed and if not followed, the reason shall be recorded in the the
resident's medical record during that shift

3.1-37(a)
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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42685
potential for actual harm
Based on observation, interview, and record review, the facility failed to provide wound care treatment and
Residents Affected - Few care as ordered to promote healing of a pressure injury for 1 of 3 residents reviewed for pressure injuries.
(Resident 70)

Finding includes:

Resident 70's clinical record was reviewed on 6/26/24 at 4:20 p.m. Diagnoses included unspecified atrial
fibrillation, weakness, chronic pain, and other abnormalities of gait and mobility.

A physician order, dated 4/11/24, indicated to clean buttock with normal saline, apply Santyl (wound
treatment for debridement) to open area, skin prep surrounding the wound area, and cover with a bordered
dressing every evening shift for wound healing. This order was discontinued on 6/4/24.

A current physician order, dated 6/4/24, indicated to clean buttock with normal saline apply santyl to the open
area, skin prep the surrounding wound area and cover with bordered dressing every shift for wound healing.

Review of the treatment administration record for May and June 2024 indicated wound treatments were not
completed on the following dates and shifts:

a. 5/5/24 - evening shift

b. 5/10/24 - evening shift

c. 5/12/24 - evening shift

d. 5/25/24 - evening shift

e. 5/27/24 - evening shift

f. 6/9/24 - night shift

g. 6/10/24 - day and night shift

h. 6/22/24 - day and night shift

The clinical record lacked indication of why the resident's right buttock treatments were not completed.

A significant change Minimum Data Set (MDS), dated [DATE], indicated the resident was cognitively intact.
He required moderate assistance from staff to roll left and right and maximal assistance for toileting and
transfers. The resident exhibited occasional urinary incontinence and frequent bowel incontinence. He had
one unstageable pressure injury due to coverage of wound bed by slough or eschar. It was not present on

admission. Interventions included pressure injury care.

(continued on next page)
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F 0686 A current care plan, dated 2/9/24, indicated the resident had impaired skin integrity related to an unstageable
right buttock pressure injury. Interventions included the following: treatments per physician orders (2/22/24),
Level of Harm - Minimal harm or low air loss mattress (3/14/24), and treatment as prescribed by wound care (2/15/24).

potential for actual harm
A current care plan, dated 2/9/24, indicated the resident had chronic condition with risk for discomfort,
Residents Affected - Few complications, or decline related to a displaced intertrochanteric fracture of the left femur, subsequent
encounter for closed fracture with routine healing. Interventions included enhanced barrier precautions as
posted (4/30/24).

A wound assessment, dated 2/22/24, indicated a new right buttock stage 2 pressure injury (partial thickness
skin loss with exposed dermis) measured 3.5 centimeters (cm) length (L) by 2.5 cm width (W) by 0.1 cm
depth (D).

A provider progress note, dated 3/19/24, indicated the resident's right buttock stage 2 wound evolved to an
unstageable pressure injury (obscured full-thickness skin and tissue loss) upon readmission from the
hospital.

A wound note, dated 6/13/24, indicated the right buttock unstageable pressure injury measured 1.9 cm L by
1.8 cm W by 0.1 cm D and was acquired in-house.

A wound note, dated 6/25/24, indicated the right buttock unstageable pressure injury was improving with
delayed wound closure. The wound measurement was 2.0 cm L by 1.5 cm W by 0.1 cm D. The skin and
wound note indicated, on 5/21/24, the provider spoke with the resident and wound nurse about assessing the
resident and debridement two times a week to increase healing, due to a lag in healing time. On 5/28/24 the
wound was stable and debrided (dead tissue removed). On 6/13/24, the wound remained stalled with slough
in place.

During a wound observation on 6/27/24 at 2:38 p.m., LPN 12 and CNA 13 entered the resident's room for
wound care. LPN 12 used gloved hands and removed a moderately soiled dressing, dated 6/25/24, from the
resident's right buttock. The nurse confirmed the dressing was dated 6/25/24. The dressing had not been
changed on 6/26/24.

During an interview on 6/28/24 at 3:58 p.m., LPN 18 indicated the resident's clinical record lacked indication
of the ordered treatment being completed on several shifts in the treatment administrator record (TAR). It
was unacceptable to not complete the treatments as ordered. There was no way to show the treatment had
been administered when it was left blank.

During an interview on 6/28/24 at 4:40 p.m., the DON indicated treatment/wound care orders should have
been completed as ordered by the physician to promote healing of a wound.
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F 0686 A current facility policy, dated 11/2023 and titled Treatment/Service to Prevent/Heal Pressure Ulcers,
provided by the DON on 7/1/24 at 1:45 p.m., indicated the following: .INTENT: It is the policy of the facility to

Level of Harm - Minimal harm or ensure it identifies and provides needed care and services that are resident centered, in accordance with the

potential for actual harm resident's preferences, goals for care and professional standards of practice that will meet each resident's

physical, mental, and psychosocial needs. PROCEDURE: 1. The facility will ensure that based on the
comprehensive Assessment of a resident: . b. A resident with pressure ulcers receives necessary treatment
and services, consistent with professional standards of practice, to promote healing, prevent infection and
prevent new ulcers from developing

Residents Affected - Few

3.1-40(a)(2)
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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm or 48146
potential for actual harm
Based on observation, record review, and interview the facility failed to follow physician orders related to
Residents Affected - Few oxygen administration for 2 of 4 residents reviewed for respiratory care. (Residents 60 and 73)

Findings include:

1. During an observation on 6/24/24 at 11:23 a.m., Resident 60 was seated upright in bed with a nasal
cannula in place. The oxygen concentrator was set to 4 liters per minute.

On 6/24/24 at 2:17 p.m., Resident 60 was observed slumped down in her bed with her nasal cannula in
place. The oxygen concentrator was set to 4 liters per minute.

On 6/25/24 at 10:25 a.m., Resident 60 was observed lying in bed with her nasal cannula in place. The
oxygen concentrator was set to 4 liters per minute.

On 6/26/24 at 11: 11 a.m., Resident 60 was lying in bed, with her head elevated and her nasal cannula in
place. The oxygen concentrator was set to 4 liters per minute.

On 6/26/24 at 3:22 p.m., Resident 60 was slumped down in her bed with her nasal cannula in place. The
oxygen concentrator was set to 3.5 liters per minute.

Resident 60's clinical record was reviewed on 6/26/24 at 2:15 p.m. Her diagnoses included chronic
obstructive pulmonary disease (COPD), acute bronchitis, unspecified asthma, and chronic pain.

Resident 60's current physician orders, dated 4/23/23, indicated continuous oxygen at 2-3 liters per minute
by nasal cannula for shortness of breath.

An Admission Minimum Data Set (MDS) assessment, dated 8/28/23, indicated she required oxygen.

A current respiratory care plan, initiated on 8/21/23, indicated the resident is at risk for discomfort,
complications, and decline related to COPD. The interventions included was to provide oxygen per
physicians orders and elevate the head of the bed for comfort measures.

During an interview, on 6/27/24 at 12:41 p.m., the Family Tree Unit Manager indicated Resident 60's oxygen
concentrator was set to 3.5 liters, instead of between 2 and 3 liters. The nurse on shift was to ensure the
residents oxygen was set to the correct liters per the physicians orders.

2. During an observation on 6/24/24 at 11:12 a.m., Resident 73 was lying in bed watching television, with his
nasal cannula in place. He indicated his oxygen should be set on 2 liters per minute. The oxygen
concentrator was set to 3 liters per minute.

On 6/25/24 at 10:37 a.m., Resident 73 was fully dressed, lying in his bed with his nasal cannula in place. The
oxygen concentrator was set to 3 liters per minute.

(continued on next page)
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F 0695 On 6/26/24 at 11:14 a.m., Resident 73 was lying in bed with his nasal cannula in place. The oxygen
concentrator was set to 3 liters per minute.

Level of Harm - Minimal harm or
potential for actual harm On 6/27/24 at 12:09 p.m., Resident 73 was seated in his bed with his nasal cannula in place. The oxygen
concentrator was set to 3.5 liters per minute.

Residents Affected - Few
Resident 73's clinical record was reviewed on 6/27/24 at 1:08 p.m. His diagnoses included COPD,
emphysema and unspecified atrial fibrillation.

Resident 73's current physicians orders, dated 4/5/22, indicated the resident may use oxygen at 2 liters per
minute by nasal cannula 24/7.

A quarterly MDS assessment, dated 5/15/24, indicated the resident required oxygen.

A current respiratory care plan, initiated 6/8/23, indicated the resident was at risk for discomfort,
complications, and decline related to COPD and emphysema. The interventions included were to provide
oxygen per physicians orders and elevate the head of the bed for comfort measures.

During an interview on 6/27/24 at 12:18 p.m., LPN 32 indicated the nurse on staff was responsible for
checking the oxygen concentrator and ensure they were set as ordered by the physician.

During an interview on 7/1/24 at 2:58 p.m., the DON indicated the expectation for the nursing staff is to
ensure the physician orders were being followed.

Review of a current facility policy, dated 12/1/23 and titled Physician Services and Orders, provided by
Corporate Nurse Consultant 7 on 7/1/24 at 3:07 p.m., indicated the following: .11. All physician orders will be
followed as prescribed and if not followed, the reason shall be recorded in the resident's medical record
during the shift

3.1-47(a)(6)
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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.

Level of Harm - Minimal harm or
potential for actual harm 48146

Residents Affected - Some Based on record review and interview, the facility failed to ensure shift to shift narcotic reconciliation was
completed for 6 of 6 carts reviewed for medication storage of 11 total medication and treatment carts.
(Rehab cart, Intermediate back cart, 400 hall cart, 500 hall cart, 200 hall cart and 300 hall cart)

Findings include:

1. During a medication storage observation of the 400 hall cart, accompanied by LPN 33, on 6/26/24 at 9:23
a.m., the Controlled Substances Check Form record was reviewed and the following dates lacked shift to
shift reconciliation of controlled substances:

In June 2024-

6/1, 6/2, 6/3, 6/4, 6/5, 6/6, 6/7, and 6/8 on all three shifts,

6/10 on evening and night shifts,

6/11 on day and evening shifts,

6/12 from 6:00 p.m.- 10:00 p.m. and night shift,

6/13 on day shift and 2:00 p.m. - 6:00 p.m., and night shift

6/17 on day shift and 2:00 p.m.- 6:00 p.m.,

6/18 on evening and night shift,

6/19 on day shift,

6/21 on day shift and night shift,

6/22 on all three shifts,

6/24 on night shift,

6/25 on all three shifts.

2. During a medication storage observation of the 500 hall cart, accompanied by LPN 34, on 6/26/24 at 9:23
a.m., the Controlled Substances Check Form record was reviewed and the following dates lacked shift to
shift reconciliation of controlled substances:

In June 2024-

(continued on next page)
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F 0755 6/2 on day shift, 6:00 p.m. - 10:00 p.m., and night shift,
Level of Harm - Minimal harm or 6/4 from 6:00 p.m. - 10:00 p.m., and night shift

potential for actual harm
6/5 on evening shift and night shift,

Residents Affected - Some
6/6 on night shift,

6/8 on evening and night shift,

6/9 on all three shifts,

6/10 on all three shifts,

6/11 on night shift,

6/12 on all three shifts,

6/13 on all three shifts,

6/14 on day and evening shifts,

6/16 on all three shifts,

6/18 on all three shifts,

6/20 on day and night shifts,

6/23 on all three shifts,

6/24 on all three shifts,

6/25 on all three shifts.

3. During a medication storage observation of the Rehab hall cart, accompanied by LPN 9, on 6/26/24 at
9:47 a.m., the Controlled Substances Check Form record was reviewed and the following dates lacked shift
to shift reconciliation of controlled substances:

In June 2024-

6/6 on night shift,

6/19 on day shift and 2:00 p.m. - 6:00 p.m.,

6/23 on night shift,
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F 0755

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

4. During a medication storage observation of the 200 hall cart, accompanied by QMA 20, on 6/26/24 at
10:03 a.m., the Controlled Substances Check Form record was reviewed and the following dates lacked shift
to shift reconciliation of controlled substances:

In June 2024-

6/2 on all three shifts,

6/3 on day shifts and 2:00 p.m. - 6:00 p.m.,

6/4 from 6:00 p.m. - 10:00 p.m.,

6/5 on evening shift,

6/6 on evening and night shifts,

6/8 on day shift and from 2:00 p.m. - 6:00 p.m.,

6/9 from 6:00 p.m.- 10:00 p.m. and night shift,

6/10 on all three shifts,

6/12 on evening and night shifts,

6/13 on evening and night shifts,

6/14 from 11:00 p.m. - 6:00 a.m.,

6/15 on night shift,

6/18 on night shift,

6/19 on night shift,

6/20 on night shift,

6/24 on evening and night shifts,

6/25 on evening shift.

5. During a medication storage observation of the Intermediate back hall cart, accompanied by LPN 10, on
6/26/24 at 11;10 a.m., the Controlled Substances Check Form record was reviewed and the following dates
lacked shift to shift reconciliation of controlled substances:

In June 2024-

6/2 on day shift and 2:00 p.m. - 6:00 p.m.,

(continued on next page)
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F 0755 6/7 on evening shift,
Level of Harm - Minimal harm or 6/9 from 2:00 p.m. - 6:00 p.m.,

potential for actual harm
6/10 on day shift and 2:00 p.m. - 6:00 p.m.,

Residents Affected - Some
6/12 from 2:00 p.m. - 6:00 p.m.,

6/14 on day shift,

6/15 on day shift,

6/17 on night shift,

6/18 from 6:00 p.m. - 10:00 p.m. and night shift,

6/19 from 12:00 a.m. - 6:00 a.m.,

6/21 from 6:00 p.m. - 10:00 p.m. and night shift,

6/22 on night shift,

6/23 from 6:00 p.m. - 10:00 p.m.,

6/25 on evening and night shift,

6. During a medication storage observation of the 300 hall cart, accompanied by LPN 35, on 6/26/24 at 11:24
a.m., the Controlled Substances Check Form record was reviewed and the following dates lacked shift to
shift reconciliation of controlled substances:

In June 2024-

6/1 on day and evening shifts,

6/2 on night shift,

6/4 on evening shift,

6/5 on evening shift,

6/6 from 2:00 p.m. - 6:00 p.m.,

6/8 on day shift,

6/13 from 2:00 p.m. - 6:00 p.m.,

6/14 on night shift,
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F 0755 6/15 from 12:00 p.m. - 2:00 p.m.,

Level of Harm - Minimal harm or 6/20 from 2:00 p.m. - 6:00 p.m.,
potential for actual harm
6/23 on night shift,
Residents Affected - Some

6/25 from 2:00 p.m. - 6:00 p.m.,

During an interview, on 6/26/24 at 10:19 a.m., the Family Tree Unit Manager indicated the expectation was
for the nursing staff to sign the Controlled Substances Check Form at the start and end of each shift. She
was not sure why this task was not being completed as expected.

During an interview, on 6/26/24 at 10:13 a.m., the DON indicated all nurses were to sign the narcotic counts
sheets for persons taking over the cart and the person leaving the cart. A lack of signature and incomplete
counts was a risk for drug diversion.

A current, undated, facility policy titled, Narcotic Nurse to Nurse Reconciliation, provided by the DON on
7/1/24 at 3:45 p.m., indicated the following: . When keys to secured storage area occur between 2 applicable
licensed staff there will be a count that is completed to validate the items are accurate Each reconciliation will
require: 1. Two signatures (on coming and off going) .

3.1- 25(b)(3)
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
Level of Harm - Minimal harm or locked, compartments for controlled drugs.

potential for actual harm

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48146
Residents Affected - Few

Based on observation and interview, the facility failed to ensure insulin (a medication to treat diabetes
mellitus) vials were dated when opened and disposed of when expired for 2 of 6 carts reviewed for
medication storage. (Rehab hall cart and 400 hall cart)

Findings include:

During a medication storage observation of the 400 hall cart, accompanied by LPN 33 on [DATE] at 9:23 a.m.
, the following was observed:

One open vial of Lispro (rapid-acting) insulin, dated [DATE]; the vial was approximately half full.

One open vial of Glargine (long-acting) insulin, dated [DATE]; the vial was approximately half full.

One open vial of Lispro (rapid-acting) insulin, dated [DATE]; the vial was approximately half full.

During an interview at the time of the observation, LPN 33 indicated she thought insulin was good for 30
days, but if a nurse was unsure how long medication was good for, she should ask the unit manager or
another staff member. The insulins dated [DATE], [DATE], and [DATE] were expired and should no longer be

used. There were 3 residents on the 400 hall that utilized insulin medication.

During a medication storage observation of the Rehab hall cart, accompanied by LPN 9, on [DATE] at 9:47 a.
m., the following was observed:

Two opened undated vials of Lispro insulin.

One opened undated vial of Lantus (long-acting) insulin.

During an interview at the time of the observation, LPN 9 indicated she was unaware of when the vials were
opened and she had not given insulin to the residents on her shift. Two residents on the Rehab hall utilized

insulin medication.

During an interview on [DATE] at 11:10 a.m., LPN 10 indicated opened insulin vials were good for 30 days.

During an interview on [DATE] at 11:54 a.m., LPN 32 indicated insulin was good for 30 days. The narcotics

book, stored on all medication carts, contained a Product Expiration Dates page with information with about

medications and when to dispose of them. The expired insulin on the 400 hall cart should be disposed of.

(continued on next page)
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F 0761 During an interview on [DATE] at 9:51 a.m., the Family Tree Unit Manager indicated insulin was good for 28
days and should be dated when opened.

Level of Harm - Minimal harm or
potential for actual harm A current facility document, revised ,d+[DATE] and titled Product Expiration Dates, provided by the DON on

[DATE] at 11:41 a.m., indicated the following: .Room temperature expiration date for insulin vials is 28 days .
Residents Affected - Few

A current facility policy, revised ,d+[DATE] and titled Labeling and Storage of Medication/Biologicals,
provided by the DON on [DATE] at 11:41 a.m., indicated the following: . Facility staff should record the date
opened on the medication container when the medication has a shortened expiration date once opened
3XXX,d+[DATE](j)

3XXX,d+[DATE](K)
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F 0867 Set up an ongoing quality assessment and assurance group to review quality deficiencies and develop
corrective plans of action.

Level of Harm - Minimal harm or
potential for actual harm 48146

Residents Affected - Some Based on record review and interview, the facility failed to develop and implement approaches to correct
identified deficient practices and audits to measure success of Performance Improvement Plans (PIP) as
part of the Quality Assurance and Performance Improvement (QAPI) program.

Findings include:

During an interview, on 6/26/24 at 10:14 a.m., the DON indicated she had started Performance Improvement
Plan (PIP) for an identified concern at the facility, such the failure of nurses to sign in and out to acknowledge
reconciliation of the narcotic medication at the change of shift. She indicated the completion date for her PIP

was 9/13/24.

A current facility PIP guide, provided by the DON on 6/26/24 at 10:14 a.m., indicated the start date as
6/13/24 for nurses not signing in and out on the record of accepting narcotic responsibilities. The plan or
tasks to be completed included a review of sign in/sign out sheets, a staff in-service, and Clean Fridays
audits were to be initiated. The staff in-service was held on 6/13/24. The facility nursing staff was verbally
re-educated on 6/26/24.

During an interview, on 7/2/24 at 3:00 p.m., the DON indicated she did not have any audit tools, additional
documentation, or evidence to provide to support the implementation of approaches listed on the PIP
guidance tool. The Family Tree Unit Manager was doing reviews of the medication cart narcotics binders on
Fridays, but the DON had not created the Clean Fridays tool as of yet. She indicated on the review dates
listed, she would analyze the audit tools and complete the sections measuring the outcome of the action
plan.

Review of a current facility policy, titled, Quality Assurance and Performance Improvement, dated 11/23, and
provided by the Administrator following the Entrance Conference on 6/24/24, indicated the following: .
Maintain documentation and demonstrate evidence of its ongoing QAPI program that meets the
requirements of this section. This may include but is not limited to systems and reports demonstrating
system identification, reporting, investigation, analysis, and prevention of adverse events; and documentation
demonstrating the development, implementation, and evaluation of corrective actions or performance
improvement activities .

Cross reference F755.
Cross reference F761.

3.1-52(b)(2)
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F 0880

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
42685

Based on observation, interview, and record review, the facility failed to follow infection prevention and
control procedures during wound care related to Enhanced Barrier Precautions (EBPs) for 2 of 5 resident
reviewed for skin impairments. (Residents 70 and 83)

Findings include:

During an observation on 6/24/24 at 11:02 a.m., Resident 70's door was closed with an Enhanced Barrier
Precaution sign noted on the left side of the door. A personal protective equipment (PPE) canister was to the
left of the door just outside the resident door. The sign was readily visible and indicated to use hand hygiene,
a gown, and gloves for all high contact resident care to include wound care.

During a wound observation and interview on 6/27/24 at 2:38 p.m., LPN 12 and CNA 13 entered Resident
70's Enhanced Barrier Precaution room with the sign visible to the left side of the door along with the
personal protective equipment canister. They both performed hand washing, donned gloves, then LPN 12
set everything up for wound care. LPN 12 used gloved hands and removed the moderately soiled dressing
from the resident's right buttock. CNA 13 was there to assist with the wound care. Neither LPN 12 nor CNA
13 donned a gown. Throughout wound care, both LPN 12 and CNA 13 leaned up against the resident's
mattress with their unprotected clothing. The wound bed on the right buttocks was covered with slough and
consistent with the last wound assessment measurements and description.

Resident 70's clinical record was reviewed on 6/26/24 at 4:20 p.m. A current physician order, dated 4/25/24,
included the following: Enhanced Barrier Precaution Isolation for high contact resident activity. Gown and
glove use was required for dressing, bathing/showering, transferring, changing linens, providing hygiene,
changing briefs, or assisting with toileting, device care or use (central line, urinary catheter, feeding tube,
tracheostomy), or wound care every shift.

During an observation on 6/24/24 at 11:59 a.m., Resident 83's room had an Enhanced Barrier Precaution
sign noted to the left of her door. Upon entry to the room, the Personal Protective Equipment (PPE) canister
was located behind the door in a canister.

Resident 83's clinical record was reviewed on 6/27/24 at 10:22 a.m. A current physician's order, dated
4/25/24, included the following: Enhanced Barrier Precaution Isolation for high contact resident activity.
Gown and glove use was required for dressing, bathing/showering, transferring, changing linens, providing
hygiene, changing briefs, or assisting with toileting, device care or use (central line, urinary catheter, feeding
tube, tracheostomy), or wound care every shift.

During a wound observation on 6/27/24 at 3:39 p.m., LPN 12 approached Resident 83's room with an
Enhanced Barrier Precaution sign hung on the left side of the resident's door. The sign indicated high contact
care such as wound care required hand hygiene, a gown, and gloves. Upon entry to the resident's room,
LPN 12 washed her hands. She donned gloves for wound care but did not wear a gown for the wound care.
Upon removal of the dressing, the wound to the left lateral foot was open and slightly smaller than the tip of
an eraser with a discernable depth. A small amount of serous drainage was noted on the removed dressing.

(continued on next page)
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During an interview on 6/27/24 at 4:00 p.m., LPN 12 indicated Residents 70 and 83's rooms had EBP
signage on the doors, readily visible prior to entry to the rooms. She had just performed wound care with
both of these residents without the use of a gown in either room. She was uncertain if both of the residents
were listed for use of EBPs during wound care or if the sign was posted for their roommates.

During an interview on 6/27/24 at 4:10 p.m., LPN 10 indicated any high contact care for residents with open
wounds required the use of EBPs. Required personal protective equipment (PPE) included proper hand
hygiene, gown, and glove use. Wound care was considered high contact care.

During an interview on 6/27/24 at 4:14 p.m., CNA 13 indicated she was uncertain what PPE should have
been worn for EBPs and when EBPs should have been utilized or implemented. She had just assisted with
wound care in Resident 70's room with an EBP sign on the door. She had not worn a gown during the wound
care. She then read the EBP sign on the door and indicated she should have worn a gown in addition to her
gloves during the wound care for Resident 70.

During an interview on 6/27/24 at 4:19 p.m., LPN 12 indicated both Resident 70 and Resident 83 had orders
for EBPs. She had not worn a gown during wound care for Resident 70 and Resident 83 on this date. EBPs
required a gown and gloves use for high contact care such as wound care.

During an interview on 7/1/24 at 2:50 p.m., the DON indicated EBPs should have been followed by all staff
during wound care. The facility followed physician's orders as it was a nursing standard of practice.

A current undated facility policy, titted Enhanced Barrier Precautions, provided by Corporate Nurse
Consultant 7 on 7/1/24 at 8:45 a.m., indicated the following: Policy Statement . Enhanced barrier precautions
(EBPs) are utilized to prevent the spread of multi-drug resistant organisms . Policy Interpretation and
Implementation 1. Enhanced barrier precautions (EBPs) are used as an infection prevention and control
intervention to reduce the spread of multi-drug resistant organisms (MDROs) to residents. 2. EBPs employ
targeted gown and glove use during high contact resident care activities when contact precautions do not
otherwise apply. a) Gloves and gown are applied prior to performing the high contact resident care activity .
3) Examples of high-contact resident care activities requiring the use of gown and gloves for EBPs include: .
h) wound care
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