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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm Based on observation, interview, and record review, the facility failed to ensure availability of fluids at the
or potential for actual harm bedside for 1 of 1 resident reviewed for accommodation of needs. (Resident 35)

Residents Affected - Few Findings include:

The clinical record for Resident 35 was reviewed on 5/28/25 at 11:45 a.m. The diagnoses included, but were
not limited to, dementia and protein-calorie malnutrition.

During an observation on 5/27/25 at 1:54 p.m., Resident 35 was lying in bed with no water available at the
bedside.

During an observation on 5/28/25 at 9:54 a.m., Resident 35 had an empty clear cup at the bedside. No water
was available at the bedside.

During an observation on 5/28/25 at 1:19 p.m., Resident 35 was lying in bed with no fluids at the bedside.

During an observation on 5/29/25 at 9:01 a.m. and 1:30 p.m., Resident 35 did not have any fluids available at
the bedside.

An Annual Minimum Data Set (MDS) assessment, dated 4/22/25, indicated Resident 35 was severely
cognitively impaired and required partial/moderate assistance with using suitable utensils to bring food
and/or liquid to the mouth and swallow.

The plan of care for Resident 35, dated 9/12/22, indicated the resident required assistance with activities of
daily living (ADLs) related to weakness. The interventions included, but were not limited to, being well
nourished daily with staff assistance.

The plan of care for Resident 35, dated 9/12/22, indicated the resident was at risk for altered nutrition related
to the diagnosis of dementia. The interventions included, but were not limited to, encourage the resident to
consume fluids and fluid availability at the bedside.

During an interview with the Director of Nursing (DON) on 5/29/25 at 1:40 p.m., she indicated Resident 35
should have water at the bedside. The DON indicated staff needed to offer Resident 35 water and/or fluids
anytime they went into her room since she was unable to initiate it herself.

(continued on next page)
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F 0558

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

The Hydration Policy was provided by the Administrator on 5/29/25 at 12:10 p.m. It indicated, . the facility
offers each resident sufficient fluid, including water and other liquids, consistent with resident needs and
preferences to maintain proper hydration and health .4.(b)(i) Offer the resident a variety of fluids during and
in between meals .4.(b)(iii) Ensure beverages are available and within reach .
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm or Based on observation, interview, and record review, the facility failed to provide assistance with eating for 1
potential for actual harm of 3 residents reviewed for activities of daily living (ADLs). (Resident 35)

Residents Affected - Few Findings include:

The clinical record for Resident 35 was reviewed on 5/28/25 at 11:45 a.m. The diagnoses included, but were
not limited to, dementia and protein-calorie malnutrition.

During an observation on 5/27/25 at 12:45 p.m., Resident 35 was lying in bed sleeping with a full lunch tray
sitting in front of her.

During an observation on 5/27/25 at 1:25 p.m., Resident 35 continued to lay in bed asleep throughout lunch
with a full lunch tray sitting in front of her. No staff were in to assist Resident 35 with eating.

During an observation on 5/28/25 at 11:55 a.m., Resident 35 had food sitting in front of her while lying in bed.
She was pouring lemonade onto her lunch tray and appeared confused about what to do with the eating
utensils. No staff members were in to assist Resident 35 with eating.

During an observation on 5/29/25 at 12:00 p.m., Resident 35 was sitting up in bed, attempting to feed
herself. Resident 35 was noted to have difficulties getting the food onto her spoon and fork, missing her
mouth with the food and dropping the food onto herself.

A physician's order, dated 7/2/23, indicated Resident 35 was on a regular diet with mechanical soft texture
and thin liquid consistency.

An Annual Minimum Data Set (MDS) assessment, dated 4/22/25, indicated Resident 35 was severely
cognitively impaired and required partial/moderate assistance with using suitable utensils to bring food
and/or liquid to the mouth and swallow.

A Registered Dietician (RD) nutritional assessment, dated 4/23/25, indicated Resident 35 needed
assistance/cueing at meals.

The plan of care for Resident 35, dated 9/12/22, indicated the resident required assistance with ADLs related
to weakness. The interventions included, but were not limited to, being well nourished daily with staff
assistance, and Resident 35 required one person assistance with eating.

During an interview with the Director of Nursing (DON) on 5/29/25 at 1:44 p.m., she indicated Resident 35
needed to be up out of bed for all meals to ensure she was consuming adequate nutrients, and Resident 35
should never have been left alone to feed herself.

An Activities of Daily Living policy was provided by the Administrator on 5/29/25 at 12:10 p.m. It indicated, .
Care and services will be provided for the following activities of daily living . 4. Eating to include meals and
snacks .Policy Explanation and Compliance Guidelines .3. A resident who is unable to carry out activities of
daily living will receive the necessary services to maintain good nutrition .

(continued on next page)
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F 0684

Level of Harm - Minimal harm or
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Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to timely address a resident's documented medication allergy
for 1 of 1 resident whose medications were reviewed for allergies. (Resident 40)

Findings include:

The clinical record for Resident 40 was reviewed on 5/27/25 at 12:55 p.m. Her diagnoses included, but were
not limited to, congestive heart failure.

The 4/15/25 Quarterly MDS (Minimum Data Set) assessment indicated she was moderately, cognitively
impaired.

An interview was conducted with Resident 40 on 5/27/25 at 1:00 p.m. She indicated she could not take
Tylenol (acetaminophen) because it made her legs swell. She was allergic to it, but the facility gave it to her
anyway.

The 11/9/24 hospital discharge note indicated she was allergic to Tylenol with a reaction of swelling.

The 11/9/24 hospital discharge medication list indicated to stop taking acetaminophen 325 milligrams (mg)
tablet.

The facility physician's orders indicated an order for acetaminophen tablet 325 mg, two tablets every six
hours as needed for general discomfort, starting 11/17/24 with an end date of 2/5/25.

The December 2024 and January 2025 MARs (medication administration records) indicated she was
administered acetaminophen on the following dates: 12/8/24, 12/11/24, 1/8/25, 1/16/25, and 1/21/25.

The 9/29/24 medication allergy care plan indicated acetaminophen was not added as an allergy until 5/6/25.

An interview was conducted with the DON (Director of Nursing) on 5/28/25 at 1:16 p.m. She indicated when
Resident 40 came back from her last hospitalization, on 5/6/25, they recognized the hospital documentation
referenced an allergy to acetaminophen. So, it was added as an allergy in the clinical record. They never
noticed any side effects associated with acetaminophen use, but Resident 40 and her daughter said she had
one. They were unaware her 11/9/24 hospital discharge notes also referenced an acetaminophen allergy.

An interview was conducted with the DON on 5/29/25 at 11:04 a.m. She indicated Resident 40 informed staff
during a previous care plan meeting, that she wasn't able to take acetaminophen, but it was not documented
and addressed at the time but should have been.

An interview was conducted with the DON on 5/29/25 at 1:08 p.m. She indicated nursing was responsible for
recognizing and addressing the documented acetaminophen allergy, when she came back from the hospital
on [DATE].
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FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID:

155228

If continuation sheet
Page 5 of 8




Department of Health & Human Services Printed: 11/20/2025

. .. . 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
155228 B. Wing 05/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Willows of Richmond 2070 Chester Blvd
Richmond, IN 47374

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 0684
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The Medication Administration policy was provided by the DON on 5/29/25 at 11:01 a.m. It indicated,
Compare medication source (bubble pack, vial, etc.) with MAR to verify resident name, medication name,
form, dose, route, allergy and time.
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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm or Based on observation, interview, and record review, the facility failed to ensure a resident had an oxygen
potential for actual harm order for 1 of 2 residents reviewed for respiratory care. (Resident 28)

Residents Affected - Few Findings include:

The clinical record for Resident 28 was reviewed on 5/28/25 at 11:49 a.m. The diagnoses included, but were
not limited to, congestive heart failure and chronic obstructive pulmonary disease (COPD).

A Quarterly Minimum Data Set (MDS) assessment, dated 5/1/25, indicated Resident 28 was cognitively
intact for daily decision making.

During an observation of Resident 28 on 5/28/25 at 9:15 a.m., he was sitting on the edge of his bed with his
oxygen tubing laying on the bed beside him and the oxygen concentrator was located beside the bed.

During an interview with Resident 28 on 5/28/25 at 12:15 p.m., he indicated he wore his oxygen at bedtime.
The oxygen concentrator continued to be at the bedside.

During an observation on 5/29/25 at 8:40 a.m., Resident 28's oxygen machine continued to be at the bedside.

An order summary report provided by the Administrator, on 5/30/25 at 10:15 a.m., indicated Resident 28 did
not have an order for oxygen.

A plan of care for Resident 28, dated 4/25/25, indicated the resident had a diagnosis of COPD and was at
risk for shortness of breath. The interventions included, but were not limited to, administer oxygen per the
physician's order.

During an interview with the Director of Nursing (DON) on 5/29/25 at 1:37 p.m., she indicated Resident 28
did not have a physician's order for oxygen. The DON indicated the oxygen may have been placed as a
nursing measure when Resident 28 was having a CHF (congestive heart failure) flare up and was short of
breath and he was never taken off the oxygen. The DON indicated the nursing staff should have removed
the concentrator from the room when his oxygen was no longer needed.

An Oxygen Administration Policy was provided by the Administrator on 5/29/25 at 8:35 a.m. It indicated
oxygen was administered under orders of a physician.

3.1-47(a)(6)
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F 0921 Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the
public.

Level of Harm - Minimal harm or

potential for actual harm Based on observation and interview, the facility failed to maintain the kitchen in a sanitary manner with a
black substance on the walls lining the dish sink and failed to ensure the walk-in freezer was maintained from

Residents Affected - Many ice buildup. This had the potential to affect 49 of 51 residents who consumed food from the kitchen. (Facility)

Findings include:

During a tour of the kitchen with the Dietary Manager (DM) on 5/27/25 at 11:30 a.m., a black substance was
noted all along the dish sink area beside the dishwasher. The black substance lined the entire length of the
sink, and some were also noted underneath the soap dispenser on the wall above the sink area. The DM
indicated the black substance had been behind the sink area for about two weeks and she was waiting for
maintenance to clean and re-caulk the area.

During an observation of the walk-in freezer, there was an ice buildup lining the ceiling, walls, fans, floor,
bags of food, and door handle. The DM indicated they recently fixed the motor on one of the fans in the
freezer. So, before it was fixed, there was water condensation built up on the walls and ceiling and with
having the new fan fixed, it all froze. The DM indicated there was ice on the floor and she had to be careful
whenever entering the freezer because the floor was slick. The DM indicated she needed to remove
everything from the freezer in for it to thaw out, but did not have anywhere to hold the food while it was being
done.

During an interview with the Director of Maintenance on 5/27/25 at 12:57 p.m., he indicated he did not know
about the area of black substance lining the dish sink and it looked like it needed to be bleached. He
indicated there was a plastic wall behind the sink, so everything seen was on the surface and he just needed
to bleach and re-caulk it. The Director of Maintenance indicated he was unaware of the ice building up in the
freezer since the fan was repaired, and it should not be freezing up. He indicated the facility needed to come
up with a plan to remove all the items from the freezer long enough to let the freezer thaw out.

A Sanitation Inspection Policy was provided by the Administrator on 5/29/25 at 8:35 a.m. It indicated, .4.
Sanitation inspections will be conducted in the following manner: a. Daily: Food service staff shall inspect
refrigerators/coolers, freezers daily .b. Weekly: The dietary manager shall inspect all food service areas are
clean and comply with sanitation and food service regulations . 5. Inspections will be conducted but not
limited to the following areas: b. freezer .e. Pot wash .h. General dietary observations .

3.1-19(a)
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