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

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34966
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure resident rights were honored
Residents Affected - Few when bathing preferences were not accommodated for 1 of 6 residents reviewed for Resident Rights,
(Residents C)

Finding includes:

1. During an observation and interview on 8/15/24 at 9:48 A.M., Resident C was noted to be lying in bed,
wearing a night gown with uncombed hair and general unkempt appearance. The resident indicated her
preference was to receive showers every Monday, Thursday, and Saturday on the day shift, but the facility
changed her shower days to Tuesdays and Thursday. Resident C indicated the facility staff told her if she
had showers on Thursday, she was not eligible to have another shower on Saturday. Resident C indicated
she did not get her showers per her preference and she did not get all of the showers she was scheduled to
receive. Resident C indicated she liked to participate in Sunday worship services, but did not feel
comfortable attending church if she had not been showered in a number of days. Resident C indicated the
lack of showers impeded her social life.

Resident C's clinical record was reviewed on 8/15/24 at 1:16 P.M. Diagnoses included spina bifida, chronic
respiratory failure, paraplegia, and obstructive and reflux uropathy.

An Admission Minimum Data Set (MDS) assessment, dated 9/30/23, indicated the resident was cognitively
intact, and that it was very important to her to make choices about her showering and bathing.

A Review of the most recent quarterly MDS assessment, dated 4/22/24, indicated Resident C required
substantial to maximal assistance for showering and bathing needs.

A current Care Plan, initiated on 9/24/23 and revised on 4/16/24, indicated Resident C required assistance
for activities of daily living related to but not limited to spina bifida, paraplegia, urostomy, and colostomy. An
intervention, dated 11/15/24 and revised on 4/16/24, indicated the resident was to be bathed or showered on
Monday, Thursday, and Saturday on the first shift and as necessary.

A review of Resident C's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 11 the
26 scheduled showers she was supposed to receive in that time frame. Resident C did not receive showers
on the following dates as scheduled: July 6, 9,16, 20, 23, 29, 30, 2024 and August 3, 6, 10, 12, and 13,
2024. There were no documentation of refusals. Four of the missed showers were on Saturdays.

(continued on next page)
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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 0558 On 8/15/24 at 12:35 P.M., the Assistant Director of Nursing provided Resident Council Minutes from 7/9/24
and 8/12/24. The 7/9/24 minutes indicated residents were not getting their scheduled showers.

Level of Harm - Minimal harm or
potential for actual harm A Response from the Department Manager indicated the shower schedule was reviewed and would be
completely revamped to ensure staff were able to complete assigned showers daily.

Residents Affected - Few
The 8/12/24 minutes indicated concern was voiced again, related to showers and residents had complained
they were typically getting only one shower weekly. A response from the Department Manager indicated the
revamping of the shower assignment was to be completed by 8/16/24 to ensure all showers could be
completed when scheduled.

On 8/15/24 at 1:30 P.M., the Assistant Director of Nursing provided a policy titled, Resident Showers, dated
1/2024, indicating it was the current facility policy. The policy indicated, .It is the practice of this facility to
assist resident with bathing to maintain proper hygiene,, stimulate circulation and help prevent skin issues as
per current standards of practice .Residents will be provided showers as per request or as per facility
schedule protocols and [NAME] upon resident safety .

On 8/15/24 at 1:30 P.M., the Assistant Director of Nursing provided a policy titled, Resident Rights, dated
1/2024, and indicated it was the current facility policy. The policy indicated, .The resident has a right to a
dignified existence, self-determination .The right to participate in establishing the expected goals and
outcomes of care, the type, amount, frequency, and duration of care .The right to receive the services and/or
items included in the plan of care .

On 8/15/24 at 1:45 P.M., the Administrator provided a form titled, FACILITY PAST NON-COMPLIANCE
REPORT, dated 8/13/24 and signed by the administrator on 8/15/24. The form indicated and identified
concern that residents were not receiving showers per preference.

During an interview at that time, the Administrator indicated residents where not receiving showers per
preference and the facility was going to implement steps to correct the lack of showers.

This Federal tag is related to complaint INO0440328.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

34966

Based on record review and interview, the facility failed to ensure a comprehensive and person centered
care plan was developed for urostomy care for 1 of 3 residents reviewed for urostomy care, (Resident C).

Finding includes:

During an observation and interview, on 8/15/24 at 9:48 A.M., Resident C's urostomy was noted to the
mid-right abdominal are with a ostomy bag connected to a cathere bag. The catheter bag, hanging at the
bedside had 600 ccs of urine. Resident C indicated staff did not empty her urostomy bag regularly

Resident C's record was reviewed on 8/15/24 at 1:16 P.M. Diagnoses included, but were not limited to, spina
bifida, chronic respiratory failure, paraplegia, and obstructive and reflux uropathy.

A Quarterly Minimum Data Set (MDS) assessment, dated 9/30/23, indicated Resident C was cognitively
intact, required substantial to maximal assistance for most activities of daily living, and required a urostomy
for the removal of urine from the body.

A Physician's Order for Resident C, dated 7/1/24 with no end date, indicated, Urostomy bag empty q [every]
shift. No directions specified for order . There were no other physician orders related to the care or
monitoring of the urostomy.

A current Care Plan, initiated on 9/29/23 and revised 8/15/24, indicate Resident C had a urostomy and
colostomy and was at risk for episodes of incontinence of bladder and bowel. There were no interventions
related to urostomy care, management, or monitoring.

During an interview, on 8/15/24 at 2:00 P.M., the Administrator indicated Resident C's Care Plans should
have been specific to the resident's needs related to ostomy care and what was expected from nursing staff.

On 8/15/24 at 1:30 P.M., the Assistant Director of Nursing provided a policy titled, Comprehensive Care
Plan, dated 1/24 and indicated it was the current facility policy. The policy indicated, It is the policy of this
facility to develop and implement a comprehensive person-centered care plan for each resident, .that
includes measurable objectives and timeframes to meet a resident's medical, nursing, .needs

(continued on next page)
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F 0656 On 8/16/24 at 1:30 P.M., the Administrator provided a policy titled, Ostomy Care - Colostomy, Urostomy, and
lleostomy, dated 1/24, and indicated it was the current facility policy. The policy indicated, .The frequency of

Level of Harm - Minimal harm or pouch changes and the products required for changing ostomy devices will be noted on the resident's

potential for actual harm person-centered care plan .The surrounding skin of the ostomy will be monitored for excoriation, abrasion,
and breakdown .the comprehensive care pan will reflect any special products or pouching techniques

Residents Affected - Few needed to prevent or manage any skin breakdown surrounding the ostomy .Interventions to prevent
complications or promote dignity associated with the ostomy will be included in the person-centered care
plan.

This Federal tag is related to complaint INO0440328.
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34966

Based on observation, interview, and record review, the facility failed to provide showers/bathing
opportunities as scheduled for for 6 of 6 residents reviewed for Resident Rights, (Residents B, C, D, J, K,
and M).

Findings include:

1. During an observation of Resident B on 8/14/24 at 2:43 P.M., the resident was observed in his room in a
wheelchair, dressed in a t-shirt with food debris on his shirt.

Resident B's clinical record was reviewed on 8/14/24 at 1:00 P.M. Diagnoses included history of stroke,
hemiplegia and a speech deficit.

An Annual Minimum Data Set (MDS,) dated 6/3/24, indicated Resident B was mildly cognitively impaired,
required substantial to maximal assistance for showing and bathing and indicated it was very important to
him to make choices about his showering and bathing needs.

A current Care Plan, initiated on 9/26/19 and revised on 6/18/24 indicated Resident B required assistance for
activities of daily living related to but not limited to hemiparesis, and muscle weakness. An intervention
indicated the resident was to be bathed or showered on Monday, Wednesday, and Friday on the second
shift.

A review of Resident B's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 14 the
21 scheduled showers he was supposed to have received in that time frame. Resident B did not receive
showers on the following dates as scheduled: July 3, 10, 12, 17, 24, 26, 29, 2024, and August 2 and 5, 2024,
with refusals for showering documented on August 8, 9 and 12.

2. During an observation and interview on 8/15/24 at 9:48 A.M., Resident C was noted to be lying in bed
wearing a night gown with uncombed hair and general unkempt appearance. The resident indicated her
preference was to receive showers every Monday, Thursday, and Saturday on the day shift, but the facility
changed her shower days to Tuesdays and Thursdays. Resident C indicated the facility staff told her if she
had showers on Thursday, she was not eligible to have another shower on Saturday. Resident C indicated
she did not get her showers per her preference and she did not get all of the showers she was scheduled to
receive. Resident C indicated she liked to participate in Sunday worship services, but did not feel
comfortable attending church if she had not been showered in a number of days. Resident C indicated the
lack of showers impeded her social life.

Resident C's record was reviewed on 8/15/24 at 1:16 P.M. Diagnoses included, but were not limited to, spina
bifida, chronic respiratory failure, paraplegia and obstructive and reflux uropathy.

An Admission Minimum Data Set (MDS) assessment, dated 9/30/23, indicated the resident was cognitively
intact and it was very important to her to make choices about her showering and bathing.
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F 0677 A Review of the most recent comprehensive MDS assessment, dated 4/22/24 completed for a Quarterly
Assessment, indicated Resident C required substantial to maximal assistance for her showering and bathing
Level of Harm - Minimal harm or needs.

potential for actual harm
A current Care Plan initiated on 9/24/23 and revised on 4/16/24, indicated Resident C required assistance for
Residents Affected - Few activities of daily living related to but not limited to spina bifida, paraplegia, urostomy, and colostomy. An
intervention, dated 11/15/24, and revised on 4/16/24, indicated the resident was to be bathed or showered
on Monday, Thursday, and Saturday on the first shift and as necessary.

A review of Resident C's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 11 of
the 26 scheduled showers she was supposed to receive in that time frame. Resident C did not receive
showers on the following dates as scheduled: July 6, 9,16, 20, 23, 29, 30, 2024 and August 3, 6, 10, 12, and
13, 2024. There were no documentations of refusals of showers.

Resident D's record was reviewed on 8/15/24 at 2:00 P.M. Diagnoses included, but were not limited to, spina
bifida, and paraplegia.

An Annual Minimum Data Set (MDS) assessment, dated 7/12/24, indicated Resident D was cognitively
intact, required substantial to maximal assistance for showing and bathing. and that it was very important to
her to make choices about showering and bathing. needs.

A current Care Plan, initiated on 7/24/23 and revised on 1/30/24, indicated Resident D required assistance
for activities of daily living related to but not limited to spina bifida and paraplegia. An intervention indicated
the resident was to be bathed or showered on Wednesday and Saturday on the second shift and as
necessary.

A review of Resident D's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 7 the
12 scheduled showers she was supposed to receive in that time frame. Resident D did not receive showers
on the following dates as scheduled: July 6, 10,17, 20, 24 and 27, 2024, and August 3 2024, with no refusals
for showers documented.

3. Resident J's record was reviewed on 8/15/24 at 2:27 P.M. Diagnoses included, but were not limited to,
hemiplegia following a stroke, overactive bladder and chronic kidney disease.

An Annual Minimum Data Set (MDS) assessment, dated 5/13/24, indicated Resident J had severe cognitive
impairment, required substantial to maximal assistance for showering and bathing. and that it was very
important to her to make choices about showing and bathing.

A current Care Plan, initiated on 5/26/23, indicated Resident J required assistance for activities of daily living
related but not limited to hemiplegia. An intervention initiated on 11/15/23, indicated the resident was to be
bathed or showered on Wednesday, and Saturday on the first shift and as necessary.

A review of Resident J's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 4 of
the 12 scheduled showers she was supposed to have received in that time frame. Resident J did not receive
showers on the following dates as scheduled: July 6 and 20, 2024, and August 3 and 10, 2024, with no
refusals for showers documented.

(continued on next page)
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

4. Resident K's record was reviewed on 8/15/24 at 2:40 P.M. Diagnoses included, but were not limited to,
spinal cord dysfunction, heart failure, kidney disease and quadriplegia.

A Minimum Data Set (MDS) assessment, dated 5/13/24, for a Discharge Assessment, indicated Resident K
was coghnitively intact, was dependent on staff for showering/bathing needs and it was very important to him
to make choices about showing and bathing.

A current Care Plan, initiated on 5/24/24 and revised on 5/30/24, indicated Resident J required assistance for
activities of daily living related but not limited to central cord syndrome of cervical spine, and quadriplegia. An
intervention initiated on 7/29/24, indicated the resident was to be bathed or showered on Monday and
Thursday, on the second shift and as necessary.

A review of Resident K's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 5 of
the 14 scheduled showers he was supposed to have received in that time frame. Resident K did not receive
showers on the following dates as scheduled: July 1, 22, 25 and 29, 2024, and August 5 2024, with no
refusals for showers documented.

5. Resident M's record was reviewed on 8/15/24 at 3:08 P.M. Diagnoses, included but were not limited to,
multiple sclerosis, overactive bladder, contractors of both ankles and muscle weakness.

A Minimum Data Set (MDS) assessment, dated 3/21/24, completed due to a Significant Change, , indicated
Resident M was cognitively intact, was dependent on staff for showering and bathing needs and it was very
important to her to make choices about showering and bathing needs

A current Care Plan, initiated on 6/2/18 and revised on 12/3/20, indicated Resident M required assistance for
activities of daily living related to, but not limited to, muscle weakness and bilateral ankle contractors. An
intervention initiated on 6/2/18 and revised on 6/19/23, indicated the resident required total assistance for
bathing on Monday and Thursday, on the first shift.

A review of Resident M's Shower records from 7/1/24 to 8/13/24, indicated the resident did not receive 5 of
the 13 scheduled showers she was supposed to have received in that time frame. Resident M did not receive
showers on the following dates as scheduled: July 8, 15, 18 and 25, 2024, and August 1 and 5, 2024, with no
refusals for showers documented.

On 8/15/24 at 12:35 P.M., the Assistant Director of Nursing provided Resident Council Minutes from 7/9/24
and 8/12/24. The 7/9/24 minutes indicated residents had complained that they were not getting their
scheduled showers.

A Response from the Department Manager indicated the shower schedule was reviewed and would be
completely revamped to ensure staff were able to complete assigned showers daily.

An 8/12/24 Resident Council minutes note indicated a concern related to showers was voiced and residents
were typically getting only one shower weekly.

A Response from the Department Manager indicated the revamping of the shower assignment was to be
completed by 8/16/24 to ensure all showers would be completed when scheduled.

(continued on next page)
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F 0677 On 8/15/24 at 1:30 P.M., the Assistant Director of Nursing provided a policy titled, Resident Showers, dated
1/2024, and indicated it was the current facility policy. The policy indicated, .1t is the practice of this facility to

Level of Harm - Minimal harm or assist resident with bathing to maintain proper hygiene,, stimulate circulation and help prevent skin issues as

potential for actual harm per current standards of practice .Residents will be provided showers as per request or as per facility

schedule protocols and [NAME] upon resident safety .
Residents Affected - Few

On 8/15/24 at 1:45 P.M., the Administrator provided a form titled, FACILITY PAST NON-COMPLIANCE
REPORT, dated 8/13/24 and signed by the administrator on 8/15/24. The form indicated and identified
concern that residents were not receiving showers per preference.

During an interview at that time, the Administrator indicated residents where not receiving showers per their
preference and the facility was going to implement steps to correct the lack of showers.

This Federal tag is related to complaint INO0440328.
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F 0691 Provide appropriate colostomy, urostomy, or ileostomy care/services for a resident who requires such
services.

Level of Harm - Minimal harm or

potential for actual harm 34966

Residents Affected - Few Based on interview and record review, the facility failed to ensure urostomy orders, care, and monitoring

orders were in place for the care of 1 of 3 residents reviewed for urostomy care, (Resident C).
Finding includes:

During an observation and interview on 8/15/24 at 9:48 A.M., Resident C was observed in her bed, dressed
in a gown. The resident's urostomy was noted to the mid-right abdominal area with the ostomy bag
connected to a catheter bag hanging at the bedside, holding 600 CCs of urine. Resident C indicated staff did
not empty her urostomy regularly. She indicated she often did not get her catheter bag emptied on the day
shift.

During an interview on 8/15/24 at 2:00 P.M., the Administrator, indicated the facility hired a new medical
director around 7/1/24, and all orders had to be resubmitted in the resident's Electronic Medical Records
(EMR). The Administrator indicated Resident C's urostomy orders were not put in the the EMR system as
they should have been.

Resident C's record was reviewed on 8/15/24 at 1:16 P.M. Diagnoses included , but were not limited to,
spina bifida, chronic respiratory failure, paraplegia, and obstructive and reflux uropathy.

A Quarterly Minimum Data Set (MDS) assessment, dated 9/30/23, indicated Resident C was cognitively
intact, required substantial to maximal assistance for most activities of daily living, and required a urostomy
for the removal of urine from the body.

A Physician's Order, dated 7/1/24 with no end date, indicated, Urostomy bag empty q [every] shift. No
directions specified for order . There were no other physician orders related to the care or monitoring of the
urostomy.

Review of Resident C's Medication Administration Record (MAR), from 7/1/24 to 8/14/23, indicated an
undated order for Urostomy bag empty q shift, and an order, Urostomy bag empty q shift, with a discontinued
date of 7/1/24. There was no documentation the urostomy bag was emptied at any time from 7/1/24 to
8/14/24.

Review an article titled, Nursing Care for Patients After Ostomy Surgery, dated 8/10/23, by the United
Ostomy Associations of America, indicated an ostomy pouch should be changed when it is no more than 1/3
full, and the pouch system should be changed on an average of 2 times weekly.

Review of an article titled, Ostomy basics, dated 9/9/22, by the American Nurse Association, indicated the
urostomy pouches or bags are typically changed 2 times weekly and as needed for leakage, and should be
emptied when they are 1/3 to 1/2 full.

(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 155689 Page 9 of 10



Department of Health & Human Services Printed: 12/04/2024

Centers for Medicare & Medicaid Services

Form Approved OMB
No. 0938-0391

Majestic Care of Goshen

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
155689 B. Wing 08/16/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2400 College Ave
Goshen, IN 46526

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 0691

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

On 8/16/24 at 1:30 P.M., the Administrator provided a policy titled, Ostomy Care-Colostomy, Urostomy, and
lleostomy, dated 1/24, and indicated it was the current facility policy. The policy indicated, It is the policy of
this facility to ensure that residents which require colonostomy, urostomy, or ileostomy services receive care
consistent with professional standards of practice .

This Federal tag is related to complaint INO0440328.

3.1-47(a)(3)
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