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Golden Years Homestead 3136 Goeglein Rd
Fort Wayne, IN 46815

F 0641

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure each resident receives an accurate assessment.

Based on observation, interview, and record review the facility failed to assess mobility for 1 of 4
residents reviewed. (Resident 35) Findings include:During an observation, on 07/30/2025 at 9:59 AM,
Resident 35 was in a wheelchair. [NAME] her feet were not resting on foot rest and her chin was
tucked with her head tucked sharply to the right and her fists were clenched. During an observation,
on 07/31/2025 at 9:50 AM, Resident 35 was sitting in a specialized chair in front of a fireplace with
her chin tucked and feet on a footrest. Resident 35's head was all the way to her right and out of the
head rest. Resident 35's record was reviewed on 7/31/25 at 11:52am. Her diagnoses included
Parkinson's, type 2 diabetes, and unspecified dementia. The record indicated a Minimum Data Set
(MDS) assessment (section GG) was completed on 7/11/25 with no impairment to upper
extremities.The care plan, dated 7/11/25, was without a specific plan for contractions of upper or
lower body. In an interview, on 08/01/2025 at12:56 PM, the MDS coordinator indicated she should
have coded hands and shoulder impairment on the assessment. The MDS Coordinator indicated she
would do a modification to that assessment. The MDS Coordinator indicated she would also ensure
the contractures were in Resident 35's care plan. A policy titled, Accurate Reporting of Functional
Performance-MDS Section GG was provided by the Administrator on 8/4/25 at 10:36AM. The policy
indicated, .4. The resident's self-care and mobility performance will be based on direct observation,
incorporating resident self-reports and reports from qualified clinicians, care team members, or family
and documented in the resident's medical record during the assessment period. 7. Functional goals
will be incorporated into each resident's care plan.Not in state rules.
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