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This visit was for a post certification
revisit (PCR) survey to the PCR survey
on 07/01/14 to the investigation of
complaint #IN00147483 completed on
04/25/14.

This visit was in conjunction with the
PCR survey to the pre-determined full
recertification and state licensure survey
of 07/01/14.

Complaint #IN00147483: Not corrected.

Survey Dates: August 11, 12, 13 and 15,
2014.

Facility Number: 000622
Provider Number: 15G079
AIMS Number: 100272170

Surveyors:

Vickie Kolb, RN-TC

Susan Eakright, QIDP (8/11/14 to
8/13/14)

Dotty Walton, QIDP (8/11/14 to 8/13/14)
Kathy Wanner, QIDP (8/11/14 to
8/13/14)

Glenn David, RN (8/11/14 to 8/13/14)
Tim Shebel, QIDP (8/11/14 to 8/12/14)
Keith Briner, QIDP (8/12/14 to 8/13/14)
Paula Eastmond, QIDP (8/13/14)
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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These federal deficiencies also reflect
state findings in accordance with 410
IAC 16.2.
Quality Review completed 8/27/14 by
Ruth Shackelford, QIDP.
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, record review, and WwW000104 | W104 09/14/2014
interview, for 4 of 4 sampled clients . y o eloset d -
. ts sit t
(clients #1, #2, #3, and #4) and 24 OF JESICEITS STIeC ¢ORET Coors Wi
o ) ) be replaced in their bedrooms.
additional clients (clients #16, #17, #20,
#21, #22, #23, #24, #25, #29, #30, #31, II This deficiency may effect all
#32, #33, #34, #35, #36, #37, #38, #39, residents who reside at North Willow
#40, #41, #42, #43, and #44) who lived Conterwho have missing closct
N . 0O0rS.
on the first floor, the facility failed to
ensure client closet doors were in place Il QMRP staff will review the
and in good repair. bedrooms of residents to determine if
closet doors are needed replaced or
Findings include: repaired. Building Engine orders
' will be completed as to needed doors
) ) and/or repairs. Maintenance will
During observation on the first floor of replace or repair doors as indicated
the facility on 8/11/14 from 1:20 pm until systematically until all work is
2:00 pm, on 8/11/14 from 2:30 pm until completed. This work may exceed
5:25 pm, on 8/12/14 from 6:30 am until ;he date °f9";;4’ _T‘gefr’ all ;
00r1Ss on 1 no W1 ¢ done ana as
9:15 am, and on 8/13/14 at 8:40 am, . .
) many others as possible by that time.
clients #1,#2, #3, #4, #16, #17, #20,
#21, #22, #23, #24, #25, #29, #30, #31, IV QMRPs will complete weekly
#32, #33, #34, #35, #36, #37, #38, #39, environmental rounds and put needed
HA0. #41. #42. #43. and #44 did not have items of work into building engines.
’ ’ ’ ’ Program Directors will review
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a closet door and/or a barrier to shield
and/or protect their personal belongings
from view when entering their bedrooms.
On 8/13/14 at 8:40 am, clients #3 and
#30 both indicated they wanted a closet
door in place for their closet inside their
bedroom.

On 8/13/14 at 8:45 am, an interview with
the Director of Nursing (DON) was
conducted. The DON indicated the
facility's first floor client bedrooms had
missing closet doors. The DON
indicated she was unsure how long the
closet doors were missing and stated the
"doors were not" present before 6/2014.

On 8/13/14 at 8:45 am, the facility's
maintenance work orders were requested
for review regarding the first floor
missing closet doors. The DON indicated
she was unsure if the missing closet
doors had been submitted. At 8:45 am,
the facility's Administrator indicated she
would check on the missing closet doors.
No documentation for the first floor
missing closet doors was available for
review.

This deficiency was cited on 7/1/14. The
facility failed to implement a systemic
plan of correction to prevent recurrence.

3.1-13(a)

Building Engine progress twice each
month following up as needed.
Program Directors will complete
monthly environmental rounds for
their areas of responsibility.
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WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on observation, record review and WwW000331 [ W33l 09/14/2014
interview for 5 of 13 sampled clients (#1, . dont 19 staff have b
.. Oor resiaen sta ave been
#2, #6, #7 and #8) and 2 additional . L
- N ) retrained on her 1-1 supervision and
clients (#27 and #53), the facility nursing trained that when working 1-1 with a
services failed to ensure: resident the CNA must have relief
__Client #27's plan of care included staff prior to leaving the resident.
monitoring of client #27's bowel motility ) o
. . .. Resident 1 and 94's dining needs are
and abdominal distention in regard to a . . .
) ] assured by the Dining Monitor which
history of bowel obstructions. is completed by QMRP, Social
__Client #2 was fitted with and provided Worker, Program Director or
a wheelchair to meet the client's needs. Designee. The Dining Monitor
Client #1 was provided honey assures. <{orrect fluids are pr§s§nt on
- L ) each dining table and that dining
thickened liquids with her meal. - .
) objectives are implemented.
__Client #6's, #7's, #8's and #53's
positioning plans were specific to the Staff have been retrained on
clients' needs, indicated the specific resident's 4 objective to wear eye
position the clients were to be positioned glasscs.
and ensured the staff 1mplem$:r.1te(? and For sited residents 6, 7, 54 and 78
documented each clients' positioning per need for schedule of positioning has
each clients' plan. been assessed by Nursing and IDT.
If needed, a schedule is in place and
Findings include: trained.
. Staff for residents 6, 7, 54 and 78
1. The facility's reportable and have been trained to identify and
investigative records were reviewed on follow up on clothing issues that
8/11/14 at 3 PM and 8/12/14 at 1 PM. result in dignity issues.
The 5/19/14 BDDS (Bureau of ) . .
- . o . For sited resident (114) issue, HRC
Developmental Disabilities Services) Director did interview nurse and staff
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 461513 Facility ID: 000622 If continuation sheet Page 4 of 28
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report indicated on 5/19/14 at 6:05 PM subsequent to the ER visit. These
client #27 had been complaining of interviews will be documented and
.. additionally the resident will be
nausea and vomiting for two days and interviewed and document of that
was unrelieved with medication and a interview as well, all interviews will
clear liquid diet. The report indicated be added to the packet.
"unable to hold anything down, ab
(abdomen) tender when palpated.... hx Resident 2 now has a tilt n space
. . . . wheel chair which was rented for his
(history) of intestinal obstruction and . .
N i use while we await approval of
constipation." Client #27 was sent to the funding for his chair.
hospital for evaluation and admitted for
treatment. For resident 27 abdominal girth
__The 6/2/14 BDDS report indicated on Eleasuremeit ‘?(111 Ple ta}i{gn ef’erly 24
. ours as part o1 daily abdomina
6/2/14 at 7 AM "[Client #27] had a large bowel asSessment. i]/olvulus care has
coffee ground emesis. Client (#27) alert been developed for resident 27.
and responsive.... Lung sounds clear, bs
(bowel sounds) x 4 quads (quadrants), I This deficiency may effect all
non present, abd (abdomen) soft and non rcesuiems who reside at North Willow
1 cnter.
distended. Unable to complete percuss
(percussion) or palpated d/t (due to)
abdomin (sic) surgical incision with III One to one supervision will be
sugical (sic) staples...." The report assigned with approval of the
indicated client #27 was sent to the Execut,l Ve Dlr?Ctor and method of
. . supervision will be developed by the
hospital for an evaluation. IDT
__The follow up BDDS report dated
6/13/14 indicated "Client returned at Dining Service Manager assures
11:50 AM on 6/11/14.... ER (Emergency fluids are .available on each floor for
Room) nurse reported client had large meal service.
Dining needs are assured by the
BM (bowel movement) on 6/9/14 plus 2 Dining Monitor which is completed
smalls (small BMS), has had a very good by QMRP, Social Worker, Program
appetite with no emesis... staples out of Director or Designee. The Dining
surgery site.... [Client #27] has been Monitor assures correct fluids are
eating his meals without difficulty, no P ?e,sent on eaf:h dmm,g table and that
; . dining objectives are implemented.
emesis noted, bowel sounds active and
vitals within normal limits. Nursing will QMRP staff have assured that
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continue to monitor client per shift as per adaptive equipment such as eye
facility policy and MD order." glfashsescir&o“ t?fe asii/[gﬁ;lemf;ieets
T of the staft. statt have
The 7/1/14 BDDS report indicated on . Q .
— . been trained to check documentation
7/1/14 at 4 PM "[Client #27] was and follow up with potential issues of
transferred to [name of hospital] for equipment or need of materials that
evaluation and treatment due to nausea may prevent implementation of goals
and vomiting. Resident has had recent and programs. CNA staffalso
. . retrained to report any issues with
abdominal surgery for bowel obstruction . .
i ) ] adaptive equipment or need of
and ileus. Plan to Resolve: Nursing will program items to implement
follow recommendations and any new programs and objectives.
orders. Nursing will continue to monitor
stools as well as complaints and signs of Residents using wheel chairs have
. d " had the need for schedule of
pain and nausea. positioning assessed by Nursing and
__The follow up BDDS report dated IDT. If needed, a schedule is in
7/8/14 indicated "Resident (client #27) place and trained.
recently hospitalized and received . o
surgery for twisted bowel. Resident Staff have been tramed, o l,demlfy
. . . and follow up on clothing issues that
admitted to [name of hospital] for partial L .
] ; result in dignity issues for their
bowel obstruction. Resident returned residents.
from hospital 7/5/14 with new orders....
Conclusion: Resident is stable at this Client Advocate and HRC Director
time with no further emesis or complaints will be retra_m_ed that any injury of
¢ u . 1 full unknown origin must have a compete
of nausea. He continues to tolerate a fu and thorough investigation.
liquid diet with nectar thickened
liquids.... Nursing will continue to Residents awaiting equipment have
monitor for signs of constipation or been assessed and if appropriate they
. " have had equipment rented while
obstruction. : o
h ¢ Lo they await approval of Medicaid and
__The BDDS report o 7/2?/14 indicated or Medicare.
on 7/29/14 at 6:50 AM "Client (#27)
noted with large amounts of coffee Resident diagnosis has been
ground emesis. Sent to [name of hospital] reviewed to identify those residents
- with diagnosis of Volvulus.
for evaluation.
__The follow up BDDS report dated IV Executive Director will review
7/31/14 indicated client #27 was admitted all 1-1 methods of supervision
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 461513 Facility ID: 000622 If continuation sheet Page 6 of 28
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to the hospital. developed by the IDT.
__The follow up BDDS report dated > DI - Dini
C o . t
8/5/14 indicated client #27 was released rogram Jrectors feview Jining
) Monitor forms and assure that issues
from the hospital and returned to the related to dining are retrained,
facility. "Hx (history): Intestinal disciplined and other appropriate
obstruction and constipation. Previously follow up is completed on issues
hospitalized on 5/19/14 and 6/2/14 and identified.
7/1/14 (due to DX (diagnoses): Bowel p . -
) ] ) rogram Directors are reviewing
obstruction, Sigmoid Volvulus).... documentation by the 10th of each
Nursing will continue to monitor client month and following up where issues
per shift as per facility policy and MD noted indicate need for adaptive
order." equipment or program items.
) ) QMRP staff and Nurses observe for
Client #27's record was reviewed on positioning schedule being followed
8/12/14 at 3 PM. Client #27's record and that clothing issues are identified
indicated diagnoses of, but not limited to, and addressed by the staff especially
Hypertensive encephalopathy (high blood those involving dignity. Nurs_mg
Dvsphagia (difficulty i rounds are completed each shift and
pressure?, ysphagia (di ) teulty .m QMRP completes Active Treatment
swallowing), Other functional disorders observations as prescribed and
of the intestines (vital organs in the makes rounds 5 days each week.
gastrointestinal tract), Osteoporosis ' .
(brittle bones), Unspecified intestinal Cl,lem a,dvocate and H,R € Director
b K o fied will review together discharge
o strgchon, Constipation, Unspecifie paperwork form Hospital/ER to
anemia (lack of red blood cells), assure follow up of all issues and
Esophageal Reflux, Gastrointestinal thorough investigation is completed
Hemorrhage, Cerebral Palsy (disorder of of
the brain), Diaphragmatic hernia (a defect
hole ; ) h ; hg hat all ( h Residents with equipment ordered
or ho e. In the diaphragm t at'a ows the for their use will be discussed by
abdominal contents to move into the Therapy involved and DNS and ED
chest cavity). and other management staff as to the
need of renting equipment while
Client #27's hospital physician's note awaiting app roval from Medicaid
— . and or Medicare.
of 5/20/14 dictated at 12:05 AM
indicated "The patient (client #27) will For residents with diagnosis of
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likely need a neostigmine (a drug used to
help relieve severe abdominal distention
and fecal impaction) for decompression.
If that does not work, may need a
colonoscopic decompression.... The
patient has a long history of colonic
distention."

__Client #27's Procedure note dated
5/20/14 indicated client #27 "presented
with findings suggestive of sigmoid
volvulus (the sigmoid colon twists
causing a bowel obstruction). He (client
#27) is undergoing colonoscopy for
decompression."

__Client #27's hospital discharge
summary dated 6/1/14 indicated client
#27 presented to the emergency room
"for evaluation of 2+ days of difficulty
with vomiting and abdominal pain. The
patient apparently has had no
hematemesis with his vomiting. An x-ray
and CT scan do indicate that the patient
has significant dilated left sided colon to
the extent of 9+ cm (centimeters) around
the cecum area as well. The patient has
had a long history of chronic problems
associated with constipation. The patient
is admitted from the extended care
facility to [name of hospital] for
evaluation of his abdomenioal distention
and bowel obstruction.... Hospital
Course: Patient was admitted for
evaluation of acute worsening of the
chronic hypomotility bowel obstruction

Volvulus abdominal girth
measurement will be taken every 24
hours as part of daily abdominal
bowel assessment. Volvulus care has
been developed for residents with
diagnosis of Volvulus.
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syndrome that he has had for years as
well as to assess all his other medical
concerns. The patient was seen in
consultation by General Surgery and they
were able to provide attention and care.
He was put on IV fluids and he has had
NG (nasogastric) aspiration. It was felt
that the patient's problem was one that
unfortunately would be continually
recurring and that would present as a life
threatening concern for him with
continued bowel obstruction and perhaps
in future infarction of the bowel due to
the significant distention. He was taken
to the operation room on May 12, 2014
and had a sigmoid colectomy (a surgical
procedure to remove part of the colon)
performed after having had a
colonoscopy performed in which the
patient had the volvulus reduced. His
hospital course was one of slow return of
his colonic hypomotility which required
NG placement for aspiration for several
days. NG tube was removed about 3 days
prior to discharge and he was eating and
drinking normally according to the nurses
and was having liquid stool....
DISPOSITION: He will be discharged
today to return to his facility and allowed
to take medications."

__Client #27's "Hospital/ER Report"
dated 6/2/14 indicated client #27 had a
history of "intestinal obstruction and
constipation." The report indicated client
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#27 had diagnoses of, but not limited to,
Ileus (a blockage of the intestines caused
by a lack of peristalsis - the pumping
action of the intestines that helps move
food through the digestive system) and
Bowel Obstruction.

__Client #27's abdominal x-ray dated
6/2/14 at 12:12 PM indicated "There is
persistent distention of the bowel which
is overall unchanged compared to the
previous study. This may represent ileus
or obstruction."

__Client #27's hospital consultation note
dictated 6/4/14 at 1:13 PM indicated
"[Client #27] was recently admitted for a
sigmoid volvulus and underwent a partial
colectomy with end to end anastomosis (a
surgical joining of the bowel) a couple
weeks ago. He was sent back to the
nursing home but over there continued to
have abdominal pain, nausea and
vomiting and was brought back to the
hospital. An NG (Nasogastric tube) was
placed. Repeat imaging was just with a
small bowel x-ray. Mainly the x-rays
showed the dilated loops of bowel
throughout the abdomen which were
pretty much stable like the previous study
and a large hiatal hernia (a condition in
which part of the stomach sticks upward
into the chest through an opening)."
__Client #27's abdominal x-ray of
6/10/14 at 11:41 AM indicated
"Abdominal distention.... Gas is seen in
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multiple bowel loops but overall amount
of bowel gas is decreased compared to
prior plain film exam."

_ Client #27's hospital History and
Physical dictated 7/29/14 at 3:24 PM
indicated client #27 presented with
"reported coffee ground emesis and lower
abdominal pain that started today. The
patient's last bowel movement was
yesterday. Reports that this was non
bloody and not dark. The patient felt fine
until this morning and previously was
tolerating his regular diet without
difficulty.... Abdomen: Soft, mildly
distended. He is tender in the left lower
quadrant and supra pubic regions. There
is no guarding or rebound tenderness
(pain when touched)...."

__Client #27's hospital discharge
summary dated 7/31/14 indicated "The
upper endoscopy (exam through a scope)
showed a large hiatal hernia and it was
felt that his coffee ground emesis was
most likely due to esophagitis (an
irritation or inflammation of the
esophagus). The patient did well and was
able to tolerate a clear liquid diet and was
advanced to his normal nectar thick diet
which he tolerated well without any
difficulty. His abdominal pain resolved
and he was able to be discharged to his
group home in stable condition.”" Client
#27 was discharged with orders for daily
laxatives and stool softeners.
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Client #27's nursing notes indicated, (not
all inclusive):

__5/18/14 at 13:33 AM "wheeled his
(client #27) w/c (wheelchair) to my med
cart saying his abd. hurt and had a small
frothy type emesis small amount, light
brown in color...."

_5/18/14 at 6:26 PM "continues to
complain of nausea and having small
emesis...."

_5/20/14 at 2:51 PM "Late Entry for
5/19/14; Client (#27) N/V x 2 days...
abdomen tender when palpated... to
[name of hospital]."

_6/1/14 at 2:57 PM "returned to facility
via ambulance... 24 staples intact to
surgical site...."

__6/1/14 at 6:18 PM "Abdomen soft and
non distended with bowel sounds active
in all quadrants."

__6/2/14 at 9:04 AM "Client (#27)
experienced large coffee ground emesis...
bs (bowel sounds x 4 quads non present,
unable to complete full bowel assessment
d/t suture stable to abdoment (sic)...."
__6/2/14 "May send to [name of hospital]
for eval...." Client #27 was admitted for
treatment.

__6/11/14 at 12:58 PM "Client (#27)
returned at 11:50 AM...."

__6/11/14 at 10:05 PM "...ab (abdomen)
soft and round bowel sounds present x 4
quads."
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__6/12/14 10:01 PM "No emesis, bowel
sounds active...."

6/15/14 at 8:51 PM "Client had two
episodes of small emesis this evening of
undigested food.... Bowel sounds present.
Stomach round but not distended...."
__6/16/14 at 1:57 PM "... client (#27) did
have an extra large loose stool this
AM...."

6/17/14 at 10:08 PM "0 emesis this shift,
ab soft and round bowel sounds present x
4 quads."

__7/1/14 at 3:08 AM "small emesis at
0550..."

7/1/14 at 12:47 PM "Client (#27) has
been in bed all day per his request and
has refused both meals...."

7/1/14 at 3 PM "no bm this shift, abd.
soft and non-distended with positive
bowel sounds...."

7/1/14 at 7:46 PM "Client has had emesis
throughout the night and 3x within a half
hour this shift. C/O (Complaining of) ab
pain.... Ab tender to the touch, ab non
distended, faint bowel sounds x 4
quads...." Client #27 was sent to the ER
for evaluation and admitted for treatment.
__7/5/14 at 11:10 PM "Client (#17) back
from hospital at 10:15 PM...."

__7/6/14 at 10:15 AM "... Bowel sounds
present in all quadrants....."

__7/6/14 at 6:17 PM "...ab soft and round
bowel sounds present x 4 quads...."
__7/7/14 at 10:28 PM "...ab soft an round
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bowel sounds present x 4 quads...."
__7/29/14 at 3:03 PM "emesis.... X-large
amount of coffee ground emesis noted at
6:50 AM, was called to client's (#27)
room by client's roommate where writer
observed dark brown emesis on the floor
and on the bed next to client... writer
asked client if his abd. was upset and
client replied no denied any c/o to writer.
Writer called [name of ambulance
service] to have client transported to
[name of hospital] for evaluation...."
_7/31/14 at 9:26 PM "Client (#27)
returned from hospital at 1730 with no
new orders.... BS x4 quads."

__8/1/14 at 10:05 PM "... ab soft and
round bowel sounds present x 4 quads."
8/1/14 at 3:24 AM "...abdomen soft non
distended, percussion with hollow sound.
Client (#27) now wears briefs and is both
continent and incontinent at times. Last
BM ex large 8/2/14...."

__8/3/14 3:24 PM "abdomen soft non
distended, percussion with hollow
sound... last BM ex large 8/2/14...."
8/8/14 at 4:02 PM "Client (#27) refused
breakfast but ate 100% of lunch, for
breakfast did drink fluids and ate pudding
with his meds, was reported this AM had
a lg (large) loose stool. Client denied
feeling ill."

Client #27's record did not indicate a
measurement of client #27's abdomen in
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regard to a base line of abdominal girth
(the measurement of the distance around
the abdomen at a specific point) in regard
to the client's history of ileus, distention
and bowel obstructions.

Client #27's Risk Plan for constipation
dated 6/1/14 indicated: "Bowel
medication as ordered. Monitor use and
effectiveness. Monitor and report changes
in ability to toilet or continence status.
Monitor bowel status frequency.
Scheduled toileting plan of (assist to sit
on toilet every evening after supper.
Place on bedpad every morning after
daily suppository administered by nurse.
Use of briefs/pads for incontinence
protection."

__Client #27's Risk Plan for constipation
did not include how nursing was to assess
client #27 in regards to bowel sounds,
bowel motility, abdominal pain and
abdominal distention/abdominal girth
(the measurement of the distance around
the abdomen at a specific point).

The 6/14/12 facility "Bowel Program"
was reviewed on 8/13/14 at 11:30 AM.
The program was hand written on a
physician's order. The Program indicated
"If no BM in 3 days, do physical
assessment of client - assess for bowel
sounds x 4 quadrants - may give MOM
(Milk of Magnesia) 30 cc (cubic
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centimeters) po (by mouth) or G tube QD
(every day) PRN (as needed) - Notify
physician if poor results or no BM in 6 -
8 hours."

During interview with RN #1 on 8/13/14
at 11:15 AM, RN #1 indicated client
#27's bowel movements were being
monitored daily by the CNAs (Certified
Nursing Assistants). RN #1 indicated
nursing followed the same facility bowel
program for all clients. When asked what
was the facility bowel program, RN #1
indicated if the client was to have no
bowel movement in three days then the
nurse would give the client a laxative.
When asked how often was client #27's
abdomen assessed for bowel sounds,
motility and distention, RN #1 stated, "If
he hasn't had a BM for three days then we
(nursing) would do an assessment." RN
#1 indicated nursing did not do a bowel
or abdominal assessment on client #27 on
a daily or a regular basis. When asked
should client #27 be monitored more
closely due to his medical history and
frequent hospitalization, RN #1 stated,
"That's a good idea. I'll call the doctor
and see if he wants us to do that." RN #1
indicated measurement of client #27's
abdomen in regard to abdominal girth
was not included in client #27's plan of
care.
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Interview with the DON (Director of
Nursing) on 8/13/14 at 12 PM indicated
nursing followed the facility Bowel
Program provided by the facility doctor
in regards to assessing all clients for
constipation.

2. During observation on 8/11/14 from
2:30 pm until 5:25 pm, client #1
consumed her supper meal with facility
staff in the dining room walking from
table to table. From 4:25 pm until 5:25
pm, client #1 consumed her meal bite
after bite of pureed foods without a drink
and without prompting to pause between
bites of food. After client #1 had
consumed her supper meal, facility staff
#1 prepared client #1 nectar thick apple
juice from a carton of pre thickened
liquid labeled "nectar thick, Apple Juice."
At 5:15 pm, facility staff #1 stated client
#1's liquids were to be "nectar" thickened
because client #1 was a choking risk.

On 8/12/14 from 6:30 am until 9:15 am,
and on 8/13/14 at 8:40 am, client #1 was
observed to eat her pureed breakfast bite
after bite of food without a drink and
without prompting to pause between bites
of food. At 9:00 am, client #1 had
consumed her food. The surveyor asked
if client #1 was to have received a
beverage during the meal. Facility staff
#2 stated "Oh no, I forgot," facility staff
#2 retrieved glasses for the table of
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clients sitting with client #1, poured
client #1 honey thickened milk and honey
thickened water from cartons of pre
thickened liquid labeled "honey thick,
Milk" and "honey thick, Water" on the
table. At 9:00 am, facility staff #2 stated
client #1's liquids were to have been
"honey" thickened because she was a
choking risk.

Client #1's record review was conducted
on 8/12/14 at 10:15 am. Client #1's
6/3/14-7/21/14 "ST (Speech Therapy)
-Therapist Progress & Discharge
Summary" indicated client #1 had a
diagnosis of "Dysphagia, oropharyngeal
phase...Patient responds well to
therapeutic cues for liquid every 2-3 bites
to clear oral stasis and to take one bite/sip
at a time...Due to safety reasons verbal
and tactile cues for only taking one
bite/sip at a time and utilizing a liquid
wash every 2-3 bites to clear oral
residue...."

On &/13/14 at 8:45 am, an interview with
the Director of Nursing (DON) was
conducted. The DON indicated client #1
was at risk to choke and/or aspirate
foods/liquids. The DON indicated the
facility staff were to follow client #1's
Speech Therapist recommendations. The
DON stated the staff should have
prompted client #1 to pause between
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bites of foods and ensured client #1's
liquids were "honey" thickened liquids.
The DON indicated client #1 should have
had drinks during the meals not at the end
of each meal.

3. During observation on 8/11/14 from
1:20 pm until 2:00 pm, on 8/11/14 from
2:30 pm until 5:25 pm, on 8/12/14 from
6:30 am until 9:15 am, and on 8/13/14 at
8:40 am, client #2 sat in his molded
wheelchair. Client #2's head did not
touch his head rest, client #2 sat in a
vinyl seat with multiple splits into the
covering, client #2's seat had two four
plus inch splits into the seat and exposed
gouges with rough edges against client
#2's clothing, client #2's right/left feet
and legs dangled without support from
his seated position in the wheelchair, and
his right/left wheels on the wheelchair
were worn. Client #2's right/left
wheelchair foot rests were broken flat
metal base without sides to support client
#2's foot positions while seated in the
wheelchair. Client #2's seat belt had
frayed edges and was tied together, then
snapped into place.

Client #2's record review was conducted
on 8/12/14 at 12:45 pm. Client #2's
6/3/14 ISP (Individual Support Plan)
indicated he used an adapted molded
wheelchair individualized for client #2's
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identified need of Cerebral Palsy and
"Abnormal Posture." Client #2's 7/15/14
"Occupational Therapy (OT) Plan"
indicated "Patient is a 24 year old male
who presents with positioning deficits as
a result of ill fitting w/c (wheelchair) that
pt (patient) is currently in...which have
resulted in poor overall positioning as
well as risk of decline in skin integrity d/t
(due to) rips in seating system...uses staff
for all mobility...Patient requires a
manual wheelchair which is necessary for
head, neck, and trunk mobility...to allow
for proper positioning to maintain neutral
midline alignment and freedom for sue of
upper extremities...." The OT plan
indicated client #2 will "require angle
adjustable foot plates with shoe holders
required to hold lower extremities in
place on the foot plates. Client has no
active movement in his lower legs." The
OT plan indicated client #2 "needed" the
following adaptations to a new
wheelchair: stroller handles, harness, full
length arm rests, flip back arm rests,
height adjustable arm rests, pneumatic
wheels, flat free wheels, back positioning
19", a tilt manual recline, a skin
protection adjustable cushion, a push to
lock wheel locks, shoe holders with angle
adjusters, a swing away hardware
headrest, a push button pelvic positioner,
and 70 degrees of leg rests.
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On 8/13/14 at 8:45 am, an interview with
the Director of Nursing (DON) was
conducted. The DON indicated client
#2's wheelchair was on order since
7/15/14 and stated "Medicaid approval
takes time." The DON stated client #2
was not "correctly" positioned in his
wheelchair to "support" client #2's
comfort. The DON stated client #2
"needed a new wheelchair." The DON
stated client #2's feet "dangled without
support" to his feet and legs. The DON
stated client #2's head "did not" touch his
head rest, the wheels were worn, and
client #2's "wheelchair needed replaced."
The DON indicated client #2 had needed
a new wheelchair before 6/2014.4.
Observations were conducted on the west
hall of floor 2 on 8/11/14 from 3:25 pm
until 5:45 pm.

Clients #6 and #7 were in their shared
bedroom. Client #6 was in bed on her
back with her legs flexed. Client #7 was
in her wheelchair until 4:30 PM when she
was positioned into her bed via a Hoyer
lift so she could consume her G (gastric)
-tube nutritional supplement. Both clients
had their television sets on. Clients #6
and #7 were not making eye contact with
the televisions. Client #8 went to the
dining room for her evening meal at 5:02
pm on 8/11/14. Client #8 was seated in
her wheelchair and she did not utilize a U
shaped pillow around her neck for
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functional positioning during the meal.
Nursing staff started feeding client #8 a
pureed diet with honey thickened fluids.
Program director #2 continued feeding
client #8. Client #8 was observed to lean
her head backward so the food was
offered to her while her mouth was tilted
upward.

Observations were conducted on the west
hall of floor 2 on 8/12/14 from 6:30 am
until 10:00 am. Clients #6 and #7 were in
their shared bedroom. Client #6 was in
bed on her back with her legs flexed.
Client #7 was bathed from 6:45 am until
7:20 am when she was returned to her
bedroom. Clients #6 and #7 continued to
be in their bedroom with television as the
only offered activity during the
observation period.

Client #6's record was reviewed on
8/12/14 at 1:45 PM. Client #6 had an
Individual Support Plan/ISP dated
4/24/14. The ISP indicated client #6
received nutrition via Gastric (G) tube.
The ISP had an accompanying 4/24/14
Daily Activity (Schedule) which
contained training programs/activities for
staff to follow/implement. The record
review indicated a "repositioning chart"
broken into 2 hour increments. The chart
did not specify how the client was to be
positioned. The chart was filled out by
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staff to indicated in which position the
client was in during the 2 hour checks;
left/right side lying, on back or in
wheelchair.

The schedule did not specify the location
client #6 would be (inside or outside of
her bedroom) for programming activities.
Absent from the schedule was her gastric
tube feeding schedule of 4:00 pm until
9:00 am to 10:00 am daily. The schedule
did not specify how client #6 would be
positioned for meals via g-tube or how
she would be positioned
(wheelchair/bed/supine or side lying) to
ensure good skin integrity.

Interview with LPN #33 on 8/13/14 at
9:00 am indicated client #6's liquid
nutrition received via gastric (G) tube
was fed from 4:00 am until 9:00 am or
10:00 am the following mornings.

Client #7's record was reviewed on
8/12/14 at 2:30 PM. Client #7 had an
Individual Support Plan/ISP dated
12/17/13. The ISP had an accompanying
12/17/13 Daily Activity (Schedule)
which contained training
programs/activities for staff to
follow/implement.

The schedule did not specify the location
client #7 would be (inside or outside of
her bedroom) for programming activities.
Absent from the schedule was her gastric

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

461513 Facility ID:

000622 If continuation sheet

Page 23 of 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/24/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G079

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVING CENTER-NORTH WILLOW

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2002 W 86TH ST
INDIANAPOLIS, IN 46260

00

X3) DATE SURVEY

COMPLETED
08/15/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

tube feeding schedule of 4:00 pm until
4:00 am daily. The schedule did not
specify how client #7 would be
positioned for meals via g-tube or how
she would be positioned
(wheelchair/bed/supine or side lying) to
ensure good skin integrity. The record
review indicated a "repositioning chart"
broken into 2 hour increments. The chart
did not specify how the client was to be
positioned. The chart was filled out by
staff to indicate in which position the
client was in during the 2 hour checks;
left/right side lying, on back or in
wheelchair.

Client #8's record was reviewed on
8/12/14 at 3:15 PM. Client #8 had an
Individual Support Plan/ISP dated
10/29/13. The ISP had an accompanying
10/29/13 Daily Activity Schedule which
contained training programs/activities for
staff to follow/implement.

The schedule did not specify the location
client #8 would be (inside or outside of
her bedroom) for programming activities.
Absent from the schedule was her use of
a U shaped pillow to assist her with
functional positioning during meals when
she was fed a pureed diet by staff. The
schedule did not specify how client #8
would be positioned
(wheelchair/bed/supine or side lying) to
ensure good skin integrity. The record
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review indicated a "repositioning chart"
broken into 2 hour increments. The chart
did not specify how the client was to be
positioned. The chart was filled out by
staff to indicate in which position the
client was in during the 2 hour checks;
left/right side lying, on back or in
wheelchair.

LPN #32 was asked about client #8's U
shaped neck pillow and indicated on
8/13/14 at 8:55 am client #8 was to use
the pillow. The pillow was available in
client #8's bedroom.

Interview was conducted with Program
Director/Unit Manager/PD #2 on 8/13/14
at 9:00 am. PD #2 was asked about the
guidelines for repositioning of clients
who relied on staff for mobility and
positioning to protect skin integrity. PD
#2 stated: "Mainly to relieve pressure
rather than dictating what position they
(clients) are lying in at a particular (time)
with the caveat if there is an identified
need or certain order, like a doctor's
order, to keep someone off of a particular
area."

Interview with PD #2 on 8/13/14 at 11:28
am indicated staff were to check clients
to see that they were repositioned (exact
position right/left side lying, back, bed or
wheelchair not specified) every one to
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two hours according to the nursing and/or
doctor's orders. The interview indicated
staff were to document the repositioning
on the clients' repositioning schedules.

5. Observation of client #53 on 8/11/14 at
4:31 P.M. Client #53 had a dime sized
open area to her upper back at the T1
(First Thoracic Disc) area. The area was
not bleeding and was light pink. There
was no odor or drainage present. The
DON and the ADON (Assistant Director
Of Nursing) placed a clean circular
padded bandage over the area on client
#53's upper back. The DON stated, "Her
new wheelchair has helped a lot, but
there is a seam at the top of the back
cushion and we think she rubbed against
it to create the sloughed area. We are
using a bandage with extra padding to
help prevent further injury while the area
heals. We also put a fleece covering over
the back cushion of her wheelchair to
help protect her skin."

Client #53's record was reviewed on
8/12/14 at 3:18 P.M. Client #53's record
indicated she had a history of pressure
ulcers. A physician's order dated for
8/2014 indicated client #53 was to have
"posey pants for hip padding, elbow pads
for protection, low air loss mattress with
rails for policy and procedures, bed rest
with positioning as screened per patient."
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Client #53's Individual Re-Positioning
Plan dated 8/1/2014 indicated "Will be
provided with alternate positioning to
promote health and skin integrity." Staff
Meeting Lecture notes dated 8/1/2014
regarding "[client #53's] skin issue"
indicated "Has low air loss mattress, staff
will get [client #53] up in her wheelchair
for meals and leave her up for a total of 2
hours. Due to [client #53's] recently
losing a few pounds, staff will continue
to chart the percentage of her meal
intake. [Client #53] will be repositioned
once each hour. Nursing to perform skin
assessment daily until further notice.
Ideally this is done at bath time. Hospice
will continue to provide service. MD
contacted for treatment. Dietary to be
informed, Hospice to be informed."
Client #53's repositioning data sheet was
not filled out for the following
dates/times 8/2/2014 7:00 A.M.- 8:00
P.M., 8/6/2014 2:00 P.M.- 8:00 P.M., and
8/7/2014 3:00 P.M.- 8:00 P.M. There was
no documentation available for review to
indicate repositioning tracking for the
overnight hours. Client #53's positioning
plan did not indicate how client #53 was
to be positioned, and what positions she
was placed in to ensure alternate
positioning was being completed.

Interview was conducted with Program
Director/Unit Manager/PD #2 on 8/13/14
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at 9:00 AM. PD #2 was asked about the
guidelines for repositioning of clients for
mobility and positioning to protect skin
integrity. PD #2 stated: "Mainly to relieve
pressure rather than dictating what
position they (clients) are lying in at a
particular (time) with the caveat if there
is an identified need or certain order, like
a doctor's order, to keep someone off of a
particular area."

Interview with PD #2 on 8/13/14 at 11:28
AM indicated staff were to check clients
to see that they were repositioned (exact
position right/left side lying, back, bed or
wheelchair not specified) every one to
two hours according to the nursing and/or
doctor's orders. The interview indicated
staff were to document the repositioning
on the clients' repositioning schedules.

This deficiency was cited on 7/1/14. The
facility failed to implement a systemic
plan of correction to prevent recurrence.

3.1-17(a)
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