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FO00000
This visit was for a Recertification and F000000 The creation andsubmission of
State Licensure Survey. this p!an of correc.tlor.w does not
constitute an admission by
thisprovider of any conclusion set
Survey dates: forth in the statement of
September 22, 23, 24, 25 and 26, 2014 deficiencies, or ofany violation of
regulation. This provider
.. ) respectfully requests that the
FaCﬂ.lty number: 000081 2567plan of correction be
Provider number: 155162 considered the letter of credible
AIM number: 100289570 allegation and requesta post
survey review on or after October
S T . 10, 2014. We respectfully request
urvey leam. adesk review in lieu of a post
Shelley Reed, RN TC survey revisit.
Jason Mench, RN
Angela Selleck, RN
Census bed type:
SNF/NF: 62
Total: 62
Census payor type:
Medicare: 7
Medicaid: 46
Other: 9
Total: 62
These deficiencies also reflect state
findings in accordance with 410 IAC
16.2-3.1.
Quality review completed by Debora
Barth, RN.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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F000250 | 483.15(g)(1)
SS=D PROVISION OF MEDICALLY RELATED
SOCIAL SERVICE
The facility must provide medically-related
social services to attain or maintain the
highest practicable physical, mental, and
psychosocial well-being of each resident.
Based on interview and record review, F000250 F250 PROVISION OF 10/10/2014
the facility failed to ensure the Plan of MEDICALLY, RELATE,D SOC_IAL
. SERVICE It is the policy of this
Care was followed for 1 of 5 residents facility to provide
reviewed for unnecessary medication and medically-relatedsocial services
interventions attempted for maladaptive to attain or maintain the highest
behaviors. (Resident #55) practical physmal, me.ntaland
psychological well-being of each
o resident. What corrective
Findings Include: action(s) will be accomplished for
those residents found to have
The clinical record for Resident #55 was beent.affectedby the deficient
i ) practice;
reviewed on 9/23/14 at 2:31 p.m. The ‘Resident #55's behavior was
record indicated diagnoses included, but documented into the tracking
were not limited to, dementia with system.
behavioral disturbances, dementia with How other residentshaving the
lar delusi dd . potential to be affected by the
vascuiar defusion and depression. same deficient practice will be
identified and what corrective
Review of the Quarterly Minimum Data action(s) will be taken;
Set (MDS) assessment, dated 7/23/14, All residents had the potential
indicated Resident #55 | to have been affected by the
n 1c.a.e §51 el:l was severely alleged deficient practice.
cognitively impaired. -All residents who have
exhibited maladaptive behavior
The current care plan, dated 7/30/14, on the Mdetr’nOtLy Csare_ ulnét were
. . . . reviewed by the Social Service
indicated Resident #55 haq 1flent1ﬁed team to ensure the care plan and
problems related to unrealistic fears, behavior tracking system was
delusions of family stealing his money applicable by October 10, 2014.
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and wanting to leave the facility. Al staff will be in-serviced on
Approaches to the problem included, but the facility ASC thawor
Lo w1 . Management Policy & Procedure.
were not limited to, "validate the issue Education will be provided by the
that it would be upsetting, maintain a ClinicalEducation
calm environment, offer resident to speak Coordinator/Designee and
with daughter or redirect to another completed by OCtOt,’er 10, 2_014'
N What measures will beput into
activity. place or what systemic changes
will be made to ensure that
During an interview on 9/25/14 at 10:00 thedeficient practice does not
a.m., the Memory Care Facilitator rec:ﬁ; it will nofify 1h
. . . -All staff will notify the nurse on
1n'dlcated Res1dent #55 had a behav'lor duty when a behavior occurs to
this morning. She indicated the resident ensure the tracking system
had anxiety and fear related to family reflects the behavior
stealing from him. She indicated that he displayedand plan of care
dh ded h dhad followed.
stated he nee. © .to get home and ha -Social Services will review the
several clothing items packed and some tracking system toensure the
pictures off the wall. documentation is accurate during
IDT meeting.
. . -Social ServiceDepartment will
During -reV1ew of the Event Report sheet receive one-on-one training by
for Resident #55, dated 9/25/14 at 9:45 the Social
a.m., the Memory Care Facilitator ServiceConsultant/Designee on
indicated the behavior occurred in his bed the facility ASC Behavior
¢ imately 7:35 Th Management Policy & Procedure
room a. al?prox1ma e y. :35 a.m. The by October 10, 2014,
report indicated the resident told the -All staff will be in-serviced on
nurse people were stealing his belongings the facility ASCBehavior
and he had to get to his motorcycle Management Policy & Procedure.
bef: thine h dto it Education will be provided by the
clore somethung happened to 1t. Clinical Education
off the hangers and put them onto his bed completed by October 10, 2014.
and removed wall hangings. The How the correctiveaction(s) will
. . be monitored to ensure the
intervention on the Event Report - . .
o ] ) deficient practice will not
indicated Resident #55 was kept in an recur,i.e., what quality assurance
activity in the common dining room program will be put into place;
following the behavior. and
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- A CQI monitoring tool called
During review of the Behavior thaworManagement CQl will be
. . utilized every week x 4 and
Administration report, from 9/21/14 Monthly x 6.
through 9/25/14, the report indicated the - Data will be collected by
resident had demonstrated no DNS/Designeeand submitted to
maladaptive behaviors for the days listed. the CQl Comm|tt§e. If the
threshold of 95% is not met, an
action plan will be developed.
During an interview on 9/26/14 at 10:37 - Non-Compliance with facility
a.m., the Director of Nursing (DoN) proceduremay result in
indicated the nurse on duty should have _d'sc'pl,'nary ac.t|on. up to and
4 d the behavior ; h including termination.
ocurpente the be aV1o'r nto t e. by what date thesystemic
tracking system and the interventions that changes will be completed -
were used and if they were effective or October 10, 2014
not.
Review of a current facility undated
facility policy titled "ASC Behavior
Management Policy & Procedure", which
was provided by the Administrator on
9/26/14 at 1:10 p.m., indicated the
following;
" Policy: It is the policy of ...
...Procedure:
1. Care plans ...
...4. When a behavior occurs, the staff
communicates to the nurse what behavior
occurred. The nurse records or signs off
on the behavior on the monitoring form
including what interventions were
attempted during the episode and whether
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3.1-34(a)

F000279
SS=D
PLANS

A facility must use

care plan for each

§483.10(b)(4).

22 residents who

or not they were effective. "

483.20(d), 483.20(k)(1)
DEVELOP COMPREHENSIVE CARE

the results of the

assessment to develop, review and revise
the resident's comprehensive plan of care.

The facility must develop a comprehensive

resident that includes

measurable objectives and timetables to
meet a resident's medical, nursing, and
mental and psychosocial needs that are
identified in the comprehensive assessment.

The care plan must describe the services
that are to be furnished to attain or maintain
the resident's highest practicable physical,
mental, and psychosocial well-being as
required under §483.25; and any services
that would otherwise be required under
§483.25 but are not provided due to the
resident's exercise of rights under §483.10,
including the right to refuse treatment under

Based on interview and record review,
the facility failed to ensure a
comprehensive care plan was developed
for impaired vision for 1 of 3 residents
reviewed for vision in a total sample of

had care plans

reviewed. (Resident #39)

Findings include:

F000279

F279 DEVELOP
COMPREHENSIVE CARE
PLANS It is the policy of this
facility to use the results of the
assessment to develop, review
and revise the resident’s
comprehensive care plan. what
corrective action(s) will be
accomplished for those residents
found to have been affected by
the deficient practice;

10/10/2014

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

1CJK11

Facility ID: 000081 If continuation sheet

Page 5 of 13




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

PRINTED: 10/08/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:  BUILDING 00 COMPLETED
155162 B‘ WING 09/26/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
600 WASHINGTON AVE
AUTUMN RIDGE REHABILITATION CENTRE WABASH, IN 46992
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
- Resident # 39 has been care
Resident #39 clinical record was pl-ansrl)eCCila];OSr(\alﬁil:;ael lirzgz:'rtnr;?rﬁ.
reviewed on 9/24/14 at 10:06 a.m. received training about
Current diagnoses included, but were not formulating a care plan for
limited to, depression, urinary retention residents with inadequate vision
and hypertension. by October 10, 2014.
how other residents having the
potential to be affected by the
Resident #39 had an Minimum Data Set same deficient practice will be
(MDS) assessment dated 9/8/14 which identified and what
indicated he was cognitively intact. correctiveaction(s) will be taken;
- All residents have the potential
) ) ' ' ) to be affected by the alleged
During an interview with Resident #39 deficient practice.
on 9/24/14 at 11:00 a.m., he indicated - All resident care plans will be
that he had worn glasses for years. audited by MDS Coordinator to
Durine the interview it ted that h ensure a vision care plan isin
urln.g ¢ erv1ev<.1 1twas .no cd that he place for visually impaired
had his glasses on his lap with a set of residents by October 10, 2014.
papers and when asked about them, the ‘Interdisciplinary team will be
resident stated he had been reading. in-serviced on care planning for
inadequate vision. Education will
) ) ] ] o be provided by the Director of
Durlng an interview with the Minimum Nursing/Designee and Comp|eted
Data Set assessment (MDS) Coordinator, by October 10, 2014.
on 9/24/14 at 10:55 a.m., she indicated :/vhat mea;}su;es ‘;V'” t.’eprl:t into
. place or what systemic changes
Resident #39 had MDS assessments on will be made to ensure that
8/7/14 and 8/12/14 and had adequa‘[e thedeficient practice does not
vision on those assessments while recur;
wearing his glasses. On 8/26/14, 9/8/14 'CarzPI§n§ will bde revﬁwled
. upon admission and quarterly
and 9/13/14 Re81d.ent #39 bad o thereafter to ensure residents
while not wearing his glasses. The MDS have a corresponding care plan.
Coordinator indicated Resident #39 had ‘Reviews will beconducted by
. . MDS coordinator/designee.
worn glasses since he was admitted and “Interdisciplinary team will be
vision, but one could not be found. visual inadequacy on or by
October 10, 2014. Education will
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1CJK11 Facility ID: 000081 If continuation sheet Page 6 of 13
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Review of "IDT Care Plan Review", be provided by the Director of
provided by the Director of Nursing on Nursing/ De3|gn§e. . )
] L _ howthe corrective action(s) will
9/26/14 at 1:15 p.m., indicated: be monitored to ensure the
deficient practicewill not recur,
"Policy: It is the policy of this facility i.e., what quality assurance
that each resident will have a program will be put into place;and
comprehensive care plan developed -A CQI monitoring tool called
based on comprehensive assessment. The Care Plan Updating CQI will be
care plan will include measurable goals utilized every week x 4 and
and resident specific interventions based Monthly X,6'
d d d oref: -Data will be collected by
on resident needs and preferences to DNS/Designee and submitted to
promote the residents highest level of the CQI Committee. If the
functioning including medical, nursing, threshold of 95% is not met,
mental and psychosocial needs..." anaction plan will be developed.
‘Non-Compliance with facility
procedure may result in
3.1-35(a) disciplinary action up to and
including termination.
by what date thesystemic
changes will be completed.
October 10, 2014
F000282 | 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN
The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.
Based on interview and record review, F000282 F282 SERVICES BY QUAUF'EP 10/10/2014
the facility failed to ensure the Plan of PERSQNS/ PER CARE PLAN Itis
. the policy of this facility to ensure
Care was followed for 1 of 5 residents that all residents are taken care
reviewed for unnecessary medication and of according to the resident’s
interventions attempted for maladaptive personal plan of care. what
behaviors. (Resident #55) correctiveaction(s) will be
accomplished for those residents
o found to have been affected by
Findings Include: the deficient practice;
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1CJK11 Facility ID: 000081 If continuation sheet Page 7 of 13
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-Resident #55’s behavior was
The clinical record for Resident #55 was :;Sctl:errnnented into the tracking
reviewed on 9/23/14 at 2:31 p.m. The how other residentshaving the
record indicated diagnoses included, but potential to be affected by the
were not limited to, dementia with same deficient practice will
behavioral disturbances, dementia with be'_dent'f'eq and what corrective
lar delusi dd . action(s) will be taken;
vascular delusion and depression. -All residents had the potential
to have been affected by the
Review of the Quarterly Minimum Data alleged deficient practice.
Set (MDS) assessment, dated 7/23/14, 'A,” .re3|dents th_’ have ,
indi d Resident # | exhibited maladaptive behavior
mn 1C?Fe ?Sl el'lt 55 was severely on the Memory Care unit were
cognitively impaired. reviewed by the Social Service
team to ensure the care plan and
The current care plan, dated 7/30/14, beh?wc;rl tr‘ZCk(';‘% sgste1n8 ;V(?‘IS4
. . . . applicable by October 10, .
indicated Resident #55 hac.l 1Flent1ﬂed -All staff will be in-serviced on
problems related to unrealistic fears, the facility ASC Behavior
delusions of family stealing his money Management Policy & Procedure.
and wanting to leave the facility. Education will be provided by the
A hes to th blem included. but Clinical Education
pproac ‘.35 _O € pro §m nctu .e » O Coordinator/Designee and
were not limited to, "validate the issue completed by October 10, 2014.
that it would be upsetting, maintain a what measures will beput into
calm environment, offer resident to speak place or what systemic changes
ith daucht direct t th will be made to ensure that the
Wll ) au"g et or redirect fo another deficient practice does not recur;
activity. -All staff will notify the nurse on
duty when a behavior occurs to
During an interview on 9/25/14 at 10:00 enﬂsurte ttr;e tgazk'ng sz.stelm g
o reflects the behavior displaye
?.m., the Me@ory Care Facilitator ' and plan of care followed.
indicated Resident #55 had a behavior -Social Services will review the
this morning. She indicated the resident tracking system to ensure the
had anxiety and fear related to family Idg_(;umer:.tatlon is accurate during
stealing from him. She indicated that he meeting. .
-Social Service Department will
several clothing items packed and some the Social
pictures off the wall. ServiceConsultant/Designee on
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1CJK11 Facility ID: 000081 If continuation sheet Page 8 of 13
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the facility ASC Behavior
During review of the Event Report sheet Management Policy & Procedure
. i by October 10, 2014.
for Resident #55, dated 9/25/14 at 9:45 -All staff will be in-serviced on
a.m., the Memory Care Facilitator the facility ASC Behavior
indicated the behavior occurred in his bed Management Policy & Procedure.
room at approximately 7:35 a.m. The Eun:at|on will t,)e provided by the
.. . Clinical Education
report indicated the resident told the Coordinator/Designee and
nurse people were stealing his belongings completed by October 10, 2014.
and he had to get to his motorcycle how the correctiveaction(s) will be
before something happened to it monitored to ensure the deficient
. a practice will not recur,i.e., what
Resident #55 had taken all of his clothes quality assurance program will be
off the hangers and put them onto his bed put into place; and
and removed wall hangings. The - A CQI monitoring tool called
intervention on the Event Report Eeh?\l/.lordManagemerllt C40| V‘g”
. . . e utilized every week x 4 an
1nd}cgtec.1 Resident #55 w’as. kept in an Monthly x 6.
activity in the common dining room - Data will be collected by
following the behavior. DNS/Designee and submitted to
the CQI Committee. If the
. . . threshold of 95% is not met, an
Durn.lg-rewe.w of the Behavior action plan will be developed.
Administration report, from 9/21/14 - Non-Compliance with facility
through 9/25/14, the report indicated the procedure may result in
resident had demonstrated no disciplinary action up to and
. . . including termination.
maladaptive behaviors for the days listed. by what date the systemic
changes will be completed -
During an interview on 9/26/14 at 10:37 October 10, 2014
a.m., the Director of Nursing (DoN)
indicated the nurse on duty should have
documented the behavior into the
tracking system and the interventions that
were used and if they were effective or
not.
Review of a current facility undated
facility policy titled "ASC Behavior
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1CJK11 Facility ID: 000081 If continuation sheet Page 9 of 13
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F000356
S§S=C

Management Policy & Procedure", which
was provided by the Administrator on
9/26/14 at 1:10 p.m., indicated the
following;

" Policy: It is the policy of ...
...Procedure:
1. Care plans ...

...4. When a behavior occurs, the staff
communicates to the nurse what behavior
occurred. The nurse records or signs off
on the behavior on the monitoring form
including what interventions were
attempted during the episode and whether
or not they were effective. "

3.1-35(g)(1).

483.30(e)
POSTED NURSE STAFFING
INFORMATION
The facility must post the following
information on a daily basis:
o Facility name.
o The current date.
o The total number and the actual hours
worked by the following categories of
licensed and unlicensed nursing staff directly
responsible for resident care per shift:

- Registered nurses.
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- Licensed practical nurses or licensed
vocational nurses (as defined under State
law).
- Certified nurse aides.
o Resident census.
The facility must post the nurse staffing data
specified above on a daily basis at the
beginning of each shift. Data must be
posted as follows:
o Clear and readable format.
o In a prominent place readily accessible to
residents and visitors.
The facility must, upon oral or written
request, make nurse staffing data available
to the public for review at a cost not to
exceed the community standard.
The facility must maintain the posted daily
nurse staffing data for a minimum of 18
months, or as required by State law,
whichever is greater.
Based on observation, interview and F000356 F356 POSTED NURSE 10/10/2014
record review, the facility failed to ensure STAFF_lNG INFORMATION Itis
. . . the policy of this facility to post
posted nursing staff information was the following information on a
accurate and up to date for 1 of 5 days of daily basis; Facility Name,
the survey (9/22/14). This practice had Current Date, Total Number and
the potential to affect 62 of 62 residents the Agtual Hours 'Worke.d by the
h ded in the facil; following categories of licensed
who resided 1n the facility. and unlicensed nursing staff
directly responsible for resident
Findings include: care per shift. what corrective
action(s)will be accomplished for
e those residents found to have
During 1n1t1a1.t0ur on 9/22/14 at 7:20 been affected by the deficient
a.m., the nursing staff information was practice;
found to be posted with the date of "The Nurse Staffing Information
9/19/14 was immediately changed to
9-22-14.
how other residents having the
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During an interview on 9/22/14 at 7:55 potential to be affected by the
a.m., CNA #1 indicated she was the same deficient practice will be
’ identified and what corrective
person who made the schedule and was action(s) will be taken:
about to replace the old schedule with the -All residents have the potential
updated schedule. to be affected by the alleged
deficient practice.
. . . -All staff will be in-serviced on
During an interview on 9/25/14 at 9:54 the facility Posted Nurse Staffing
a.m., the Administrator indicated she had Information policy. Education will
assigned the 3rd shift person to update be provided by the Director of
the staffing information. She indicated Nursing/Designee and completed
by October 10, 2014.
the weekend front desk person was what measures will beput into
responsible to post the information, but place or what systemic changes
did not update the staff posting. will be made to ensure that
thedeficient practice does not
recur;
-Third shift nursing staff will
change the Posted Nurse Staffing
Information at Midnight daily.
‘Interdisciplinary team and the
receptionist will ensure the
posting and the accuracy of the
posted nurse staffing information
by conducting daily audits when
applicable.
how the correctiveaction(s) will
be monitored to ensure the
deficient practice will not
recur,i.e., what quality assurance
program will be put into place;
and
-A CQI monitoring tool called
Posted Nursing Staffing
Information CQI will be utilized
daily x 1 month, every week x
4and Monthly x 6.
-Data will be collected by
DNS/Designee and submitted to
the CQI Committee. If the
threshold of 95% is not met, an
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action plan will be developed.

‘Non-Compliance with facility
procedure may result in
disciplinary action up to and
including termination.

by what date the systemic
changes will be completed.
-October 10, 2014
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