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F000000
This visit was for a Recertification and F000000 The creation and submissionof
State Licensure Survey. this Plan of Correction does not
constitute an admission by this
This visit included a State Residential provider ofany conclusion set
. forth in the statement of
Licensure Survey. o D
deficiencies, or of any violationof
regulation.
Survey dates: December 2, 3,4, 5, & 8,
2014. This provider
respectfullyrequests that the
Facility number: 000189 2567L Plan of Correction be
Provider number: 155292 considered the Letter of
AIM number: 100267330 CredibleAllegation and requests
a Desk Review on or after
Survey team: January 7, 2015.
Megan Burgess, RN, TC
Lora Brettnacher, RN
(December 3, 4, 5, 8,2014)
Tracina Moody, RN
Kewanna Gordon, RN
(December 3, 5, 8, 2014)
Census bed type:
SNF: 32
SNF/NF: 104
Residential: 67
Total: 203
Census payor type:
Medicare: 29
Medicaid: 88
Other: 19
Total: 136
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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Sample: 9
These deficiencies reflect state findings
in accordance with 410 IAC 16.2-3.1.
Quality review completed 12/10/14 by
Brenda Marshall, RN.
F000248 | 483.15(f)(1)
SS=E ACTIVITIES MEET INTERESTS/NEEDS OF
EACH RES
The facility must provide for an ongoing
program of activities designed to meet, in
accordance with the comprehensive
assessment, the interests and the physical,
mental, and psychosocial well-being of each
resident.
Based on observation, record review, and F000248 F248 ACTIVITIES MEET 12/30/2014
interview, the facility failed to ensure INTERESTS/NEEDS OF EACH
residents were provided with activities RESIDENT
designed to meet their interest and their ) ) ) )
. . It is the practice of thisprovider
physical, mental, and psychosocial well
: . . to ensure that all alleged
being for 4 of 4 residents reviewed for o . L
L . violations involving activities
activities (Residents #180, #139, #148, meet interests/needsof cach
and #114). resident are in accordance with
State and Federal law.
Findings include:
‘What corrective action(s) will
1. Resident #180's record was reviewed be taken for thoseresidents
on 12/08/2014 at 10:27 a.m. Resident found to have been affected by
#180 had diagnoses which included, but the deficient practice?
were not limited to, dementia and » )
The facility reviewed andupdated
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depression. A Minimum Data resident # 180, #139, #148 and
assessment tool (MDS) dated 11/30/14, #114’s activity care plans. The
indicated Resident #180 had severe facilityis providing activities to
cognitive impairment with a Brief residents id(?ntiﬁed per their
Interview for Mental Status score (BIMS) preference, interestand care plan.
of 3 out of 15. How will you identify other
residents having thepotential to
During observations on 12/04/2014 from be affected by the same
1:22 p.m. to 2:07 p.m., Resident #180 deficient practice and what
was observed. At 1:22 he was observed corrective actionwill be taken?
going through a trash can in resident
room 112. The resident who resided in All residents have thepotential to
this room was observed seated in a be affected by this alleged
recliner. At2:07 p.m., Certified Nursing deficient practice.
Assistant (CNA) #2 was observed Cottage staff has been
entering room 112 and removing the educgtedgn . .
trash can from Resident #180. CNA #2 Re-.dTr.ectmg wandermgresm.legts,
o ) activities schedules, and activity
was observed exiting room 112 without care plans by the Memory
redirecting Resident #180 out of room CareFacilitator or designee on or
112. At 2:08 p.m., LPN #1 was observed before 12/30/2014.
looking into room 112 then walk away
without redirecting Resident #180 out of All residents families onCottage
resident room 112. At2:13 p.m., 3 were re-interviewed to ensure
Resident #180 was observed standing by activity interest were accurate
a bed in room 112. He was observed byMemory Cf‘r? Facilitator or
pulling on the call light cords and designee. Activity cale.ndar was
attempting to pick up the bedside table developed basefi onresident
. . . preference and interest by
which was knocked over leaning against o
Memory Care Facilitator.
the bed. At 2:28 p.m., CNA #2 entered
room 112 and redirected Resident #180 What measures will be put into
back to his own room. The activity place or what systemic changes
calendar indicated an activity titled will you make to ensure that
"afternoon stroll" followed by an activity the deficient practice does not
titled "reading buddies" was scheduled recur?
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during this time.
Activities staff have
During observations on 12/05/2014 from beeneducated on aCtiViFy
2:11 p.m. to 2:30 p.m., Resident #180 pre.ferences ?n.d following the
. residents activity care planby the
was observed wandering in the hallway -
. . , Memory Care Facilitator or
looking into other residents' rooms. At .
h b q . designee on or before
2:15 p.m., e.: \fvas (? §ewe attemptl.ng to 12/30/2014.
enter the activity/dining room at which A daily/activity preferencesform
time CNA #4 redirected him to a chair in will be completed upon
the hallway. At 2:21 p.m., Activity Staff admission and quarterly updated
#10 asked Resident #180, "Where is your with significantchanges by the
wheel chair you are going to fall? " activities director. The residents
Activity Staff #10 took Resident #10 to care plan will then beupdated
his room. At 2:25 p.m., Resident #180 with the current resident activity
was observed standing in the hallway p.references by the activities
. . . directoror IDT team. The
turning the light switch off and on. o s
.. ) activities director will utilize an
Activity Staff #10 was observed walking .
) activity attendance recordto
down the h?.ll way. She passed Remdent ensure residents are offered /
#180 and did not stop to talk to him. At participating in their activity
2:28 p.m., Resident #180 was observed preferencebased on the residents
messing with the hand sanitizer dispenser care plan.
in the hallway. At2:29 p.m., Resident
#180 was observed wandering into a How the corrective action(s)
female resident's room in room 100. Staff will be monitored toensure the
was not observed to encourage Resident deficient practice will not
#180 to participate in the scheduled recur, i.e. what quality
. . assurance programwill be put
activity. .
into place?
During an observation on 12/8/14 at 8:15 The Memory Care Facilitator/
a.m., Resident #180 was observed seated designee will review activitycalendar
in a wheel chair in the hall way daily, to ensure activities are planned
positioned towards a wall. The activity ba_sed on res?dem _mtereStS
lendar indi d ity titled asidentified in residents care plan.
ca en. ar indicated an aCt1V1t¥ tlt' e The attendance records will be
"music" was scheduled at this time. monitored bythe Memory Care
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Facilitator/ designee to ensure the
During an observation on 12/8/14 at rcecor‘]i: a.rl‘“j accura.tﬁ' ThZMemoryd
. tat t
10:05 a.m., Resident #180 was observed are Tactiitaton Wit concuct founds
) o on Cottage 3 during the day toensure
seated in a wheel chair in the hallway the resident who wished to
positioned towards a wall. A ball toss participate in activities of choice
activity was provided at the other end of areencouraged to participate.
the unit.
The Cottage Activity CQlaudit
. .. tool will leted for si
A comprehensive assessment Minimum 00t Wl b,e comple ed, or six
months with audits being
Data Set basement tool(MDS), dated
o ) . completed onceweekly for one
1/22/ lfl, indicated it was very important month, and then monthly for 6
to Resident #180 to have books, months by Memory Care
newspapers, and magazines to read; Facilitatoror designee.
somewhat important for him to listen to
music he liked: and very important for The Cottage Activity CQIaudit
him to do his favorite activities, go tool will be reviewed monthly by
outside to get fresh air when the weather the CQI Committee for six
was good, and to participate in religious mf’mhs after whichthe CVQI team
services This MDS indicated Resident will re-evaluate f[he continued
. . . need for the audit. If a 95%
#180 required extensive assistance from i i
- threshold is notachieved an
staff for transfers, bed mobility, and . )
) i action plan will be developed.
locomotion on the unit. Deficiency in this practice
willresult in re-education and
An aCtiVity care plal’l, dated 1/24/14, training Of the responsible
indicated Resident #180 enjoyed: trivia, employee.
socials, games, music, listening
programs, and movies. A goal indicted
he would participate in three activities By what datethe systemic
per week. Approaches included staff was changes will bf* completed?
to assist him to activities as necessary, Date of Compliance 12/30/2014
observe his whereabouts at all times,
encourage activity attendance, give
verbal reminders as to time and place of
activities.
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An activity attendance document for
December 1-8, 2014, was reviewed on
12/8/13 at 2:30 p.m. This document
indicated Resident #180 was not
available for activities on 12/4/2014 from
2:00 through 4:00 p.m. and was actively
participating in scheduled activities on
12/5/14 from 8:00 a.m. through 10:30
a.m.

During an interview on 12/8/14 at 11:33
a.m., Activity Staff #8 indicated Resident
#180 was "lonely" and enjoyed staff
talking to him. Activity Staff #8 was
queried regarding the discrepancies
between observations made of Resident
#180 and documentation recorded on the
activity attendance document. She
indicated the activity staff who
documented his attendance was not
available. She was queried as to why
Resident #180 was marked as "other" on
the document for December 4, 2014. She
indicated if residents were in the hallway
or unavailable due to care she "marks"
them as "other" on the attendance record.

2. Resident #139's record was reviewed
on 12/05/2014 at 2:49 p.m. Resident
#139 had diagnoses which included, but
were not limited to, dementia, depressive
disorder, and Alzheimer' s disease. A
quarterly Minimum Data Set assessment

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

3FEF11  Facility ID:

000189 If continuation sheet

Page 6 of 31




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

PRINTED: 12/31/2014
FORM APPROVED
OMB NO. 0938-0391

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

155292

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

AMERICAN VILLAGE

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2026 E 54TH ST
INDIANAPOLIS, IN 46220

00

X3) DATE SURVEY

COMPLETED
12/08/2014

(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

tool (MDS), dated 9/30/14, indicated
Resident #139 had severe cognitive
impairment with a Brief Interview for
Mental Status score (BIMS) of 3 out of
15.

During observations on 12/4/14 from
2:13 p.m. to 2:32 p.m., Resident #139
was observed. At 2:13 p.m., Resident
#139 wandered into and around room
112. At 2:15 p.m., Resident #139 sat on
abed inroom 112. At2:28 p.m.,
Certified Nursing Assistant (CNA) #2
entered room 112 to redirect another
resident who had wandered into room
112. CNA #2 did not redirect Resident
#139 out of the room. Resident #139 was
observed to remain in room 112 until
2:32 p.m., at which time CNA #2
returned to room 112 and redirected him
out of room 112. The activity calendar
indicated an activity titled "reading
buddies" was scheduled at this time.

During observations on 12/05/2014 at
1:43 p.m. to 1:59 p.m. Resident #139 was
observed. Resident #139 was seated in a
chair pushed up to a table in the hallway.
Staff was not present, music or television
was not playing, and Resident #139 did
not have anything on the table for
cognitive stimulation. At 1:50 p.m.,
Resident #139 began shredding a paper
napkin. At 1:51 p.m., CNA #4
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approached Resident #139 and removed
the shredded napkin. At 1:52 p.m., CNA
#5 approached Resident #139 and asked,
"Do you want to go to your room?"
Without waiting for a response, CNA #5
walked away from Resident #139. At
1:59 p.m., Resident #139 began
thumping his head with his hand. A
housekeeping staff sprayed the table
where Resident #139 was seated with
cleaner, wiped the table with a cloth, and
without communicating or interacting
with Resident #139 walked away. The
activity calendar indicated an activity
titled "afternoon stroll " was scheduled
at this time.

During an observation on 12/05/2014 at
2:12 p.m., Resident #139 remained
seated in the hallway at the same table
without activities. The activity calendar
indicated an activity titled "reading
buddies" was scheduled at this time.

During an observation on 12/5/14 at 2:21
p.m., Resident #139 remained seated in
the hallway at a table without anything
provided for cognitive stimulation. The
activity calendar indicated an activity
titled "reading buddies" was scheduled
at this time.

During an observation on 12/8/14 at 8:15
a.m., Resident #139 was observed seated
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at the side of his bed. No music or
television provided. The activity
calendar indicated a "music" activity was
scheduled at this time.

During an observation on 12/8/14 at
10:05 a.m., Resident #139 was observed
seated at the edge of his bed with the
bedside table in front of him without
music, television, or activity. A balloon
toss activity was being provided on the
unit at this time.

A comprehensive assessment MDS,
dated 1/14/14, indicated Resident #139
indicated it was very important for him
to: have books, newspapers, magazines,
to read, listen to music he liked, be
around animals, keep up with the news,
do thing with groups, participate in his
favorite activities, go outside when the
weather was nice, and participate in
religious services or practices. This
MDS indicated Resident #139 needed
extensive assistance from staff for bed
mobility and transfers and limited
assistance of staff for walking.

A current activity care plan indicated as
of 9/1/12, Resident #139 enjoyed
activities with exercise, bus rides, trivia,
walking, porch fun, socials, music
programs, and listening to music. A goal
indicated Resident #139 would
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participate in 2 to 3 activities week.
Interventions to meet this goal included
staff was to assist him to activities as
necessary, provide verbal reminders as to
time and place of activities, and
encourage activity attendance.

An activity attendance document for
December 1-8, 2014, was reviewed on
12/8/13 at 2:30 p.m. This document
indicated Resident #139 passively
participated in activities on December 4th
from 1:30 p.m. through 3:30 p.m.; he was
unavailable for the 9:30 a.m. scheduled
activities on December 5th, actively
participated in the scheduled activities at
10:00, and 10:30 a.m., and passively
participated in scheduled activities at
11:00 a.m., 11:30 a.m., 1:00 p.m., and
2:00 p.m.; and he was unavailable for
activities on December 8th from 9:30
-11:30 a.m.

During an interview on 12/8/14 at 11:33
a.m., Activity Staff #8 indicated
Resident #139 was "lonely" and enjoyed
it when they talked to him about his
"friend." She indicated he wanted
"more attention." Activity Staff #8 was
queried regarding the discrepancies
between observations made of Resident
#139 and documentation on the activity
attendance document. She indicated she
did not work on December 5th and the
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activity staff who documented his
attendance was not available. She did not
have an explanation for December 4 or
December 8, 2014.

3. Resident #148's record was reviewed
on 12/05/2014 at 3:07 p.m. A
comprehensive full Minimum Data Set
assessment tool (MDS), dated 6/3/14,
indicated Resident #148 had severe
cognitive impairment with a Brief
Interview for Mental Status score of 0 out
of 15.

During an observation on 12/4/14 at 2:35
p.m., Resident #148 was observed seated
in a recliner in his room alone with his
eyes open, blinds closed, lights off, no
television or music playing. The activity
calendar indicated an activity titled
"reading buddies" was scheduled at this
time.

During an observation on 12/5/14 at 1:43
p.m., Resident #148 was observed seated
in his wheelchair in the hallway outside
the dining/activity room with his eyes
open and his head resting on his hand.
Staff was not present, music or television
was not playing, and Resident #148 did
not have anything provided for cognitive
stimulation. The activity calendar
indicated an activity titled "afternoon
stroll" was scheduled at this time.
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During an observation on 12/05/2014 at
1:52 a.m., staff took Resident #148 to his
room, transferred him from his wheel
chair to his recliner, and left the room.
The blinds were closed, the lights were
off, and television or radio was not on.
The activity calendar indicated a activity
titled "afternoon stroll" was scheduled at
this time.

During an observation on 12/05/2014 at
2:13 p.m., Resident #148 was observed
seated in his recliner in his room alone
with his eyes open, the blinds closed, the
lights off, no television or music on. The
activity calendar indicated an activity
titled "reading buddies" was scheduled at
this time.

During an observation on 12/05/2014 at
2:22 p.m., Resident #148 was observed
seated in his room alone, in the dark,
with no television or music. The activity
calendar indicated an activity titled
"reading buddies" was scheduled at this
time.

During an observation on 12/8/14 at 8:15
a.m., Resident #148 was observed in his
room. No music or television provided.
The activity calendar indicated an activity
titled "music" was scheduled at this time.
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During an observation on 12/8/14 at
10:05 a.m., Resident #148 was observed
in bed. Music or television was not
provided. A balloon toss activity was
provided on the unit at this time. .

A 6/3/14, Minimum Data Set assessment
tool (MDS) indicated Resident #148
enjoyed listening to music, reading
books, newspapers, or magazines,
keeping up with the news, doing things
with groups of people, participating in his
favorite activities, spending time away
from the nursing home, participating in
religious activities or practices. This
MDS indicated he required extensive
assistance from staff for bed mobility,
transfers, and locomotion on the unit

A current activity care plan, dated
10/4/12, indicated Resident #148 enjoyed
reading the bible, listening to spiritual
music, church, exercise, working on
"tables." A goal indicated he would
participate in three spiritual music
listening activities per week without
falling asleep. Approaches to meet this
goal included staff was to provide him
with reading materials such as
"newspaper and magazines," assist to
activities as necessary, encourage activity
attendance, give verbal reminders as to
the time and place of activities.
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An activity attendance document for
December 1-8, 2014, was reviewed on
12/8/13 at 2:30 p.m. This document
indicated Resident #148 was unavailable
or "other" for activities on December 1,
2,3, 4,5, and 8th with the exception of a
group activity of Trivia on the 5th, music
during lunch on the 5th, and snowy day
read and trivia (both group activities) on
December 8, 2014.

During an interview on 12/08/2014 at
10:56 a.m., Activity Staff #8 indicated
Resident #148 "liked his church music."
She indicated he liked being talked to

"as if he is okay." She indicated he would
respond to you "depending on your
approach." She indicated his wife had
headphones for him to listen to music but
she would not leave them at the facility
because they were too expensive. She
indicated the facility did not provide head
phones for him to listen to music.
Activity Staff #8 was queried regarding
the discrepancies between observations
made of Resident #139 and
documentation of his "availability" on the
activity attendance document. She did
not have an explanation.

4. Resident #114's record was reviewed
on 12/4/14 at 12:51 p.m. Resident #114
had a diagnosis which included, but was
not limited to, dementia. A Minimum
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Data Set assessment tool (MDS), dated
10/14/14, indicated Resident #114 had
severe cognitive impairment with a Brief
Interview for Mental Status score (BIMS)
of 0 out of 15.

During an observation on 12/3/14 at
11:40 p.m., Resident #114 was observed
wandering in and out of residents' rooms.
The activity calendar indicated an activity
titled "music" was scheduled at this time.

During observations made on 12/4/14
from 2:10 p.m. to 2:28 p.m., Resident
#114 was observed seated at a table in the
hallway outside of the dining/activity
room. Resident #114 was seated in a
chair scooted up to a table. Resident
#114 had his eyes open and was
mumbling out loud. Resident #114 did
not have any type of entertainment,
books, music, or stimulation available for
him at the table. Staff or other residents
were not present in the area. At 2:28 p.m.
staff was observed putting Resident #114
into a chair in his room and leaving him
there. The activity calendar indicated an
activity titled "reading buddies" was
scheduled at this time.

During an observation on 12/05/2014
1:43 p.m., Resident #114 was observed
seated in a chair pushed up to a table in
the dining/activity room. One other
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resident was observed sleeping in the
dining room at this time. Staff was not
present. Music was not playing, the
television was not on, and Resident #114
did not have any form of cognitive
simulation activity on the table. The
activity calendar indicated an activity
titled "afternoon stroll" scheduled at this
time.

During an observation on 12/05/2014 at
1:50 p.m., CNA #4 escorted Resident
#114 from the dining room to his room.
The activity calendar indicated an activity
titled "afternoon stroll" was scheduled at
this time.

During an observation on 12/5/14 at 1:55
p.m., Resident #114 was observed seated
in his recliner in his room looking out
towards the hallway. Television or music
was not turned on for him. The activity
calendar indicated an activity titled
"afternoon stroll" was scheduled at this
time.

During an observation on 12/5/14 at 2:23
p.m., Resident #114 was observed seated
in his room in a chair looking out
towards the hallway. The activity
calendar indicated an activity titled
"sensory stimulation" was scheduled at
this time.
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During an observation on 12/8/14 at 8:15
a.m., Resident #114 was observed in his
room. Television or music not on. The
activity calendar indicated an activity
titled "music" was scheduled at this time.

During an observation on 12/8/14 a.m. at
9:30 a.m., Resident #114 was observed
wandering up and down the hall. He
entered room 102 and stood in the middle
of the room CNA #6 was observed
transporting a female resident out of
room 102 at this time. CNA #6 left
Resident #114 unattended in the room
where a female resident was resting in
her bed. CNA #6 did not redirect
Resident #114 out of room 102. The
activity calendar indicated a activity titled
"morning sensory" was scheduled at this
time.

During an observation on 12/8/14 at
10:05 a.m., Resident #114 was observed
wandering up and down the hall way.
The activity calendar indicated a activity
titled "balloon toss" was scheduled at
this time.

A comprehensive MDS, dated 7/20/14,
indicated Resident #114 enjoyed being
outdoors, participating in his favorite
activities, music, keeping up with the
news, and religious/spiritual activities.
This MDS indicated Resident #114

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

3FEF11  Facility ID:

000189 If continuation sheet

Page 17 of 31




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

PRINTED: 12/31/2014
FORM APPROVED
OMB NO. 0938-0391

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

155292

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

AMERICAN VILLAGE

X2) MULTIPLE CONSTRUCTION

00

STREET ADDRESS, CITY, STATE, ZIP CODE
2026 E 54TH ST
INDIANAPOLIS, IN 46220

X3) DATE SURVEY

COMPLETED
12/08/2014

(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

required assistance from staff for
transfers.

A current activity care plan which
originated on 1/12/12, indicated Resident
#114 had difficulty staying the duration
of groups of his interest due to he got up
and wandered out of groups. He needed
"one on one" activities for stimulation. A
goal indicated he would actively or
passively participate in 1 one on one
activity a day and smaller groups of his
interest with others for 10-15 minutes a
week. Approaches to meet this goal
indicated staff would observe his
whereabouts at all times when he was off
the unit participating in groups of his
interest and staff would encourage him to
participate in ball toss, trivia, socials, bus
rides, walks.

An activity attendance document for
December 1-8, 2014, was reviewed on
12/8/13 at 2:30 p.m. This document
indicated Resident #114 was unavailable
or "other" for activities all day on
December 3, with the exception of an
activity titled "afternoon stroll" which
was scheduled at 1:30 p.m., and a music
activity scheduled at 2:00 p.m. The
record indicated he was unavailable or
"other" for activities on December 4, with
the exception of music played in the
dining room at lunch and "after noon
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stroll" scheduled at 1:30 p.m. The record
indicated he was unavailable or "other"
on December 5th for activities from
8:30-10-30 a.m., passively participated in
trivia scheduled at 11:00, music played at
lunch, and "afternoon stroll" scheduled at
1:30 p.m., unavailable for activities at
2:00 p.m. The record indicated he was
unavailable on December 8, for activities
scheduled at 9:30 a.m., 10:00 a.m., and
passively participated in an activity at
10:30 a.m.

During an interview on 12/5/14 at 1:48
p-m., CNA #4 indicated, Resident #114
would not get up out of a chair on his
own but once they assisted him up out of
the chair he would walk all over.

During an interview on 10/8/14 at 10:51
a.m., CNA #6 indicated Resident #114
enjoyed walking, music, singing,
conversation, and being read to.

During an interview on 12/08/2014 at
11:15 a.m., Activity Staff #8 indicated
Resident #114 did not do well in group
activities. She indicated he would come
for the "juice and snacks" but his
attention span was not long enough to sit
through a large group activity. She
indicted he "loved" music especially
jazz music and he "loved" to walk with
staff. She indicated he enjoyed having
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someone talk to him and read to him.
She indicated if he "walked from the
dining room down the hall to his room"
she counted it as participating in
"afternoon stroll." Activity Staff #8 was
queried regarding the discrepancies
between observations made of Resident
#114 and documentation of his
"availability" and/or attendance on the
activity attendance document. She did
not have an explanation.

During an interview on 12/8/14 at 11:33
a.m., Activity Staff #8 was queried
regarding the content of the activities
scheduled on Cottage 3. She indicated
the following:

Music- soft music played on the radio
during meals.

Morning Sensory Connections- telling
the residents good morning and inquiring
about their breakfast.

Staying fit- limb stretches for resident
who could not walk.

Snowy Day Read- a group activity where
winter theme ideas were read.

Book Worm Trivia- a group activity were
nursery rhymes were read.

Afternoon Stroll- it was supposed to
happen every day but "if the residents
were in bed or unavailable it doesn't get
done." Walking to their rooms after
lunch or if "there is time" walking off
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the unit.

Movie-takes place in the activity room.
Juice and snack served.

Sensory stimulation-table toys or sensory
things like magazines.

Big Band Music- music played while
residents waited for dinner.

Enchanted Evening- staff going to
residents room and telling them "good
night" helping them "wind down" for
bed.

Catch ball-tossing inflated ball in a group
setting.

Armchairs Travels-a geographic movie.
Snacks and juice served.

Reading Buddies-reading to residents in
their rooms.

Table games-puzzles, crayons, hand held
sensory toys.

Pretty Hands Makeover- nail care.

Piano Melodies- a CD of soft piano
music played while residents waited for
dinner.

Inspirational Listening-music played
while residents waited for dinner.
Bounce House- a firmer ball bounced
back and forth with residents.

During an interview on 12/8/14 at 11:25
a.m., The Medical Director indicated the
Cottage was not physically designed to
meet the psychosocial activity needs of
the residents who resided there. She
indicated she was aware of the lack of
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activity programming for dementia
residents. She indicated it has been a
problem for a long time. She indicated
the facility had been in need of a better
activity program especially for male
residents and residents with dementia.

During an interview on 12/08/2014 at
12:01 p.m., Activity Staff #8 indicated
the lack of space available for activities
limited the activity programming for the
Cottage. She indicated activities could
be more personalized and better meet the
needs of the residents if she had more
sensory type equipment, better videos,
more staff involvement, and a
personalized music program for residents
who could not participate in group
activities.

During an interview on 12/08/2014 at
12:11 p.m., the Social Service Director
indicated staff was to redirect residents
who wandered into other residents'
rooms and provide them with meaningful
activities to reduce the wandering
behaviors.

During an interview on 12/08/2014 12:24
p.m., the Director of Nursing (DON)
stated, "We are aware of the need for
meaningful activities for the Cottage.

We just haven't done anything yet."
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F000279
SS=D

A policy titled "Activities" identified as
current by the Social Service Director on
12/8/14 at 1:20 P.M., indicated, " It is the
policy of this facility to provide for an
ongoing program of activities designed to
need the interests and the physical,
mental, and psychosocial well-being of
each resident in accordance with the
comprehensive assessment...."

3.1-33(a)
3.1-33(c)

483.20(d), 483.20(k)(1)

DEVELOP COMPREHENSIVE CARE
PLANS

A facility must use the results of the
assessment to develop, review and revise
the resident's comprehensive plan of care.

The facility must develop a comprehensive
care plan for each 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
§483.10(b)(4).

Based on record review and interview,

F000279

F 279DEVELOP

12/23/2014
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the facility failed to ensure a COMPREHENSIVE CARE
comprehensive care plan was developed PLANS
for 1 of 5 residents reviewed for care A facility must use theresults of
plans related to unnecessary medications the asse.ssment to .develop, review
(Resident #222) and revise the resident’s
' comprehensiveplan of care
Findings include: Whatcorrective action(s) will
. be accomplished for those
Resident #222's record was reviewed on residents found to havebeen
12/4/14 at 3:00 p.m. Her diagnosis affected by the deficient
included, but was not limited to, practice?
uncontrolled Diabetes Mellitus Type 2
with complications. The Minimum Data Resident #222 care plan has been
Set assessment tool (MDS), dated upda.ted to includeDiabetes
11/10/14, indicated Resident #222 Mellitus by MDS.
. . e . How will you identify other
received insulin injections; however this . . .
. residents having thepotential to
was not reflected in the plan of care for
h i be affected by the same
the resident. deficient practice and what
correctiveaction will be taken?
A review of Resident #222's medications
indicated she received accu checks (blood All residents have thepotential
sugar monitoring) four times daily, for the alleged deficient practice.
Lantus (insulin glargine) 20 units All residents with diagnosis of
subcutaneous (fat layer of tissue below dlat.’etesdnlljeug;ssc/alge Planswtere
. . TCVICWE cs1gnee to
the skin) at bedtime, and Novolog Y £
) i i ensure care plan was updated to
(insulin aspart) 13 units subcutaneous addressdiabetes.
three times a day.
What measures will be put into
During an interview, on 12/5/14 at 1:15 place or what systemicchanges
p.m., the MDS Coordinator indicated a you will make to ensure that
care plan related to the diagnosis of the deficient practice does not
. . L ?
Diabetes Mellitus and insulin recur:
administration should have been initiated .
. . Upon admission nurses
for Resident #222 but this had not been
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done. willinitiate residents care plan.
Licensed Nurses to be in-serviced
A policy titled "IDT (interdisciplinary) by ]?irector c'>ﬂ.\1.ursing or
Care Plan Review", identified as current d;e;gn/ele“on initial care plans
by the Assistant Director of Nursing (12/23 . )'_ . o .
RAI specialist will provide in-service
.(AI.)ON) on 12/5/14 at 3:20 p..m.., to MDS staff and IDTteam in
indicated "... The care plan will include utilizing IDT care plan review guide
measurable goals and resident specific and IDR quarterly resident
interventions based on resident needs and reviewtool. o
preferences to promote the highest level DNS / deSIg.nee will review the IbT
L . ; resident review tool toensure resident
of functioning including medical, with Diabetes Mellitus have an
nursing, mental and psychosocial needs... accurate care plan.
Care plan problems, goals and
interventions will be updated based on
changes in resident assessment/condition, How the corrective action(s)
resident preferences or family input...." will be monitored toensure the
deficient practice will not
3.1-35(b)(1) recur, i.e., what quality
assuranceprogram will be put
into place?
A Care Plan Updating/Review
CQItool will be utilized by MDS
or designee weekly X4, monthly
X2 and quarterlythereafter; if
expected threshold is not
achieved, an action plan will
bedeveloped.
By what datethe systemic
changes will be completed?
Date of Compliance: 12/23/2014
F000282 | 483.20(k)(3)(ii)
SS=E SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN
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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 observation, record review, and F000282 F282 SERVICESBY QUALIFIED 12/30/2014
interview, the facility failed to ensure PERSONS/ PER QARE PLAN
behavioral i . The services provided or
) ehavioral mterventions we.re arranged by the facility mustbe
1mplemented to prevent residents for provided by qualified person in
wandering into other residents' room for accordance with each resident’s
3 of 3 residents reviewed for behaviors yvr:ttin planc:f care.t_ -
. atcorrective action(s e
(Residents #180, #139, and #114). rective action(s) wi
accomplished for those
residents found to havebeen
Findings include: affected by the deficient
practice? Resident #180, #1309,
1. Resident #180's record was reviewed End # 1214t°3rfe plans ha\{et
. . eenupdated for appropriateness
on 12/08/2914 at 10.27'a.m.. Resident specific to the residents
#180 had dlagnoses which 1ncluded, but wandering behaviors. Cottage
were not limited to, dementia and staff will be educatedon
depression. A Minimum Data Redirecting wanderingresidents,
i activities schedules, and activity
'flsse':ssment to.ol (MDS) dated 11/30/14, care plans by the Memory
indicated Resident #180 had severe CareFacilitator or designee on or
cognitive impairment with a Brief before 12/30/2014.  How will
Interview for Mental Status score (BIMS) you.identify othe.r residents
of 3 out of 15. having thepotential to be_ _
affected by the same deficient
) practice and what
2:07 p.m. Resident #180 was observed. All residents have thepotential
At 1:22 p.m. Resident #180 was observed for the alleged deficient practice.
. . . Residents exhibiting wandering
going through a trash can in resident .
) . . behavior on cottage 3, care
room 112. The resident who resided in planswere reviewed by Memory
this room was seated in his recliner. At Care Facilitator to ensure
2:07 p.m., Certified Nursing Assistant residents wanderingbehaviors
(CNA) #2 was observed entering room were addr.essed and interventions
. were applicable. What
112 and removing the trash can from measures will be put into place
Resident #180. CNA #2 was observed or what systemicchanges you
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exiting room 112 without redirecting will make to ensure that the
Resident #180 out of room 112. At 2:08 def'c'jntl\ffact'cecd°ei "°_T_t t
p.m., LPN #1 was observed looking into ;;ﬁizémtore?;{yy e
room 112 then walk away without 1:1education with staff relating to
redirecting Resident #180 out of resident behaviors and redirecting.
room 112. At 2:28 p.m., CNA #2 entered Memory Care Facilitatoror
room 112 and redirected Resident #180 idn?::'?/gi‘taixl! ::‘::Eje dtr:tstghawor
to his own room. The activity calendar Cottage staff will be educatedon
indicated an activity titled "afternoon Redirecting wanderingresidents,
stroll" followed by an activity titled activities schedules, and activity
"reading buddies" was scheduled during care plan'§ by the Memow
o CareFacilitator or designee on or
this time. before 12/30/2014. Nursing staff
will assist activities staff in
During observations on 12/05/2014 from theattendance of residents in the
2:11 p.m. to 2:30 p.m., Resident #180 scheduled activities. The Memory
’ o ) e Care Facilitator will conduct
was observed wandering in the hallway rounds to ensure residentsare
looking into other residents' rooms. At invited and encouraged to
2:29 p.m., Resident #180 was observed participate in activities if residents
s . . ' decline1:1 independent activities
wandering into a female resident's room ; : .
. will be provided per resident
in room 100. Staff was not observed to preferences. How the
redirect him out of her room. corrective action(s) will be
monitored toensure the
A care plan, dated 1/27/14, indicated deficient practice will not recur,
Resident #180 wandered through out the ;z;::::::::zgram will be put
unit in and out of others rooms. A goal into place? A Cottage Activity
indicated he would be free from injury CQl toolwill be utilized weekly X4,
related to wandering. An approach to monthly X2 and quarterly
meet this goal included staff was to thereafter; if expectedthreshold is
" . Lo not achieved, an action plan will
ok?serve resident for gomg into other be developed. By what
residents rooms" and behind the nurse's datethe systemic changes will
station and to have him attend activities be completed? Date of
of choice. Compliance 12/30/2014
2. Resident #139's record was reviewed
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on 12/05/2014 at 2:49 p.m. Resident
#139 had diagnoses which included, but
were not limited to, dementia, depressive
disorder, and Alzheimer's disease. A
quarterly Minimum Data Set assessment
tool (MDS), dated 9/30/14, indicated
Resident #139 had severe cognitive
impairment with a Brief Interview for
Mental Status score (BIMS) of 3 out of
15.

During observations on 12/4/14 from
2:13 p.m. to 2:32 p.m., Resident #139
was observed. At2:13 p.m., Resident
#139 wandered into and around room
112. At 2:15 p.m., Resident #139 sat on
abed in room 112. At2:28 p.m.,
Certified Nursing Assistant (CNA) #2
entered room 112 to redirect another
resident who had wandered into room
112. CNA #2 did not redirect Resident
#139 out of the room. Resident #139 was
observed to remain in room 112 until
2:32 p.m., at which time CNA #2
returned to room 112 and redirected him
out of room 112. The activity calendar
indicated an activity titled "reading
buddies" was scheduled at this time.

A current care plan which originated on
5/17/12, indicated Resident #139 had a
problem with wandering. A goal for him
indicated he would not leave the facility
unattended. Approaches to meet this
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goal included staff to provide diversion
activity if resident was exit seeking and
in and out of other rooms.

3. Resident #114's record was reviewed
on 12/4/14 at 12:51 p.m. Resident #114
had a diagnosis which included, but was
not limited to, dementia. A Minimum
Data Set assessment tool (MDS), dated
10/14/14, indicated Resident #114 had
severe cognitive impairment with a Brief
Interview for Mental Status score (BIMS)
of 0 out of 15.

During an observation on 12/8/14 a.m. at
9:30 a.m., Resident #114 was observed
wandering up and down the hall. He
entered room 102 and stood in the middle
of the room CNA #6 was observed
transporting a female resident out of
room 102 at this time. CNA #6 left
Resident #114 unattended in the room
where a female resident was resting in
her bed. CNA #6 did not redirect
Resident #114 out of room 102.

A current care plan which originated on
10/21/11, indicated Resident #114 had
problems with intrusive wandering due to
increased confusion. Approaches
indicated staff would keep him occupied
and observe for his location.

During an interview on 12/3/14 at 12:04
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p.-m., Licensed Practical Nurse (LPN) #1
indicated Resident #114 wandered
"everywhere." She stated, "No that isn't
his room. We wouldn't put a male in
with a female."

During an interview on 12/5/14 at 2:30
p-m., Licensed Practical Nurse (LPN) #9
stated, "It's not okay for them to go into
other people's rooms. The wanderers
need redirected.” She indicated if staff
see residents wandering into other
residents rooms they are expected to
redirect them and not to leave them
alone.

During an interview on 12/8/14 at 10:02
a.m., CNA #6 indicated she should have
redirected Resident #114 out of room 102
but she "was too busy" with another
resident.

During an interview on 12/08/2014 at
12:11 p.m., the Social Service Director
indicated staff was to redirect residents
who wandered into other residents'
rooms and provide them with meaningful
activities to reduce the wandering
behaviors.

A policy titled "IDT (interdisciplinary)
Care Plan Review", identified as current
by the Assistant Director of Nursing
(ADON) on 12/5/14 at 3:20 p.m.,
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3.1-35(g)(2)

Licensure Survey.

Brenda Marshall, RN.

indicated "... The care plan will include
measurable goals and resident specific
interventions based on resident needs and
preferences to promote the highest level
of functioning including medical,
nursing, mental and psychosocial needs...
Care plan problems, goals and
interventions will be updated based on
changes in resident assessment/condition,
resident preferences or family input...."

Quality review completed 12/10/14 by

R000000
American Village Assisted Living was R000000 The creation and submissionof
found to be in compliance with 410 IAC this Plan of Correction does not
16.2-5 in regard to the State Residential constitute an admission by this

provider ofany conclusion set
forth in the statement of
deficiencies, or of any violationof
regulation.

This provider
respectfullyrequests that the
2567L Plan of Correction be
considered the Letter of
CredibleAllegation and requests
a Desk Review on or after
January 7, 2015.
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