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This visit was for a Recertification and 

State Licensure Survey. 

This visit was in conjunction with the 

Investigation of Complaint IN00160064.

Survey dates: December 1, 2, 3, 4, and 5, 

2014

Facility number:  000459

Provider number: 155567

AIM number: 100289700

Survey team:

Rick Blain, RN, TC

Tim Long, RN

Carol Miller, RN

Diane Nilson, RN

Christine Fodrea, RN 

Census bed type:

SNF: 4

SNF/NF:  52

Total: 56

Census payor type:

Medicare:  4

Medicaid:  44

Other: 8

Total: 56

These deficiencies reflect state findings 
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cited in accordance with 410 IAC 

16.2-3.1.

Quality review completed on December 

12, 2014 by Randy Fry RN.

483.10(b)(11) 

NOTIFY OF CHANGES 

(INJURY/DECLINE/ROOM, ETC) 

A facility must immediately inform the 

resident; consult with the resident's 

physician; and if known, notify the resident's 

legal representative or an interested family 

member when there is an accident involving 

the resident which results in injury and has 

the potential for requiring physician 

intervention; a significant change in the 

resident's physical, mental, or psychosocial 

status (i.e., a deterioration in health, mental, 

or psychosocial status in either life 

threatening conditions or clinical 

complications); a need to alter treatment 

significantly (i.e., a need to discontinue an 

existing form of treatment due to adverse 

consequences, or to commence a new form 

of treatment); or a decision to transfer or 

discharge the resident from the facility as 

specified in §483.12(a).

The facility must also promptly notify the 

resident and, if known, the resident's legal 

representative or interested family member 

when there is a change in room or 

roommate assignment as specified in  

§483.15(e)(2); or a change in resident rights 

under Federal or State law or regulations as 

specified in paragraph  (b)(1) of this section.

The facility must record and periodically 

update the address and phone number of 

F000157
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the resident's legal representative or 

interested family member.

Based on interview and record review, 

the facility failed to notify the physician 

for 1 of 3 residents reviewed for 

physician notification after a change in 

condition in a (Resident #K).

Findings include:

Resident #K's record was reviewed 

12-4-2014 at 10:31 AM. Resident #K's 

diagnoses included, but were not limited 

to: renal failure, diabetes, anemia, 

depression, high blood pressure, mitral 

valve disorder, heart block, and 

peripheral vascular disease.

A Review of Nursing Notes indicated the 

following: notes dated 11-11 through 

11-14-2014 indicated Resident #K was 

alert and oriented x 3, not confused, or 

febrile. There were no nursing notes 

dated 11-15 and 11-16 available for 

review. The Nursing Notes dated 11-17 

indicated Resident #K had a fall. There 

was no note on 11-17 to indicate if 

Resident #K had a change in cognitive 

status. Nursing Notes dated 11-18 and 

11-19-2014 indicated Resident #K was 

now only oriented x 2, but there was no 

assessment of the reason for the change 

in cognition on either note. Additionally, 

F000157 Resident # K is no longer in the 

facility. The facility will review 

current resident documentation 

since 12/1/14 to ensure MD/RP 

notifications were made 

as appropriate.Licensed 

staff have been re-educated on 

completing MD/RP notification.  

Each week, a change-of condition 

audit will be completed by the 

Health Information Manager, or 

designee to monitor compliance 

with timely physician notification.  

Each week, the Director of 

Nursing or designee will be 

responsible for monitoring 

change-of condition audits and 

coordinating compliance with 

physician notification as 

indicated.The Director of 

Nursing / Designee will be 

responsible for idenfying patterns 

of noncompliance and reporting 

issues to the monthly QA&A 

committee for 6 months then 

quarterly there after for 

problem analysis and continued 

monitoring as indicated.Face to 

Face is requested for this 

tag.Repeat tag

01/04/2015  12:00:00AM
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neither note indicated the physician  nor 

the family had been notified about the 

change in cognition. On 11-20-2014 at 

8:30 AM, the notes indicated Resident 

#K was now oriented only to self, was 

lethargic, and skin was now a grayish tan. 

There was no further assessment noted in 

the Nursing notes.

A review of the SBAR- change of 

condition form, indicated the facility had 

received a call from the dialysis unit at 8 

AM. The phone call indicated Resident 

#K was being sent to the hospital due to 

low blood pressure and change of level of 

consciousness. The note further indicated 

the Nurse Practitioner had been notified 

at 8:30 AM.

In an interview on 12-4-2014 at 2:35 PM, 

RN Consultant #3 indicated the physician 

is to be called whenever there is a change 

in the cognition or condition of the 

resident. 

This Federal tag relates to Complaint 

IN00160064.

3.1-5(a)(2)

483.20(k)(3)(ii) 

SERVICES BY QUALIFIED PERSONS/PER 

CARE PLAN 

The services provided or arranged by the 

F000282
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facility must be provided by qualified 

persons in accordance with each resident's 

written plan of care.

Based on observation, record review, and 

interview, the facility failed to ensure  

medications were administered as 

ordered for 2 of 5 residents reviewed for 

unnecessary medications (Resident #64 

and Resident #22).

Findings include:

1.  Resident #64 was interviewed and a 

room observation completed, on 12/1/14, 

at 2:45 P.M.  During observation of the 

room a small plastic drinking glass, was 

observed on the bedside table in the 

resident's room.  The glass contained 2 

whole tablets and 1 partial white tablet. 

LPN #4 was interviewed, on 12/1/14, at 

2:56 P.M., regarding the contents of the 

plastic drinking glass, and identified the 

medication after reviewing the 

Medication Administration Record 

(MAR) for the resident, and checking the 

medications in the medication cart for the 

resident. LPN #4 indicated the 2 whole 

tablets were divalproex sodium(a 

medication for seizures) 125 milligrams 

each, and indicated the medication was 

given twice a day, at 9:00 A.M., and 9:00 

P.M.  She indicated the resident did have 

some medications which were white in 

F000282 The MD was notified of 

the medication irregularities for 

resident #64.  The administration 

time of ferrous sulfate for resident 

#64 was changed presuent to the 

recommentation of counsultant 

pharmacist. During the survey, 

the facility performed a one-time 

room to room observation for 

unexpected  medications at bed 

side and no issues identified.  

The facility reviewed Consultant 

Pharmacy recommendations for 

Oct-Dec 2014 to ensure 

recommendations have adequate 

follow-upNurses have been 

re-educated on the proper 

procedure for dispensing 

medications, and the importance 

of making sure each resident 

swallows them.  Nurses have 

been re-educated to follow 

Consultant Pharmacist 

recommendations regarding 

medication administration 

times. Each Department Manager 

will complete an angel round form 

weekly to observe for  

un-expected medications at the 

bedside.  DON/designee will 

monitor monthly that consultant 

Pharmacy recommendations are 

completed.The Director of 

Nursing / Designee will be 

responsible for idenfying patterns 

of noncompliance and reporting 

issues to the monthly QA&A 

committee for 6 months then 

quarterly there after for 

01/04/2015  12:00:00AM
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color, but because the medication was 

broken, she could not identify the broken 

tablet. 

The record for Resident #64 was 

reviewed, on 12/4/14, at 8:55 A.M., and 

indicated diagnoses including but not 

limited to:  Senile Dementia with 

delusional features, dementia with 

behavioral disturbances, unspecified 

psychosis, and Alzheimer's disease. 

There was no documentation in the 

resident record regarding the resident not 

taking her medication. 

The Medication Administration Record 

(MAR), for December 2014, indicated 

the resident was receiving divalproex 125 

milligrams, delayed release, by mouth, 2 

times daily, at 9:00 A.M., and 9:00 P.M.

LPN #4 was interviewed, on 12/4/14 at 

10:07 A.M.,  regarding the medication 

found in the resident's room on 12/1/14. 

She indicated when she gave the resident 

medication, she placed it in a medication 

cup whole, and the resident took the 

medication with water.  She indicated she 

had given the resident medications on the 

morning of 12/1/14, and she watched the 

resident swallow her medication.  She 

indicated the resident was supposed to be 

observed taking her medication because 

problem analysis and continued 

monitoring as indicated.
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this had occurred before where the 

resident had not swallowed her 

medication.  She indicated it had been 

passed on in daily report, and indicated,  

"it's been a while",  to observe the 

resident due to an incident of her not 

taking her medication. 

The Director of Nursing Services (DNS) 

was interviewed, on 12/4/14, at 11:15 

A.M., regarding the medication found in 

the resident's room on 12/1/14, and 

indicated she had just been informed of 

this on 12/4/14.

Nurse Consultant #3 provided the policy 

for Medication Administration Operating 

Standard Guideline,  dated December, 

2012, on 12/4/14, at 11:15 A.M. 

The policy for Medication 

Administration was reviewed, on 

12/4/14, at 11:20 A.M., and indicated the 

following: "Administer medication to one 

resident at a time; "Make sure the 

resident swallows the medication and 

observe that the resident is not having 

difficulty swallowing,and that they 

consume all the medication. If 'cheeking' 

of the medication is suspected, a change 

to liquid form is indicated, with MD 

order. "  Also, "if a medication error is 

discovered, stop, lock cart and report to 

your supervisor. A med error form will 
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be completed, MD notified, and the 

resident closely monitored for adverse 

reactions. Increase awareness of med 

errors through education and the 

importance of reporting all medication 

errors are highly stressed. " 

The DNS was interviewed, on 12/4/14, at 

2:00 P.M., regarding the medication, and 

indicated the Nurse Practitioner was 

notified and an incident report would be 

filled out for the medication error.  

2.  The chart for Resident #22 reviewed 

on 12/4/14 at 9:00 A.M. indicated 

Resident #22's diagnosis included, but 

were not limited to, osteoporosis and iron 

deficiency anemia.

The  Pharmacy Consultation Report 

dated 9/1/14 through 9/11/14 indicated 

do not administer together calcium and 

magnesium products with iron due to the 

potential for absorption-related drug 

interaction of these medications if given 

together at the same time.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   

The September 2014 Medication 

Administration Records (MAR) for 

Resident #22, indicated the calcium 

carbonate and magnesium medication 

continued to be administered  at 9:00 

A.M. and 5:00 P.M.  

The ferrous sulfate's (iron) administration 

times had been changed on 9/11/14 from 
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8:00 A.M. and 5:00 P.M. to 7:00 A.M. 

and 7:00 P.M. The ferrous sulfate was 

documented as given on 9/11/14 at 7:00 

P.M., and on 9/12/14 at 7:00 A.M. and  

7:00 P.M.   Then on 9/13/14 the  

September 2014 MAR indicated the 

ferrous sulfate times were changed back 

from 7:00 A.M. and 7:00 P.M. to 8:00 

A.M. and 5:00 P.M. and the ferrous 

sulfate was documented as given to 

Resident #22. 

     

The Pharmacy Consultation Report dated 

11/1/14 through 11/4/14 indicated

"...REPEATED RECOMMENDATION 

from 9/4/2014, :Please respond 

promptly... (name of Resident #22) 

receives calcium carbonate, magnesium 

and iron supplement concurrently.

Recommendation:  Please consider 

minimizing this potential 

absorption-related drug interaction by 

separating administration of calcium and 

magnesium products from the iron by at 

least 2 hours...."                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            

The October, November, and December 

2014 MAR's indicated from 10/1/2014 

through 12/1/14 the calcium carbonate 

and the magnesium were documented as 

given at 9:00 A.M. and 5:00 P.M. and the 

ferrous sulfate was documented as given 

at 8:00 A.M. and 5:00 P.M. to Resident 

#22.
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The December 2014 MAR indicated on 

12/2/14 the times for the ferrous sulfate 

were changed from 8:00 A.M. and 5:00 

P.M. to 6:00 A.M. and 6:00 P.M.

The calcium carbonate administration 

time remained the same for the 9:00 

A.M. dose and the time of the evening 

dose was changed to 9:00 P.M. and the 

magnesium administration time remained 

the same at 9:00 A.M. and 5:00 P.M.

Interview on 12/5/14 at 9:00 A.M. with 

RN Nurse Consultant #2 indicated on 

9/11/14 the nurse followed the September 

11, 2014 Pharmacy Recommendation and  

changed the ferrous sulfate times from 

8:00 A.M. and 5:00 P.M. to 7:00 A.M. 

and 7:00 P.M.  The RN Nurse Consultant 

#2 further indicated then on 9/13/14 a 

different nurse changed the times of the 

ferrous sulfate back to 8:00 A.M. and 

5:00 P.M. on the September 2014 MAR.

3.1-35(g)(2)

483.25 

PROVIDE CARE/SERVICES FOR 

HIGHEST WELL BEING 

Each resident must receive and the facility 

must provide the necessary care and 

services to attain or maintain the highest 

practicable physical, mental, and 

psychosocial well-being, in accordance with 

the comprehensive assessment and plan of 

care.

F000309

SS=D
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Based on observation, interview, and 

record review, the facility failed to assess 

changes in condition for 3 of 9 residents 

reviewed with changes in condition in a 

sample of 20 ( Resident #P, Resident # K 

and Resident #O). 

Findings include:

1. Resident #K's record was reviewed 

12-4-2014 at 10:31 AM. Resident #K's 

diagnoses included, but were not limited 

to: renal failure, diabetes, anemia, 

depression, high blood pressure, mitral 

valve disorder, heart block, and 

peripheral vascular disease.

A review of Nursing Notes indicated the 

following: The notes dated 11-11 through 

11-14-2014 indicated Resident #K was 

alert and oriented x 3, there was no 

indication Resident #K was confused, or 

febrile. There were no nursing notes 

available for review for the dates 11-15 

and 11-16. Notes dated 11-17 indicated 

Resident #K had a fall. There was no 

note on 11-17 to indicate if Resident #K 

had a change in cognitive status. Nursing 

Notes dated 11-18 and 11-19-2014 

indicated Resident #K was now only 

oriented x 2. There was no assessment of 

the reason for the change in orientation 

on either note. On 11-20-2014 at 8:30 

AM, the notes indicated Resident #K was 

F000309 Resident #K and #O are no 

longer in the Facility.Resident #P 

was interviewed on 12/2/14 

stating he was not having any 

pain.The facility will review 

current resident documentation 

since 12/1/14 for changes of 

condition related to non-pressure 

skin conditions, pain, and 

cognitive status for appropriate 

follow up.  Any issues identified 

will be addressed as 

appropriate.Licensed staff were 

re-educated on assessment and 

documentation of changes of 

condition for pain, non-pressure 

skin conditions, and cognitive 

status.  Each week, a change-of 

condition audit will be completed 

by the Health Information 

Manager, or designee to monitor 

compliance with change of 

condition related to pain, 

non-pressure skin condition and 

cognitive status.  Each week, the 

Director of Nursing or designee 

will be responsible for monitoring 

change-of condition audits and 

coordinating compliance with 

physician notification as 

indicated.The Director of 

Nursing / Designee will be 

responsible for idenfying patterns 

of noncompliance and reporting 

issues to the monthly QA&A 

committee for 6 months then 

quarterly there after for 

problem analysis and continued 

monitoring as indicated.Face to 

Face is requested for this 

tag.Repeat tag

01/04/2015  12:00:00AM
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now oriented only to self, was lethargic, 

and skin was now a grayish tan. There 

was no further assessment to determine 

the cause of the change in condition 

noted in the Nursing notes.

A review of the SBAR- change of 

condition form dated 11-20-2014, 

indicated the facility had received a call 

from the dialysis unit at 8 AM. The 

phone call indicated Resident #K was 

being sent to the hospital due to low 

blood pressure and a change of level of 

consciousness.  

A review of hospital emergency room 

records dated 11-20-2014 indicated 

Resident #K was being admitted to the 

hospital with urinary tract infection, 

hypotension, and end stage renal disease.

In an interview on 12-4-2014 at 1:57 PM, 

Nurse Consultant #3 indicated whenever 

a resident had a condition change, the 

resident should be assessed, and a change 

of condition form completed. 

A current policy titled Managing Change 

of Condition dated October 2011 

provided by RN Consultant #3 indicated 

under the title "Objective" "to provide 

treatment and services to address changes 

in accordance with resident needs" The 

policy further indicated to "select and 
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complete each section of the appropriate 

Change of Condition form".

2. Resident #P's record was reviewed 

12-3-2014 at 10:34 AM. Resident #P's 

diagnoses included, but were not limited 

to, dementia, personality disorder, 

hypothyroidism, dermatophytosis of the 

scrotal and perianal areas, scrotal varices, 

psychosis and osteoarthritis.

Physician orders dated 11-25-2014 

indicated Resident #P was prescribed 

Ibuprofen 600 Milligrams (mg) every 6 

hours as needed for pain, and Lotrimin 

2% lotion to be applied to the scrotal area 

twice daily. 

During an observation on 12/02/2014 at 

1:12 PM, Resident #P was observed to be 

shaking the right leg side to side and 

fidgeting in the wheelchair. Resident #P 

denied pain, but stated his leg and bottom 

didn't feel right.

A review of the Nursing Assessment 

dated 11-25-2014, indicated Resident #P 

had pain in the left shoulder that was 

being managed with current medications, 

however, the assessment did not include 

pain in the perineal area. 

A review of the Pain Assessment/ 

Evaluation dated 11-25-2014 indicated 
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Resident #P had a pain level of 6, but his 

pain was being adequately managed with 

the current medication. The form 

indicated Resident #P's pain was located 

in the left shoulder, but did not indicate 

there was any other area of pain.

A review of Resident #P's Treatment 

Administration Record dated November 

2014 and December 2014 indicated 

Lotrimin treatments were being 

administered as ordered to the perineal 

area.

In an interview on 12-3-2014 at 11:41 

AM, Resident #P indicated the cream 

ordered was being applied to the perineal 

area twice a day.

A review of Resident #P's Medication 

Administration Record indicated 

Resident #P was not experiencing pain, 

and no as needed pain medication had 

been given.

In an interview on 12-3-2014 at 1:09 PM, 

LPN #1 indicated if a resident is having 

signs of pain, the pain level and location 

should be assessed, and a pain 

medication should be given. 

3. Resident #O's record was reviewed 

12-3-2014 at 8:50 AM. Resident #O's 

diagnoses included, but were not limited 
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to, Morbid obesity, High blood pressure, 

Lymphedema, Asthma, atrial fib and 

flutter. 

A review of Physician Orders dated 

7-14-2014 indicated no treatments were 

ordered for open areas.

A review of Resident #O's nursing 

admission assessment dated 7-14-2014 

did not indicate any open areas were 

present.

A review of an SBAR (Change of 

Condition form) dated 7-24-2014 

indicated 2 new wounds were identified 

on the back of Resident #O's right leg. 

The first area measured 1 cm x 0.8 cm x 

0.1 cm. There was no indication of the 

location of the area. The second area 

measured 0.5 cm x 0.5 cm x 0.1 cm. 

There was no description of the location 

of the area. The back of the form 

indicated the Nurse Practitioner and 

family had been notified. The notes 

further indicated the areas were red in 

color with scant drainage, but there was 

no further descriptions of the areas. 

A review of an IDT - Post Occurrence 

Review dated 7-25-2014 indicated 

Resident #O had 2 open areas. The 

documentation indicated Resident #O's 

open areas were from rubbing on the 
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sheet. 

A skin integrity care plan dated 

7-25-2014 indicated Resident #O had 

open areas due to friction. The care plan 

had interventions of: keep area clean and 

dry, monitor for signs, and symptoms of 

infection, monitor for drainage and odor 

and apply treatment as ordered. There 

was no intervention to address prevention 

of friction.  

Review of Resident #O's Treatment 

Administration Records dated August, 

September, and October 2014 indicated 

his legs were wrapped with ace wraps 

beginning 8-18-2014 due to severe leg 

edema. 

A review of Treatment Administration 

Records dated July, August, September, 

and October, 2014 indicated Resident #O 

received treatment of hydrocolloid gel 

and optifoam to his lower legs every 3 

days as ordered until discharge. 

A review of Resident #O's Braden scales 

completed 7-15,22,and 29; and  8-5 

indicated Resident #O had been scored as 

high risk for pressure areas.

A review of Non-pressure area skin 

reports indicated the following: Area #1 

was measured 7-26-2014, the area was 
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identified as being on Resident #O's right 

calf near the knee, and measured 1 cm x 

0.8 cm x 0.1 cm. The area was described 

as red, and without drainage. Area #1 was 

measured again on 8-2-2014 and  was 

described as improved, and pink with no 

drainage, and measured 0.8 cm x 0.5 cm 

x 0.1 cm. there was no further 

documentation on the form to indicate 

the area had healed, or was being 

monitored. Area #2 was located on the 

back of the right calf proximal to the 

knee and located towards the middle of 

the calf. The area was identified as being 

somewhat red, with no drainage, and 

measured 0.5 cm x 0.5 cm x 0.1 cm. 

There was no further documentation on 

the form to indicate the area had been 

healed or monitored. 

A review of Nurse Practitioner progress 

notes dated 8-29-2014 indicated Resident 

#O's skin changes were due to 

lymphedema. There was no mention if 

the areas were healed or remained open. 

 

In an interview on 12-3-2014 at 1:42 PM, 

LPN #1 indicated wounds were supposed 

to be measured weekly but, because the 

nurse's were so busy, they were unable to 

measure wounds very consistently. 

This Federal tag realties to complaint 

IN00160064. 
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3.1-37(a)

483.25(c) 

TREATMENT/SVCS TO PREVENT/HEAL 

PRESSURE SORES 

Based on the comprehensive assessment of 

a resident, the facility must ensure that a 

resident who enters the facility without 

pressure sores does not develop pressure 

sores unless the individual's clinical 

condition demonstrates that they were 

unavoidable; and a resident having pressure 

sores receives necessary treatment and 

services to promote healing, prevent 

infection and prevent new sores from 

developing.

F000314

SS=G

Based on interview and record review, 

the facility failed to assess and monitor a 

resident for changes in skin integrity for 1 

of 3 residents reviewed for pressure 

ulcers (Resident #N). This failure to 

assess and monitor skin integrity changes 

resulted in 1 resident's pressure areas 

increasing in stage from superficial to 

unstageable.

Findings include:

1. Resident #N's record was reviewed 

12-5-2014 at 9:33 AM. Resident # N's 

diagnoses included, but were not limited 

to, cellulitis, morbid obesity, diabetes, 

high blood pressure, restless leg 

syndrome, lung disease, and 

lymphedema.

F000314 Resident #N or #O are no longer 

residents in the facility.All other 

Pressure wounds were 

re-measured and skin sheets up 

dated on 12/5/14.Nursing staff 

have been re-educated on proper 

procedures for completing 

assessments and measurements 

in accordance with policy. Each 

week the DON/Designee will 

complete a skin monitoring tool to 

monitor compliance with timely 

skin measurements.The Director 

of Nursing / Designee will be 

responsible for idenfying patterns 

of noncompliance and reporting 

issues to the monthly QA&A 

committee for 6 months then 

quarterly there after for 

problem analysis and continued 

monitoring as indicated.Face to 

Face is requested on this 

tag.Repeat tag

01/04/2015  12:00:00AM
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A physician's order dated 9-18-2014 

indicated Resident #N had wounds on the 

right upper thigh on admission. The 

orders additionally indicated to maintain 

a Foley catheter for wound healing.

Physician Progress notes dated 9-18-2014 

indicated Resident #N had pressure 

ulcers on the right upper thigh measuring 

7.4 cm x 1.6 cm x less than (<) 0.1 cm 

and 3 cm x 0.8 cm x < 0.1 cm. The note 

further indicated the areas were 

superficial, and had a pink wound base. 

A review of Resident #N's care plans 

included a potential for pressure ulcer 

development, interventions included 

medication administration, lotion to skin, 

bath per schedule, encourage fluid intake 

and meal intake, encourage to reposition 

self, evaluate skin weekly, labs as 

ordered, pressure reducing cushion in 

wheel chair and on mattress. An 

additional care plan for stasis ulcers was 

initiated an 10-10-2014. The 

interventions were to document location 

and characteristics of wounds, medicate 

as ordered, and document signs of 

infection.

An SBAR #1 dated 11-13-2014 indicated 

Resident #N had an area on right inner 

thigh of undetermined depth, due to 
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yellow slough in the wound bed, 

measuring 7.4 cm x 1.6 cm. There was 

not a description of the location of the 

area. The document further indicated 

there was no drainage to the area, and the 

wound edges were pink.

A review of SBAR #2 indicated there 

was a second area to the right inner thigh 

measuring 3 cm x 0.8 cm of 

undetermined depth due to yellow slough 

in the wound bed. There was not a 

description of the location of the area. 

The document further indicated there was 

no drainage to the area, and the wound 

edges were pink.

A review of Resident #N's wound 

tracking indicated there was no wound 

tracking available for review to indicated 

the locations, size, or progress of the left 

upper thigh wounds between 9-18-2014 

and 11-13-2014.

A review of Pressure ulcer evaluation 

record dated 11-13-2014 indicated there 

was a right thigh wound proximal to the 

thigh/ torso fold, about the middle of the 

thigh. This wound was described as 

unstageable due to slough in the wound 

bed. and measured 7.4 cm x 1.6 cm. 

There was no depth noted on the 

document.
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A review of Pressure ulcer evaluation 

record dated 11-13-2014 indicated there 

was a right thigh wound proximal to the 

thigh/ torso fold, close to the inner part of 

the leg. This wound was described as 

unstageable due to slough in the wound 

bed. and measured 3 cm x 0.8 cm. There 

was no depth noted on the document.

A review of Resident #N's Nurses Notes 

indicated there were no descriptions of 

the open areas, measurements of 

characteristics of the open areas between 

the initial admission assessment on the 

wound reports dated 11-13-2014. 

In an interview on 12-5-2014 at 11:24 

AM, LPN #1 indicated she had measured 

the wounds on 11-13-2014 and although 

the true depth was obscured by the slough 

in the wounds, the measured depth was 

0.1 cm. When asked why this 

measurement had not been documented, 

LPN #1 indicated she had been instructed 

to leave the measurement off the 

document because of the underlying 

slough. 

A current policy titled Skin Integrity 

Standard dated June 2010 provided by 

RN Consultant #3 indicated "weekly 

head to toe assessment of all residents by 

the Licensed nurse with narrative 

documentation of findings. Narrative 
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findings will include; description of skin 

turgor, color, and any skin related issue." 

This Federal tag relates to Complaint 

IN00160064.

3.1-40(a)(1)

483.25(h) 

FREE OF ACCIDENT 

HAZARDS/SUPERVISION/DEVICES 

The facility must ensure that the resident 

environment remains as free of accident 

hazards as is possible; and each resident 

receives adequate supervision and 

assistance devices to prevent accidents.

F000323

SS=D

Based on observation, record review, and 

interview, the facility failed to ensure 

environmental hazards were identified 

concerning loose and wobbly assist 

bedrails for 2 of 5 residents observed 

who used bed assist rails,  Residents #9 

and 16. The facility also failed to ensure a 

bed control cord was safe and free from 

frayed areas for 1 of 30 resident rooms 

observed in Stage 1, Resident #16. 

Findings include:

Resident #9 was interviewed, on 12/1/14, 

at 2:02 P.M., in his room.  Two "assist" 

rails were noted, one on either side of the 

bed.  The one on the left side of the bed 

was elevated up, and was noted to be 

very loose and wobbly when moved, and 

F000323 Resident #9's assist bedrail has 

been secured.  Resident #16 bed 

cord; has been 

replaced.Maintenance did a 

complete walk through checking 

all assist bedrails and bed cords 

any issues found were repaired, 

replaced or secured as 

needed.Nursing, Housekeeping 

and Maintanence staff have been 

re-educated concerning the 

completion of work orders when 

items of this nature are found. 

Maintanence Supervisor will bring 

work orders to morning 

meeting to be reviewed.The 

Maintanence Supervisor will do 

weekly audits of 5 rooms weekly 

and enter these audits into TELS 

for record keeping this will 

be done for 3 months.  

The Maintenance Supervisor / 

Designee will be responsible for 

identifying patterns of 

01/04/2015  12:00:00AM
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there was a space between the assist rail 

and the mattress. 

The Maintenance Director was observed 

repairing the assist rail, on 12/1/14, at 

2:14 P.M. He was interviewed, at this 

time, and indicated the assist rail needed 

to be tightened, and indicated there were 

3 bolts on the assist rail that required 

tightening.  He indicated the distance 

between the assist rail and mattress was 4 

inches. 

He indicated he had a maintenance 

schedule he used to check resident 

rooms, but also relied on the staff to 

inform him if something needed fixed. 

LPN #4 was interviewed, on 12/3/14 at 

10:09 A.M., and indicated Resident #9 

used the assist rail to help pull up and 

position himself in bed.   

The record for Resident #9 was reviewed, 

on 12/3/14, at 10:12 A.M.

The Minimum Data Set (MDS), quarterly 

review,  dated 10/30/14, indicated the 

resident required a limited assist of one 

staff for bed mobility, and supervision for 

transfers. 

2. The room observation for Resident #16 

was completed on 12/2/14, at 11:16 A.M. 

There was one assist rail elevated, on the 

door side of the room, which was noted 

to be very loose and wobbly when 

noncompliance and reporting 

issues to the quarterly QA&A 

committee for problem analysis 

and continued monitoring as 

indicated.
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moved, and the distance between the 

mattress and the assist rail was 4 inches. 

QMA #6 was interviewed, on 12/2/14, at 

11:20 A.M., and indicated the resident 

used the assist rail when getting up with 

staff assistance, and for repositioning. 

The Director of Nursing Services,  

observed the assist rail, on 12/2/14 at 

11:30 A.M., and confirmed the assist rail 

was loose and needed tightened.

During a second observation of the 

resident's room, on 12/3/14, at 9:55 A.M., 

the cord to the bed control was noted to 

be frayed, and wires inside the cord were 

exposed.

The Maintenance Director, was 

interviewed, 12/3/14 at 11:14 A.M. , and 

indicated he had to change the cord 

because it was frayed.

The record for Resident #16 was 

reviewed, on 12/3/14, at 2:34 P.M., and a 

current care plan indicated he was a fall 

risk and required a 2 person assist for 

turning and repositioning. 

The Maintenance Director was 

interviewed, on 12/5/14, at 8:45 A.M., 

and indicated he used the Logbook 

Documentation form to check resident 

rooms and tried to complete one room a 

day.  He indicated if staff found concerns, 

they were supposed to fill out a 
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maintenance request form.  

He indicated he started employment with 

the facility in July, 2014, and did not 

know when the assist rails were last 

checked for Resident #9, and indicated he 

had not completed a room check  on 

Resident #16's room. 

3.1-45(a)(1) 

483.25(l) 

DRUG REGIMEN IS FREE FROM 

UNNECESSARY DRUGS 

Each resident's drug regimen must be free 

from unnecessary drugs.  An unnecessary 

drug is any drug when used in excessive 

dose (including duplicate therapy); or for 

excessive duration; or without adequate 

monitoring; or without adequate indications 

for its use; or in the presence of adverse 

consequences which indicate the dose 

should be reduced or discontinued; or any 

combinations of the reasons above.

Based on a comprehensive assessment of a 

resident, the facility must ensure that 

residents who have not used antipsychotic 

drugs are not given these drugs unless 

antipsychotic drug therapy is necessary to 

treat a specific condition as diagnosed and 

documented in the clinical record; and 

residents who use antipsychotic drugs 

receive gradual dose reductions, and 

behavioral interventions, unless clinically 

contraindicated, in an effort to discontinue 

these drugs.

F000329

SS=D

Based on interview and record review the 

facility failed to ensure 1 of 5 Residents 

F000329 Resident # 84's anti-anxiety 

medication was reviewed by the 

psych NP.The facility reviewed all 

01/04/2015  12:00:00AM
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(#84) reviewed for unnecessary 

medications had adequate indications for 

administering an as needed (PRN) 

anti-anxiety medication.  The facility 

further failed to ensure 

non-pharmacological interventions were 

attempted before administering a PRN 

anti-anxiety medication and failed to 

evaluate effectiveness of administration 

of a PRN anti-anxiety medication.

Findings include:

Resident #84 was admitted to the facility 

on 11/12/14 with diagnoses including, 

but not limited to, anxiety, schizophrenia, 

depression and insomnia.

Resident #84's clinical record was 

reviewed on 12/3/14 at 10:30 A.M.. The 

physician's orders indicated the resident 

had a PRN order for lorazepam 1.0 

milligrams (mg) every 6 hours as needed 

for anxiety started on 11/14/14. 

Review of Resident #84's medication 

administration records (MARs) for 

November and December 2014 indicated 

lorazepam 1.0 mg was administered 11 

times total (11/15/14, 11/16/14, 11/17/14, 

11/18/14, 11/19/14, 11/20/14, 11/21/14, 

11/22/14, 11/28/14, 11/30/14, 12/1/14). 

On 11/16/14, 11/20/14 and 11/21/14, the 

MAR documentation indicated the 

residents receiving PRN 

anti-anxiety for indications of use 

prior to administering medication, 

non-pharmacological 

interventions attempted, and 

effectiveness evaluation.Licensed 

staff were re-educated to 

document reasons for use 

attempting non-pharmacological 

interventions, and evaluating the 

effectiveness of PRN anti-anxiety 

medication therapy, and to 

evaluate the effectiveness of 

anti-anxiety medication after 

administration.  DON/designee 

will complete an anti-anxiety 

monitoring tool observing for 

documentation of attempts 

non-pharmacological 

interventions prior to 

administration of 

PRN anti-anxiety medication, 

indications for use, and 

evaluation of the effectiveness of 

anti-anxiety medication after 

administration. The Director of 

Nursing / Designee will be 

responsible for idenfying patterns 

of noncompliance and reporting 

issues to the monthly QA&A 

committee for 6 months then 

quarterly there after for 

problem analysis and continued 

monitoring as indicated. 
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resident received lorazepam 1.0 mg for 

restlessness. On the other 8 

administration dates, there was no 

documentation for the reason for 

administering lorazepam 1.0 mg PRN on 

the MARs or the nurse's notes. Review of 

the MARs and nurse's notes also 

indicated there was no documentation of 

effectiveness of the lorazepam 

administration on any of the 11 dates it 

was administered.

A care plan for Resident #84, dated 

11/20/14, indicated  the focus was 

anxiety as manifested by generalized 

anxiety.   Interventions included, but 

were not limited to: encourage the 

resident to identify and express causes of 

anxiety; encourage the resident to 

participate and discuss personal care; 

monitor for signs of behavior 

disturbances; provide a familiar and 

structured daily routine; provide 

reassurance; provide redirection or 

diversion.

On  the 11 occasions Resident #84 

received PRN lorazepam 1.0 mg 

(11/15/14, 11/17/14, 11/18/14, 11/19/14, 

11/20/14, 11/21/14, 11/22/14, 11/28/14, 

11/30/14, 12/1/14), there was no 

documentation of any 

non-pharmacological interventions 

attempted before administration of the 
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medication.

An interview with the Social Service 

Director (SSD)  on 12/3/14 at 1:35 P.M., 

indicated she could not locate any 

documentation of any 

non-pharmacological interventions 

attempted before administration of PRN 

lorazepam 1.0 mg.

An interview with the Director of 

Nursing (DN) on 12/4/14 at 1:30 P.M. 

indicated she could not locate any 

documentation of interventions attempted 

before administration of PRN lorazepam 

1.0 mg. The DN also indicated she could 

not locate any documentation of the 

reason for administration of the PRN 

lorazepam on 11/15/14, 11/17/14, 

11/18/14, 11/19/14, 11/22/14, 11/28/14, 

11/30/14, 12/1/14. The DN also indicated 

she could not locate any documentation 

of effectiveness of the PRN lorazepam 

use on the 11 occasions.

An interview with the MDS (Minimum 

Data Set Assessment Nurse) on 12/4/14 

at 1:45 P.M. indicated, the MAR is to be 

used by the nurse's administering PRN 

lorazepam for Resident #84 to document 

reasons for administration, effectiveness 

of medication and non-pharmacological 

interventions attempted before 

administration of lorazepam 1.0 mg.
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Review of the current policy provided by 

the DN on 12/4/14 at 2:40 P.M., titled: 

"psychopharmacological Agents, Clinical 

Use of" indicated under procedural 

guidelines, #4: "Psychopharmacological 

medications ordered on a PRN basis 

should have specific indications for 

use...Special attention should be given to 

attempt non-drug approaches outlined in 

in Resident's plan of care prior to using 

PRN medications to treat distressing 

behaviors or promote sleep." #5: 

"Document medication effectiveness, 

side effects, and response to drug and 

non-drug approaches."

3.1-48(a)(3)

483.70(h) 

SAFE/FUNCTIONAL/SANITARY/COMFOR

TABLE ENVIRON 

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

F000465

SS=E

Based on observation and interview, the 

facility failed to maintain a homelike 

environment for 5 of 26 rooms reviewed 

for homelike environment. (Rooms 205, 

117, 120, 201, and 116)

 

Findings include:

During an observation of Room 205 on 

12/02/2014 at 11:11 AM, a brown stain 

F000465 Room 205 toilet base has been 

repaired.  Room 117 wall 

gouges paired. Room 120 the 

wall has been repaired.  Room 

116 the wall has been repaired.  

Room 201 the wall has been 

repaired and the privacy curtain 

has been 

replaced.Maintenance person did 

a room to room walk through to 

check for needed repairs 12/8/14, 

work orders were written and the 

01/04/2015  12:00:00AM
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was observed around the front of the 

toilet base, with 3 areas about an inch 

long where the caulking was not present. 

During an observation of Room 205 on 

12/02/2014 at 11:11 AM, The ceiling 

fan/vent in the bathroom had no cover on 

it.

In an interview on 12-3-2014 at 1:19 PM, 

the Director of Maintenance picked up 

the cover to the ceiling fan from the top 

of the paper towel dispenser, and  

indicated the staff should have notified 

him to put the cover back into place.

   

During an observation on 12/02/2014 at 

9:05 AM, the wall behind the head of the 

bed in Room 117 had 5 gouges, one 

about the size of a quarter, one about 10 

inches x 1 inch, the rest about 5 inches x 

1 inch. White wall board was exposed 

beneath.

In an interview on 12-2-2014 at 9:23 

AM, Resident #25 indicated she had told 

various staff members about the wall, but 

repairs had not been made.

 

During an observation on 12/01/2014 at 

12:03 PM the wall behind the bed in 

Room 120 was scarred, through wall 

board about 2 inches x 5 inches, close to 

the head of bed. There was an Indented 

work has been scheduled.Nursing 

staff, Housekeeping and 

Maintanence have been 

re-educated concerning the 

completion of work orders when 

items of this nature are found. 

Maintanence Supervisor will bring 

work orders to morning meeting 

so the work orders can be 

reviewed.The 

Maintanence Supervisor will do 

weekly audits of 5 rooms weekly 

and enter these audits into TELS 

for record keeping this will be on 

going.  Any issues that are found 

during these audits will be 

repaired and then the audits and 

repair logs will be brought to the 

monthly Safety meeting for 

review, and findings from Safety 

meeting will be brought to 

monthly QA&A for review 

The Maintanence Supervisor / 

Designee will be responsible for 

idenfying patterns of non 

compliance and reporting issues 

to the quarterly QA&A committee 

for problem analysis and 

continued monitoring as 

indicated.
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area about 4 feet from floor 

approximately 12 inches in diameter, 

indented about 1/4 inch.

During an observation on 12/01/2014 at 

2:27 PM, in room 116, 1/2 inch x 4 inch 

scrape was observed on the wall behind 

the bed. Additionally, 5 holes were 

observed in the wall of the room in the 

Bed A slot, about the size of a dime. 

Each hole had white wall board showing 

through. 

During an observation on 12/01/2014 at 

2:58 PM, in Room 201, the paint on the 

wall above the cove base at the head of 

the bed, was off in strips about an inch 

wide and 4 feet long exposing the wall 

board below. 

Additionally in Room 201, during the 

observation on 12/01/2014 at 2:58 PM, 

the room divider drapes between 

beds,were observed to be torn about 4 

inches at the top of the curtain, by the 

hooks. A 50 cent piece sized hole was 

also observed on the curtain.

In an interview on 12-3-2014 at 1:19 PM, 

the Director of Maintenance indicated 

there was no written preventative 

maintenance routine for checking rooms. 

The maintenance team had been occupied 

with a remodeling project the last month 
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and had been unable to get to their usual 

jobs. 
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