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F 0000
Bldg. 00
This visit was for a Recertification and F 0000 The statements madg on this
State Licensure Survey. This visit POC are notan .admlssmn to
i . R . anddo not constitute an
included a State Residential Licensure agreement with the alleged
Survey. deficiencies herein. To remain in
compliance with all federal
Survey dates: May 31, and June 1, 2, 3, 6 andstate regulations the facility
’ T has taken and will take actions
7,8,9,10, 2016 set forth in thePOC. The POC
constitutes the facility’sallegation
Facility Number: 001127 of compliance such that the
Provider Number: 155771 deficiencies cited have been
. : correctedby the date certain.
Aim Number: 200247220 y
Census bed type:
SNF: 136
SNF/NF: 49
Residential: 119
Total: 304
Census payor source:
Medicare: 27
Medicaid: 98
Other: 60
Total: 185
These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.
Q.R. completed by 14466 on June 17,
2016.
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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F 0279 483.20(d), 483.20(k)(1)
SS=D DEVELOP COMPREHENSIVE CARE
Bldg. 00 | 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, F 0279 The licensed nursing staff and all 07/01/2016
the facility failed to ensure care plans lnterdlsc:lpllnary.teammembers
. understand the importance of
were developed which addressed having a plan of care that is
monitoring for potential side effects with developed toaddress the potential
anticoagulant medication usage and with side effects regarding
diuretic medication usage for 1 of 5 antlcqagu!ant !’nedICE'ltIOt"\ usage
. . andwith diuretic medication.
residents reviewed for unnecessary During theannual survey the
medication use. (Resident #221) survey team identified the facility
was out of compliancewith
Findings include: regulation F279. One (1) out
offive (5) residents was found to
be lacking a care plan to address
The clinical record of Resident #221 was the potentialside effects of an
reviewed on 6/7/16 at 10:43 a.m. anticoagulant and a diuretic. All
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Diagnoses included, but were not limited residents with orders to
to, high blood pressure and atrial rt?cel\{eantlcoagulants an.d
fibillati diuretics have the potential to
1britiation. have an omission of a planof care
to address side effects for these
a) A physician's order dated 5/20/16, medications.
indicated Resident #221 was to receive ca1r§(ra18[:l>cljae:; ﬁfi: tt;ad a plan of
eqq- . | |
7.5 mg (milligrams) of Coumad-m 2 days thecompletion of the annual
per week, and 5 mg of Coumadin 5 days survey addressing the potential
per week. The resident had been on this side effects of both
medication. with several dose ananticoagulant and a diuretic.
. o . 2.All Residents who are
adjustments, since 10/11/15. Coumadin admitted will be reviewed to seeif
is an anticoagulant medication used to the usage of an anticoagulant or
help prevent the blood from becoming a diuretic is applicable. The
too thick and forming clots. The Nursing applll(t:ablgfrtleladgnts \éwll.be.
o . monitoredfollowing admission
201.4 Drug Han.dbook indicates r§s1dents until the completion of the plan of
takmg Coumadin should be monitored care to ensure that acare plan
regularly for side effects, which include addressing potential side effects
but are not limited to, bruising and Is present.
bleedi 3.All Residents who are
ceding. receiving an anticoagulant
and/ora diuretic will be reviewed
A care plan for Resident #221 needing to to ensure a plan of care is
be monitored and being at risk for these present in their care plansto
e effect t found in th address the usage of one or both
st ? c ?C $ Was not found 1n the of these medications.
resident's record. 4 Following the date certain a
monthly review will becompleted
b) A recapitulated physician's order for on all residents receiving either
June. 2016. with an original order date of an anticoagulant and/or a
une, 7 Wl 0 1.g orde co diureticto ensure a plan of care
10/2/15, 1nd1cated ReSIdent #221 was to regarding the usage of an
receive Lasix, 40 mg, daily. Lasix is a anticoagulant and/or adiuretic is
diuretic medication given to help get rid :(n place. r;rh'st:"” c;gcurmc>|lr1thly
of extra fluid in the body, and can be or a quarter, then blannuatly
i thereafter.
used to treat high blood pressure. The 5.Unit managers or designee
Nursing 2014 Drug Handbook indicates will conduct these audits
a potential side effect of Lasix is andsubmit their findings to the
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dehydration. Quality Improvement Committee
for furtherrecommendations if
. . necessary.
A care plan for the resident needing to be 6.The Director of Nursing or
monitored for signs and symptoms of designee is responsible
dehydration was not found in the forassuring date presentation.
resident's record Substantial Compliance
’ Date: July 1, 2016
On 6/7/16 2:54 p.m., Unit Manager #3
indicated she was not able to find any
care plans which addressed Resident
#221's need to be monitored for signs and
symptoms of bleeding and dehydration,
while receiving Coumadin and Lasix. She
indicated these care plans should have
been developed.
3.1-35(a)
F 0282 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
Bldg. 00 | 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.
Base on record review and interview, the F 0282 The licensed nursing staff and all 07/06/2016
facility failed to ensure a resident's care |nterd|SC|pI|nary.teammembers
. K understand the importance of
plan was followed regarding offering following the plan of care
alternative interventions to relieve a regardingoffering alternative
resident's anxiety prior to administering interventions to relieve a
an as needed anti-anxiety medication for re3|der1t.s an'X|ety prior
£ . . f toadministering an as needed
.1 of 5 re51de1.1ts reviewed for ] anti-anxiety medication. During
1mplementat10n of pSYChOtI'OplC the annual survey the survey
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medication care plans. (Resident #114) teamidentified the facility was out
of compliance with regulation
Sy . . F282. One (1) out of five (5)
Findings include: residents was foundto be lacking
documentation to indicate
The clinical record of Resident #114 was alternative interventions were
reviewed on 6/7/16 at 4:00 p.m. offeredprior to administering an
. . . anti-anxiety medication. All
Diagnoses for the resident included, but residents who receive an as
were not limited to, Alzheimer's disease neededpsychotropic medication
and anxiety disorder. have the potential to have this
documentationlacking.
1.Resident #114 was
. C
A recapltulate'd phys1c'1a.n s order for administered doses of an as
June, 2016, with an original order date of neededmedication for anxiety in
3/7/16, indicated Resident #114 could the month of April and May.
receive Ativan 1 mg (milligram) every 6 According to the plan of care
h ded f . severalalternative interventions
ours as needed for anxiety. are indicated. No documentation
was recorded to indicate facility
A care plan dated 3/26/13, current staff attempted thealternative
through 8/10/16, indicated Resident #114 interventions priorto -
had a di s of otv. Int i administering the anti-anxiety. All
. ad a diagnosis of anxiety. Interventions staff responsible for the care
included attempt to console, support, ofResident #114 were educated
reassure resident, offer snack or drink, regarding ensuring alternative
bathroom break, move to quiet area, interventions priorto an as
lidati £ feeli It ¢ needed medication must be
V? 1aa 1(.)n ot feelings, a e@a ¢ cate offered and documented.
giver, discuss golf and resident's best 2.Licensed nursing staff will all
game, call daughter or son, walk with be educated regardingthe
resident, take outside to patio, administer importance of attempting
medications per physician's order alternative interventions and
cdications per physician's order. documenting themprior to
administering a psychotropic
Medication Administration Records medication.
(MAR) for April, 2016, indicated 2-AH feS'dentS who have
Resident #114 was given Ativan for, ordersforanas
e . \ neededpsychotropic will be
[increased] anxiety," on the 3rd at 12:00 reviewed to ensure a plan of care
a.m. and 2:00 p.m., and on the 8th at 2:00 is present withalternative
p.m. No documentation was found in the interventions to be completed
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resident's record which indicated any prior to administering an as
alternative interventions to decrease her neededmedlcatlgn. .
K . 4 Monthly audits will be
anx@y hac.l been attefmpted prior to completed for all residents
administering the Ativan. toensure the documentation is
present that alternative
The MAR for May, 2016, indicated the interventions wereattempted prior
4 ) ’A . Mav 1 to administering an as needed
resident was given Ativan on May 1 at psychotropic medication for
12:00 a.m., May 5 at 12:00 a.m., May 7 thefirst quarter, then quarterly
at 11:00 p.m., May 9 at 3:00 p.m., and after the completion of that.
May 21 at 3:30 a.m. No documentation .5.Un|t managers or qe3|gnee
found in th dent d which will conduct these audits
was found in the resident's record whic andsubmit their findings to the
indicated any alternative interventions to Quality Improvement Committee
decrease her anxiety had been attempted for furtherrecommendations if
prior to administering the Ativan. necessary. _
6.The Director of Nursing or
) designee is responsible
On 6/7/16 at 5:16 p.m., Unit Manager #4 forassuring date presentation.
indicated she was unable to find any Substantial Compliance Date:
documentation which indicated July 6, 2016
alternative interventions were offered
prior to giving Resident #114 the Ativan.
The Unit Manager indicated the nurses
are always supposed to offer alternative
interventions prior to giving the as
needed Ativan and should document the
interventions attempted and the results.
3.1-35(g)(2)
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F 0329 483.25(1)
SS=D DRUG REGIMEN IS FREE FROM
Bldg. 00 | 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.
Base on record review and interview, the F 0329 The licensed nursing staff and all 07/06/2016
facility failed to ensure alternative |nterd|sc:|pl|nary.teammembers
i K . understand the importance of not
interventions were attempted to relieve a utilizing medication that is
resident's anxiety prior to administering necessaryto treat the resident.
an anti-anxiety medication for 1 of 5 During the annualsurvey the
residents reviewed for unnecessary survey team iden.tified th? facility
.. . was out of compliance with
medication use. (Resident #114) regulation F329. One (1) out of
five (5) residentswas found to be
Findings include: lacking documentation to indicate
alternative interventionswere
The clinical record of Resident #114 was Z;f:_raes)(?ergrr:]oeZizggrs]fe:ﬂg an
reviewed on 6/7/16 at 4:00 p.m. residents who receive an as
Diagnoses for the resident included, but neededpsychotropic medication
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BK0211 Facility ID: 001127 If continuation sheet Page 7 of 12
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were not limited to, Alzheimer's disease have the potential to have this
and anxiety disorder documentationlacking.
' 1.Resident #114 was
. o administered doses of an as
A recapitulated physician's order for neededmedication for anxiety in
June, 2016, with an original order date of the month of April and May.
3/7/16, indicated Resident #114 could According to the plan of care
. . i several alternativeinterventions
receive Ativan 1 mg (m¥ igram) every 6 are indicated. Nodocumentation
hours as needed for anxiety. was recorded to indicate facility
staff attempted the
A care plan dated 3/26/13, current alternativeinterventions prior to
.- ; . administering the anti-anxiety. All
through. 8/10/?6, 1ndlcgted Resident #fl 14 staff responsible for the care
had a diagnosis of anxiety. Interventions ofResident #114 was educated
included attempt to console, support, regarding ensuring alternative
reassure resident, offer snack or drink, interventions priorto an as
bath break ¢ ot needed medication must be
a ] rO(?m reax, @ove 0 quiet area, offered and documented.
validation of feelings, alternate care 2.Licensed nursing staff will all
giver, discuss golf and resident's best be educated regardingthe
game, call daughter or son, walk with importance of attempting
ident. tak tside t r dminist alternative interventions and
resi .en f ake outsi e. 9 patio, administer documenting themprior to
medications per physician's order. administering a psychotropic
medication.
Medication Administration Records 2""\” fReS|dents who have
. . orders for an as
(MAR) for April, 2()?6’ mdl?ated neededpsychotropic will be
Resident #114 was given Ativan for, reviewed to ensure a plan of care
"[increased] anxiety," on the 3rd at 12:00 is present withalternative
a.m. and 2:00 p.m., and on the 8th at 2:00 Int.ervtentlc(j)ns t.otbe. completed
. . prior to administering an as
pm No documentajclog WZ.lS found in the neededmedication.
resident's record which indicated any 4.Monthly audits will be
alternative interventions to decrease her completed for all residents
anxiety had been attempted prior to toensure the documentation is
administering the Ativan present that alternative
g ’ interventions wereattempted prior
to administering an as needed
The MAR for May, 2016, indicated psychotropic medication for
Resident #114 was given Ativan on May thefirst quarter, then quarterly
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BK0211 Facility ID: 001127 If continuation sheet Page 8 of 12
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1 at 12:00 a.m., May 5 at 12:00 a.m., after the completion of that.
May 7 at 11:00 p.m., May 9 at 3:00 p.m. 5.Unit managers or designee
SN ’ will conduct these audits
and May 21 at 3:30 a.m. No andsubmit their findings to the
documentation was found in the Quality Improvement Committee
resident's record which indicated any for furtherrecommendations if
alternative interventions to decrease her necessary. )
. . 6.The Director of Nursing or
anx1§t}./ ha(-l been atte.mpted prior to designee is responsible
administering the Ativan. forassuring date presentation.
Substantial Compliance
On 6/7/16 at 5:16 p.m., Unit Manager #4 Date: July 6, 2016
indicated she was not able to find any
documentation alternative interventions
had been attempted prior to giving
Resident #114 the Ativan. The Unit
Manager indicated the nurses are always
supposed to offer alternative
interventions prior to giving the as
needed Ativan, and should document the
interventions attempted and the results.
3.1-48(a)(4)
F 0441 483.65
SS=D INFECTION CONTROL, PREVENT
Bldg. 00 | SPREAD, LINENS
The facility must establish and maintain an
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Infection Control Program designed to
provide a safe, sanitary and comfortable
environment and to help prevent the
development and transmission of disease
and infection.

(a) Infection Control Program

The facility must establish an Infection
Control Program under which it -

(1) Investigates, controls, and prevents
infections in the facility;

(2) Decides what procedures, such as
isolation, should be applied to an individual
resident; and

(3) Maintains a record of incidents and
corrective actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility
must isolate the resident.

(2) The facility must prohibit employees with
a communicable disease or infected skin
lesions from direct contact with residents or
their food, if direct contact will transmit the
disease.

(3) The facility must require staff to wash
their hands after each direct resident contact
for which hand washing is indicated by
accepted professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread
of infection.

Based on observation and interview, the
facility failed to ensure medication was
administered in a sanitary manner for 1 of
8 residents observed for medication
administration. (Resident #169)

F 0441

The licensed nursing staff and all
interdisciplinary teammembers
understand the importance of
establishing and maintaining an
InfectionControl Program
designed to provide a safe,

07/01/2016
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sanitary and
Findings include: comfortableenvironment and to
help prevent the development
and transmission of disease
During an observation on 6/8/16 at 11:15 andinfection. During the annual
a.m., Registered Nurse (RN) #4 was survey thesurvey team identified
observed to drop Resident #169's calcium th_e facility was out of compliance
with regulation F441. One (1)
table.t Ol’.ltO a paper on top of the licensed nurse, while
medication cart. RN #4 then used an administeringmedication to one
ungloved finger and medication card to (1) out of eight (8) residents, was
pick up the tablet and place into a observed to touch a pillwith an
dicati d ded ungloved finger.
medication cup and proceeded to 1.Staff Member #4 was
administer the same medication tablet to counseled and educated on the
Resident #169. dayof the occurrence.
2.Staff Member #4 will
. . . . complete additional education
During an 1ptew1ew on 6/?/16 at 10:01 oninfection Control.
a.m., the Director of Nursing (DON) 3.All licensed nurses and QMAs
indicated it is policy for the staff to not have the potential to
administer medications touched by benon-compliant with the facility’s
loved hand that h touched policy for Infection Control. All
l.mg ove .an s ortha ) aYe ouche licensed nursing staff and QMA’s
items outside of a medication cup. willcontinue to receive on-going
education regarding Infection
On 6/9/16 at 12:20 p.m., the DON CZH&O' 1 audits will b
. . .. . .Monthly audits will be
prov?ded' the policy Admmlstra'tlot'l of completed by the Risk
Medications dated 6/9/06, and indicated Managerand/or designee to
the policy was the current one used by the monitor licensed nursing staff and
facility. The policy lacked information QMAswho
dine d . touchi administermedications to ensure
rega%’ 1n.g ropping ot touching good Infection Control is being
medications. followed.
5.Risk Manager and Unit
3.1-18(a) managers or designee will
conductthese audits and submit
their findings to the Quality
Improvement Committee
forfurther recommendations if
necessary.
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6.The Director of Nursing or
designee is responsible
forassuring date presentation.
Substantial Compliance Date:
July 1, 2016
R 0000
Bldg. 00
This visit was for a State Residential R 0000 The statements made on this
Licensure Survey. POC are not an .adm|SS|on to
anddo not constitute an
. . agreement with the alleged
Residential census: 119 deficiencies herein. To remain in
Sample: 8 compliance with all federal
andstate regulations the facility
Wi ited hodi . has taken and will take actions
Frar'l n Unlte Methodist C'ommunlty set forth in thePOC. The POC
Residential was found to be in constitutes the facility’sallegation
compliance with 410 IAC 16.2-5 in of compliance such that the
regard to the State Residential Licensure deficiencies cited have begn
correctedby the date certain.
Survey.
Q.R. completed by 14466 on June 17,
2016.
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