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F 0000
Bldg. 00

This visit was for the Investigation of F 0000 F000000
Complaints IN00202860, IN00203177,
and IN00202621. The creation and submission ofthis

Plan of Correction does not
constitute an admission by this

Complaint IN00202860 - Substantiated.

provider ofany conclusion set forth

Federal/State deficiencies related to the in the statement of deficiencies, or

allegations are cited at F-312 and F-353 of any violationof regulation. The
provider respectfullyrequests a face

Complaint IN00203177 - Substantiated. to face Informal Dispute Resolution

for F353, F490, andF520. The

Federal/State deficiencies related to the )
Provider also respectfullyrequests

allegations are cited at F-312, F-353, that the 2567 Plan of Correction be

F-490 and F-520 considered the Letter of
CredibleAllegation and requests a

Complaint IN00203621 - Substantiated. Post Survey Review on or after

Federal/State deficiencies related to the August 7, 2016.

allegations are cited at F-312 and F-353
Survey dates: July 6, 7, 8, 2016

Facility number: 000164
Provider number: 155236
AIM number: 100289550

Census bed type:
SNF/NF: 33
Total: 33

Census payor type:
Medicare: 1
Medicaid: 30
Other: 2

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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Total: 33
Sample: 16
These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.
Quality review completed by #02748 on
July 18, 2016.
F 0312 483.25(a)(3)
SS=D ADL CARE PROVIDED FOR DEPENDENT
Bldg. 00 RESIDENTS
A resident who is unable to carry out
activities of daily living receives the
necessary services to maintain good
nutrition, grooming, and personal and oral
hygiene.
Based on observation, interview, and F 0312 F312 08/07/2016
record review, the facility failed to ensure It is the practice of thisfacility
showers were provided to dependent that a resident who is unable
residents who required assistance with to carry out activities of daily
for showers. (Resident K, Resident Z, services to maintain good
Resident M, Resident G, Resident Q, nutrition, grooming,
Resident Y, Resident F, Resident B, andpersonal and oral hygiene.
Resident I, Resident C, Resident D,
Resident H, Resident X) 1. Corrective actions
o ] accomplished for
Findings include: thoseresidents found to be
affected by the alleged
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1. During an interview on 7/6/16 at 1:45 deficient practice.
P.M., Resident K said, "I get a shower a. A review ofshower
about once a week." schedule for all residents was
completed to ensure that
The clinical record of Resident K was each residentwas offered at
reviewed on 7/8/16 at 2:45 P.M. The least 2 showers per week.
record indicated the diagnoses of b.  Shower schedules were
Resident K included, but were not limited reviewed and updated to
to, héan failure, dementia, and diabetes reflectchanges if necessary.
mellitus. c. C.N.A. Assignment
b , sheets were reviewed and
The m(?st r.ecent Qua.rter y MDS dfdted updated toreflect shower
4/7/16 indicated Resident K experienced
e . scheduled days.
moderate cognitive impairment. The i
.. . d. The residents are
MDS further indicated Resident K . .
. . . receiving their showers per
required the extensive assistance of one )
. theirpersonal preference and
staff for bathing. ) ) )
in accordance with their plan
The "Evening Shift Showers" schedule of care. The-re 'S o
indicated Resident K was scheduled to documen.tat|.on on the clllnlcal
receive a shower every Tuesday and recordto indicate each time
Friday the resident has received a
shower. There is also
The resident shower verification forms documentation to support
indicated showers were not provided for thatif a resident refuses a
Resident K on the following dates: scheduled shower, the
Tuesday May 31, 2016 resident is offered the shower
Friday June 3, 2016 ata different time or a bed
Tuesday June 7, 2016 bath is given.
Friday June 10, 2016
Friday June 17, 2016 2. Toidentify other
Tuesday June 21, 2016 residents who have
Friday June 24, 2016 thepotential to be affected by
Friday July 1, 2016 the same alleged deficient
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practice.
2. During an observation on 7/6/16 at a. A completereview of all
11:15 AM, Resident Z was observed residents shower schedules
Slttlng in a wheelchair in no distress. was comp|eted to ensure that
eachresident was offered at
The clinical record of Resident Z was least 2 showers per week.
reviewed on 7/8/16 at 2:55 P.M. The b. Shower schedules were
recqrd 1nd10.ated the diagnoses of reviewed and updated to
Res1d§nt Q 1T1clu.ded, but we.re not limited reflectchanges if necessary.
tg, atrial ﬁbrqlatlon, dementia, and . C.N.A. Assignment
diabetes mellitus. .
sheets were reviewed and
updated toreflect shower
The most recent Quarterly MDS dated scheduled days
5/28/16 indicated Resident Z experienced o
. . d. All residents are
severe cognitive impairment. The MDS receiving their showers
further indicated Resident Z required the ) dg th thei
. . inaccordance wi eir
extensive assistance of one staff for | oref And
. . . . ersonal preference. An
bathing and was occasionally incontinent. P P
there is documentation
The "Evening Shift Showers" schedule tosupport-that the- residents
indicated Resident Z was scheduled to have r?ce'ved their Showérs‘
receive a shower every Tuesday and There is also documentation
Friday to support thatif a resident
refuses a scheduled shower
The resident shower verification forms that the resident is offered
indicated showers were not provided for theshower at a different time
Resident Z on the following dates: or a bed bath is given.
Friday June 3, 2016
Tuesday June 7, 2016 3.  Measures and systemic
Friday June 10, 2016 changes put into placeto
Friday June 17, 2016 ensure that the alleged
Tuesday June 21, 2016 deficient practice does not
Friday June 24, 2016 recur.
Friday July 1, 2016 a. A mandatory
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inservicewill be completed on
3. During an interview on 7/7/16 at July 29, 2016 with all nursing
11:05 A.M., Resident M indicated staff regarding
Resident M liked to take two showers a providingshowers at a
week in the evenings. Resident M minimum of 2 times per week
indicated the facility was short staffed for each resident.
and they tried to work the showers in, but b.  The C.N.A’s will
sometimes it a week passed before the complete a shower
next shower. worksheetindicating the type
o ) of bathing given and reason
The clinical record of Resident M was .
i for refusal, if any.
reviewed on 7/8/16 at 11:49 A.M. The .
o ) c. The Charge Nurse will
record indicated the diagnoses of .
) ] review the shower
Resident M included, but were not )
L . . . worksheetsand, if any
limited to, diabetes mellitus, depression, i
. . refusals, will attempt an
and chronic obstructive pulmonary o )
. additional approach, with
disease. o
documented explanationif
tinued refusal.
The most recent Quarterly MDS dated continued refusa _
4/21/16 indicated Resident M d'_ D_NS and/or De5|gne<.a
experienced no cognitive impairment. will review worksheets during
The MDS further indicated Resident M dailyrounds for completion
required the extensive assistance of one and notification given to
staff for bathing. Social Service if
continuedrefusal of showers,
The "Evening Shift Showers" schedule in an effort to further involve
indicated Resident M was scheduled to other disciplines and/orfamily
receive a shower every Wednesday and members, as appropriate.
Saturday.
4, The corrective action
The resident shower verification forms will be monitored toensure
indicated showers were not provided for the alleged deficient practice
Resident M on the following dates: does not recur and quality
Wednesday June 15, 2016 assurancemeasures put into
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Saturday July 2, 2016 place are:
a. The DNS
4, During an interview on 7/7/16 at 3:01 and/orDesignee will complete
P.M., Resident G said, "I'm not sure how audits on previous days
often I should get a shower." shower sheets to ensure a
showerwas given and, if any
The clinical record of Resident G was refusal documentation will be
rev1ew?d on 7/7/16 at 1:49 P.M. The reviewed to determinereason
recqrd 1nd1c.ated the diagnoses of o why and findings will be
Resident G included, bl.,lt were not llmlted documented. Interviews of
to, cerebrovascular accident, dementia, ) .
) - alert and oriented residents
heart failure, and arthritis. .
will also be conducted
tovalidate that the residents
The most recent Quarterly MDS dated ) , , ,
L . did received their showers in
5/26/16 indicated Resident G )
. ce . accordance with
experienced no cognitive impairment. theirindividual pl ;
oL . eirindividual plan of care.
The MDS further indicated Resident G ) -p
. . . These auditswill be completed
required the extensive assistance of one
. . 5 times a week for four weeks,
staff for bathing and was occasionally
. . then 3 times weekly for
incontinent.
8weeks, and then monthly for
The "Evening Shift Showers" schedule three quarters, to identify any
indicated Resident G was scheduled to concerns and takecorrective
receive a shower every Wednesday and measures. Shower Sheets
Saturday. willbe reviewed on Saturday
by the Charge Nurse to ensure
Showers were not provided for Resident showers were given and,if any
G on the following dates: refusal documentation will be
Saturday June 4, 2016 completed to show attempts
Wednesday June 8, 2016 given.
Saturday June 18, 2016 b. The findings from these
Wednesday June 29, 2016 audits and any
Saturday July 2, 2016 correctiveactions taken will be
discussed during quarterly QA
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5. During an interview on 7/7/16 at 3:05
P.M., Resident Q said, "They missed my
shower and did not give me another one
until the next week."

The clinical record of Resident Q was
reviewed on 7/8/16 at 12:05 P.M. The
record indicated the diagnoses of
Resident Q included, but were not limited
to, cerebrovascular accident, hemiplegia,
and diabetes mellitus.

The most recent Quarterly MDS dated
6/2/16 indicated Resident Q experienced
no cognitive impairment. The MDS
further indicated Resident Q required the
extensive assistance of one staff for
bathing and was occasionally incontinent.

The "Evening Shift Showers" schedule
indicated Resident Q was scheduled to

receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident Q on the following dates:
Wednesday June 29, 2016

Saturday July 2, 2016

6. During an interview on 7/6/16 at 1:45
P.M., Resident Y was observed sitting in
a wheelchair in no distress.

meetings and the currentplan

revised, as warranted.
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The clinical record of Resident Y was
reviewed on 7/8/16 at 12:55 P.M. The
record indicated the diagnoses of
Resident Y included, but were not limited
to, atrial fibrillation, dementia, and
diabetes mellitus.

The most recent Quarterly MDS dated
5/28/16 indicated Resident Y
experienced severe cognitive impairment.
The MDS further indicated Resident Y
required the extensive assistance of one
staff for bathing and was occasionally
incontinent.

The "Evening Shift Showers" schedule
indicated Resident Y was scheduled to
receive a shower every Tuesday and
Friday.

The resident shower verification forms
indicated showers were not provided for
Resident Y on the following dates:
Friday June 3, 2016

Tuesday June 7, 2016

Friday June 10, 2016

Friday June 17, 2016

Tuesday June 21, 2016

7. The clinical record of Resident F was
reviewed on 7/8/16 at 12:05 P.M. The
record indicated the diagnoses of
Resident F included, but were not limited
to, dementia and diabetes mellitus.
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The most recent Quarterly MDS dated
6/23/16 indicated Resident F experienced
moderate cognitive impairment. The
MDS further indicated Resident F
required the extensive assistance of one
staff for bathing and was frequently
incontinent of bowel and bladder.

The "Day Shift Showers" schedule
indicated Resident F was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident F on the following dates:
Wednesday June 1, 2016

Saturday June 11, 2016

Wednesday June 22, 2016

8. The clinical record of Resident B was
reviewed on 7/8/16 at 12:10 P.M. The
record indicated the diagnoses of
Resident B included, but were not limited
to, dementia, Alzheimer's disease,
diabetes mellitus, and depression.

The most recent Quarterly MDS dated
5/12/16 indicated Resident B experienced
no cognitive impairment. The MDS
further indicated Resident B required the
extensive assistance of one staff for
bathing and was frequently incontinent of

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

VDPE11  Facility ID:

000164 If continuation sheet

Page 9 of 48




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

PRINTED: 08/16/2016
FORM APPROVED
OMB NO. 0938-0391

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

155263

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/08/2016

NAME OF PROVIDER OR SUPPLIER

LOOGOOTEE NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

12802 E US HWY 50
LOOGOOTEE, IN 47553

(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

bowel and bladder.

The "Day Shift Showers" schedule
indicated Resident B was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident B on the following dates:
Saturday June 11, 2016

Wednesday June 22, 2016

9. The clinical record of Resident I was
reviewed on 7/8/16 at 12:20 P.M. The
record indicated the diagnoses of
Resident I included, but were not limited
to, heart failure and cerebrovascular
accident.

The most recent Quarterly MDS dated
5/13/16 indicated Resident I experienced
severe cognitive impairment. The MDS
further indicated Resident I required the
extensive assistance of one staff for
bathing and was occasionally incontinent.

The "Day Shift Showers" schedule
indicated Resident I was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
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Resident I on the following dates:
Saturday June 11, 2016

Saturday June 25, 2016
Wednesday June 29, 2016

10. The clinical record of Resident C
was reviewed on 7/8/16 at 12:30 P.M.
The record indicated the diagnoses of
Resident C included, but were not limited
to, dementia, depression and DVT (deep
vein thrombosis).

The most recent Quarterly MDS dated
5/15/16 indicated Resident C experienced
no cognitive impairment. The MDS
further indicated Resident C required the
extensive assistance of one staff for
bathing.

The "Day Shift Showers" schedule
indicated Resident C was scheduled to
receive a shower every Wednesday and
Saturday.

Showers were not provided for Resident
C on the following dates:

Saturday June 11, 2016

Saturday June 25, 2016

Wednesday June 29, 2016

11. The clinical record of Resident D
was reviewed on 7/7/16 at 2:45 P.M.

The record indicated the diagnoses of
Resident D included, but were not limited
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to, heart failure, anxiety, and asthma.

The most recent Quarterly MDS dated
6/9/16 indicated Resident D experienced
no cognitive impairment. The MDS
further indicated Resident D required the
extensive assistance of one staff for
bathing and was occasionally incontinent.

The "Day Shift Showers" schedule
indicated Resident D was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident D on the following dates:
Saturday June 11, 2016

Wednesday June 22, 2016

12. The clinical record of Resident H was
reviewed on 7/8/16 at 11:25 P.M. The
record indicated the diagnoses of
Resident H included, but were not limited
to, cerebrovascular accident,
hypertension, and Alzheimer's disease.

The most recent Quarterly MDS dated
6/3/16 indicated Resident H experienced
severe cognitive impairment. The MDS
further indicated Resident H required the
extensive assistance of one staff for
bathing and was occasionally incontinent.
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The "Day Shift Showers" schedule
indicated Resident H was to receive a
shower every Wednesday and Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident H on the following dates:
Saturday June 11, 2016

Wednesday June 15, 2016

Saturday June 18, 2016

Saturday June 22, 2016

Wednesday June 29, 2016

13. During an interview on 7/8/16 at
12:54 P.M., Resident X indicated he/she
got showers most of the time, but added
that sometimes they don't have enough
help and Resident X said, "they get to
you when they can."

The CNA Assignment sheet provided by
the Director of Nursing on 7/6/16 at
10:15 A.M., lacked documentation of
residents' shower schedule.

During an interview on 7/8/16 at 1:55
AM., SM (Staff Member) #33 indicated
she worked on day and evening shifts.
SM #33 further indicated that if a full
staff had been working during the shift
all the showers would have been
completed, but when the facility was
short staffed, she said, "It's hard." SM
#33 indicated sometimes the staff were
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not able to complete all the scheduled
showers. SM #33 indicated they would
pass the information along to the next
shift. But most of the time, the resident
would not get a shower until their next
scheduled shower day. SM #33 said, "I
know for a fact that residents don't get
their scheduled shower on some day
shifts and some evening shifts."

During an interview on 7/8/16 at 11:45
A.M., the DON indicated residents
should receive 2 showers a week.

The Policy and Procedure for
"SHOWERS, ASSISTING A
RESIDENT..." was provided by the
HCA/RD on 7/8/15 at 1:15 P.M., and
read as follows: "...Residents will receive
a shower at least two times a
week...Should a resident refuse a
scheduled shower, document the refusal
and offer the shower at another time or
another day..."

This Federal Tag relates to Complaints
IN00202860, IN00202621, IN00203177.

3.1-38(b)(2)
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F 0353 483.30(a)
SS=E SUFFICIENT 24-HR NURSING STAFF PER
Bldg. 00 | CARE PLANS
The facility must have sufficient nursing staff
to provide nursing and related services to
attain or maintain the highest practicable
physical, mental, and psychosocial
well-being of each resident, as determined
by resident assessments and individual
plans of care.
The facility must provide services by
sufficient numbers of each of the following
types of personnel on a 24-hour basis to
provide nursing care to all residents in
accordance with resident care plans:
Except when waived under paragraph (c) of
this section, licensed nurses and other
nursing personnel.
Except when waived under paragraph (c) of
this section, the facility must designate a
licensed nurse to serve as a charge nurse
on each tour of duty.
Based on observation, interview, and F 0353 The Provider requests aface to 08/07/2016
record review, the facility failed to ensure face Informal Dispute Re§o|ut|on
; . related to F353. F353 It is the
adequate nursing staff was provided to practice of thisfacility to have
ensure two showers a week were sufficient nursing staff to provide
provided for 13 of 15 residents reviewed nursing and relatedservices to
for receiving showers and that residents attaln. or malntalp the highest
. . . practicable physical, mental,
were toileted in a timely manner for 4 of andpsychosocial well-being of
4 residents observed during toileting. each resident, as determined by
(Resident K, Resident Z, Resident M, resident assessmentsand
Resident G, Resident Q, Resident Y, ;ndgfrtzlctri)\l/aen:c?ifofge.
Resident F, Resident B, Resident I, accomplished for thoseresidents
Resident C, Resident D, Resident H, found to be affected by the
Resident X, Resident 7) alleged deficient practice. a. Itis
the goalof the facility to provide
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Findings include: services to its residents to allow
the resident toattain or maintain
. . . their highest practicable physical
1. During an interview on 7/6/16 at 1:45 and psychosocialwell-being. b.
P.M., Resident K said, "I geta shower Shower schedules were reviewed
about once a week." and updated to reflectchanges if
necessary. c. C.N.A. assignment
The "Evening Shift Showers" schedule zziitt:v teorreefrli\(/:lte g;iggg if
indicated Resident K was scheduled to necessary. 2. To identify other
receive a shower every Tuesday and residents who have thepotential
Friday. to be affected by the alleged
deficient practice. a. All
residentshave the potential to be
The resident shower verification forms affected. b. A complete review of
indicated showers were not provided for all residents shower
Resident K on the following dates: :(r:wrs‘.i(ri:ltizvtvzz;?:/nvzlse;ef?e:(;d at
Tuesday May 31, 2016 least 2 showers per week. c.
Friday June 3, 2016 Shower schedules were reviewed
Tuesday June 7, 2016 and updated to reflectchanges if
Friday June 10, 2016 necessary. d. C.N.A. assignment
. sheets were reviewed and
Friday June 17,2016 updated toreflect changes if
Tuesday June 21, 2016 necessary. 3. Measures and
Friday June 24, 2016 systemic changes put into placeto
Friday July 1, 2016 ensure that the deficient practice
does not reoccur. a.
Administration and Nursing
2. Durirlg an observation on 7/6/16 at Administration continue tomeet
11:15 A.M., Resident Z was observed and review current acuity and
sitting in a wheelchair in no distress. staffing patterns in an effort to
ensurestaff are best utilized in
response to residents’ plan of
The "Evening Shift Showers" schedule care. CNA assignment sheets
indicated Resident Z was scheduled to have been updated toinclude
receive a shower every Tuesday and showgr sghedules, turn and
Friday repositioning needs of the
’ resident as wellas toileting needs
of the resident to better
The resident shower verification forms communicate each resident’s
indicated showers were not provided for needsto the line staff. b. A
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Resident Z on the following dates: mandatory inservice will be
Friday June 3. 2016 Completed July 29, 2016with
’ nursing staff regarding providing
Tuesday June 7, 2016 showers at a minimum of 2 times
Friday June 10, 2016 per weekfor each resident. c.
Friday June 17, 2016 The C.N.A.’s will complete a
Tuesday June 21, 2016 shower worksheetindicating the
. ’ type of bathing given and reason
Fl?day June 24,2016 for refusal, if any. d. The Charge
Friday July 1, 2016 Nurse will review the shower
worksheetsand, if any refusals,
3. During an interview on 7/7/16 at will attemhpt atr; additional
. . . approach, wi
11.95 AM., Res1dent M indicated documentedexplanation if
Resident M liked to take two showers a continued refusal. e. The DON
week in the evenings. Resident M and/or Designee will review
indicated the facility was short staffed shower worksheetsdaily for
dth ied K the sh b completion, and notification given
and t ?y tried to work the showers 1n, but to Social Service if
sometimes a week passed before the next continuedrefusal of showers, in
shower. an effort to further involve other
disciplines and/orfamily members
. . . as appropriate. 4. The
Th? resident shower Verlﬁcatlon.forms corrective action will be monitored
indicated showers were not provided for toensure the deficient practice
Resident M on the following dates: does not recur and quality
Wednesday June 15, 2016 measures put intoplace are: a.
Saturday July 2 201’6 DON and/orDesignee will
aturday July =, observe all residents during
routine daily rounds to
4. During an interview on 7/7/16 at 3:01 ensureresident showers are given
P.M., Resident G said, "I'm not sure how as scheduled. Interviews of alert
ften I should et a sh o and orientedresidents will also be
often 1 should get a shower. conducted to validate that the
resident is receivingtheir showers
The "Evening Shift Showers" schedule in accordance with their individual
indicated Resident G was scheduled to plan of care. The findingswill be
. documented and any
receive a shower every Wednesday and . .
noncompliance noted will be
Saturday. immediately correctedand/or
employee disciplined as
Showers were not provided for Resident appropriate. This will be
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G on the following dates: completed 3 times a week for 4
Saturday June 4. 2016 weeks, then weekly
untilcompliance is maintained for
Wednesday June 8, 2016 3 consecutive months. b.
Saturday June 18, 2016 Nursing Administration or
Wednesday June 29, 2016 designee will review staffschedule
Saturday July 2, 2016 daily for each shift to ensure
’ resident’s needs are met
withadjustments made as
5. During an interview on 7/7/16 at 3:05 necessary. c. The findings from
P.M., Resident Q said, "They these audits and any
missed my shower and did not give me correctiveactions taken will be
h 1 th t " discussed during quarterly QA
another one until the next week. meeting and the currentplan
revised, as warranted. IDR
The "Evening Shift Showers" schedule request: F353 - Regulation
indicated Resident Q was scheduled to 483.30(a) SUFFICIENT
. h Wednesd d 24-HRNURSING STAFF, PER
receive a shower every Wednesday an CARE PLANS: The 2567 states
Saturday. that based on
observation,interview and record
The resident shower verification forms review the facility failed to ensure
indicated sh ¢ ided fi adequate nursingstaff was
1n 1.ca ed showers were n.o provided for provided to ensure two showers a
Resident Q on the following dates: week were provided for 13 of 15
Wednesday June 29, 2016 residentsreviewed for receiving
Saturday July 2, 2016 showers and that residents were
’ toileted in a timelymanner for 4 of
) ) ) 4 residents observed during
6. Durmg an interview on 7/6/16 at 1:45 to”etmg for the period of May
P.M., Resident Y was observed sitting in 31,2016 to July 1, 2016. In
a wheelchair in no distress. accordance with 42 CFR
483.30(a)cited on Form
. ) ) . CMS-2567, the facility did have
The EVenlng Shlft ShOWGI‘S schedule sufficient nursing staff toprovide
indicated Resident Y was scheduled to nursing and related services to
receive a shower every Tuesday and attain and maintain the
Frida highestpractical physical, mental
Y and psychosocial well-being of
each resident, asdetermined by
The resident shower verification forms the resident’s assessments and
indicated showers were not provided for care plans. The facility provides
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Resident Y on the following dates: services bysufficient numbers of
Friday June 3, 2016 each of the following types of
’ personnel on a 24-hourbasis to
Tu.esday June 7, 2016 provide nursing care to all
Friday June 10, 2016 residents in accordance with the
Friday June 17, 2016 residentcare plans. The
Tuesday June 21, 201 Facility’s professional
’ nursinghours per patient day and
) total nursing hours per patient day
7. The "Day Shift Showers" schedule provided to theresidents was and
indicated Resident F was scheduled to continues to be significantly
receive a shower every Wednesday and greater than all otherfacilities in
S d the adjoining counties as
aturday. evidenced by the enclosed
The resident shower verification forms payrollregister identified as
indicated showers were not provided for attachments A, B and C for the
Resident F on the following dates: Serloci131 M2ag1 29h101§|t2rc)2%g]1%
une 11, , June 12,
Wednesday June 1, 2016 through June 25, 2016 and June
Saturday June 11, 2016 26, 2016through July 9, 2016,
Wednesday June 22, 2016 respectively.  The professional
nursing coverage (RN’sand
. LPN’s) per patient day calculated
n n
S. The Day .Shlft Showers" schedule on attachments A, B and C are
indicated Resident B was scheduled to indicatedas 1.43, 1.44 and 1.35
receive a shower every Wednesday and hours worked per patient day,
Saturday. respectively. Total nursing hours
. . . worked per patient dayare
fl"he. resident shower Verlﬁcatlon.forms indicated as 3.85, 3.67 and 3.84
indicated showers were not provided for for those respective time periods.
Resident B on the following dates: Tag F353 is both arbitrary
Saturday June 11, 2016 andcapricious. The Facility
’ maintains thenecessary
Wednesday June 22, 2016 documentation that satisfies the
governing regulation and
9. The "Day Shift Showers" schedule therefore, Tag F353 should be
indicated Resident I was scheduled to removed from the deficiencies
. cited on Form CMS-2567.
receive a shower every Wednesday and
Saturday.
The resident shower verification forms
indicated showers were not provided for
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDPE11 Facility ID: 000164 If continuation sheet Page 19 of 48




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

PRINTED: 08/16/2016
FORM APPROVED
OMB NO. 0938-0391

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

155263

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/08/2016

NAME OF PROVIDER OR SUPPLIER

LOOGOOTEE NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

12802 E US HWY 50
LOOGOOTEE, IN 47553

(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

Resident I on the following dates:
Saturday June 11, 2016

Saturday June 25, 2016
Wednesday June 29, 2016

10. The "Day Shift Showers" schedule
indicated Resident C was scheduled to
receive a shower every Wednesday and
Saturday.

Showers were not provided for Resident
C on the following dates:

Saturday June 11, 2016

Saturday June 25, 2016

Wednesday June 29, 2016

11. The "Day Shift Showers" schedule
indicated Resident D was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident D on the following dates:
Saturday June 11, 2016

Wednesday June 22, 2016

12. The "Day Shift Showers" schedule
indicated Resident H was to receive a
shower every Wednesday and Saturday.
The resident shower verification forms
indicated showers were not provided for
Resident H on the following dates:
Saturday June 11, 2016

Wednesday June 15, 2016

Saturday June 18, 2016
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Saturday June 22, 2016
Wednesday June 29, 2016

13. During an interview on 7/6/16 at
9:40 P.M., SM (Staff Member) #12
indicated staffing was a problem. SM
#12 indicated that If only 2 CNA's were
working on evenings, it was not possible
to get all the showers completed. SM
#12 indicated there were 3 CNA's
working tonight so all the residents were
in bed in a timely manner. SM #12
indicated that sometimes there would
only be one CNA on the night shift and it
was just not possible to get all the
residents to bed in a timely manner.

During an interview on 7/6/16 at 10:00
P.M., SM #14 indicated she was
frequently the only CNA on night shift
and that it was very difficult to get all the
work completed. SM #14 indicated more
staff were needed on the evening shift as
well because when she would come in to
start her shift the residents were soaking
wet and many were still up in their chairs
and needed to be assisted to bed. SM
#14 indicated when only 2 or 3 CNA's
were working the evening shift they
could not meet the residents' needs.

During an interview on 7/6/16 at 10:15
P.M., SM #20 indicated the evening and
night shifts could have used more staff.
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SM #20 indicated that when there were 4
CNA's working on the evening shift
everything got done, but when there were
fewer than 4 CNA working the residents'
care suffers.

During an interview on 7/8/16 at 2:55
A.M., SM #33 indicated she worked day
and evening shifts. SM #33 further
indicated that when there was a full staff
working during the shift all the showers
were completed, but when they were
short staffed it was difficult to complete
all the assigned showers. SM #33
indicated the staff really tried to complete
all the showers scheduled on their shift
but were just unable to do so. SM #33
indicated that, most of the time, the
residents did not get a shower until their
next scheduled shower day. SM #33
said, "I know for a fact that residents
don't get scheduled showers on some day
shifts and some evening shifts."

During an interview on 7/8/16 at 11:45
A.M., the DON indicated residents
should receive 2 showers a week.

During an interview on 7/8/16 at 3:00
P.M., the DON indicated that the CNA
assignment sheets did not include the
following: residents' shower schedules,
residents who needed to be turned and
repositioned every 2 hours, and residents
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who needed to be toileted every 2 hours.
The DON said, "That's just too much
information." The DON indicated the
staff were aware of each resident's need
for assistance. The DON was made
aware that new staff would not be
familiar with the residents' needs and the
DON said, "I don't know, maybe I need to
put more on here."

The CNA assignment sheet was reviewed
on 7/8/16 at 3:10 P.M., and it indicated
that there were 13 residents who needed
the assistance of 2 staff members, 10
residents who needed the assistance of 1
staff person, 6 residents who needed the
use of a (brand name mechanical lift),
and 2 residents who needed the assistance
of a stand lift to transfer.

The census and condition was provided
by Administrator 2 on 7/8/16 at 2:15
P.M., and it indicated there were 20
residents on a toileting program, 3
residents on the bowel training program,
18 residents who needed assistance of
staff for eating.

14. During an interview 7/7/16 at 2:25
P.M., SM #37 indicated that on 6/18/17
there were the following staff:

2 nurses on day shift (7 A.M. to & 7
P.M.)

1 nurse on night shift (7 P.M. to 7 A.M.)
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1 CNA on evening shift and

1 CNA from (2:30 P.M. to 5:30 P.M.)

1 QMA on night shift (7 P.M. to 7 A.M.)
and

1 CNA working on nights (9:30 P.M. to
5:30 AM.)

SM #37 indicated the last Health Care
Administrator was in charge of
scheduling staff and replacing staff who
called off work. SM #37 indicated the
HCA quit on a weekend because,
according to SM #37, "the schedule was a
"Nightmare".

15. During a random observation on
7/8/16 at 12:45 P.M., four residents were
sitting in wheelchairs lined up single file,
outside the West hall shower
room/bathroom door.

At that time, Resident Z indicated that
he/she and the rest of the residents who
were waiting in the line were waiting to
be toileted. Resident Z said, "This is just
how they do it." At that time, LPN #16
indicated that the residents were lined up
outside the door because the CNA's
toileted the residents after lunch.
Residents were toileted according to staff
availability not by the needs of the
resident.

The policy and procedure for "Staffing"
was provided by Administrator 2 (Health
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Care Administrator/Regional Director at
000571 facility) on 7/7/16 at 3:35 P.M.,
and the policy read as follows: "...Our
facility provides adequate staffing to
meet the needs of the resident
population...Our facility maintains
adequate staff on each shift to assure that
the resident's needs are met..."
This Federal Tag relates to Complaints
IN00202860, IN00203177 and
IN00202621.
3.1-17(a)
F 0490 483.75
SS=E EFFECTIVE ADMINISTRATION/RESIDENT
Bldg. 00 | WELL-BEING
A facility must be administered in a manner
that enables it to use its resources
effectively and efficiently to attain or
maintain the highest practicable physical,
mental, and psychosocial well-being of each
resident.
Based on observation, interview, and F 0490 The Provider requests aface to 08/07/2016
p .- p face Informal Dispute Resolution
record review, the facility failed to ensure
o y' related to F490. F490 It is the
the facility was managed in a manner to practice of thisfacility to
ensure the Administrator was managing administer in a manner that
the daily operations of the facility by enables it to use its
attending required QA A meetings, res.o.urceseffectn./ely and. )
i 1fkn h d efficiently to attain or maintain the
maxing seit known tot 'C rest ents, . highest practicablephysical,
families and staff of facility, conducting mental, and psychosocial
business matters including finalizing well-being of each resident.
1. Corrective actions
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reports filed by ISDH, and ensuring
adequate number of staff were available
to meet the residents' needs for 3 of 3
days of the survey.

Findings include:

Upon arrival at Loogootee Nursing
Center (000164) on 7/6/16 at 10:30 A.M.,
the Receptionist at the front desk
indicated the Director of Nursing was on
site, but Administrator 2 would be
coming from another facility (000571
facility) in a while.

During the initial tour of the West hall
with the Director of Nursing (DON) on
7/6/16 at 10:45 A.M., no Administrator
was present. The DON indicated she had
started working at the facility in April
2016 and assumed the DON position
about a month ago. The DON said, "Our
Administrator (referring to Administrator
2 at 000571 facility) is located at the
other building." The DON indicated they
had been without a Health Care
Administrator in this facility (Loogootee
Nursing Center) because the latest Health
Care Administrator for Loogootee
Nursing Center had quit a few weeks
earlier (Administrator 3). The DON
indicated that if she had any questions or
needed anything she would call
Administrator 2 in the other facility

accomplished for thoseresidents
found to be affected by the
alleged deficient practice. a.
There were noresidents affected
by alleged deficient practice.

2. To identify other residents who
have thepotential to be affected
by the same alleged deficient
practice. a. There were
noresidents affected by alleged
deficient practice. 3. Measures
and systemic changes put into
placeto ensure that the alleged
deficient practice does not recur.
a. Administrator#1 is the
Licensed Administrator of the
facility and has been since March
1,2016. Administrator #1
providesoversight and
management of the daily
operations of the facility. This
includes the participation in
committeemeetings, making
rounds, assisting where
necessary, directing staff,
andassisting in ensuring staff
coverage to meet the needs of
the residents. As with any
position, an employee is entitledto
outside training or vacation
approved at the discretion of
theirsupervisor. Administrator #1
had priorengagements that were
in place prior to taking the facility
position. And with any position,
when someone is onvacation or
out for training, the facility
continues with planned
functionssuch as committee
meetings. b. Administrator #2
serves as a Regional Director
forthis facility. Administrator #2
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(000571). The DON further indicated the has manyyears of experience as
000571 facility was located near a HFA and serves asan
. RDO/mentor to assist
Loogootee Nursing Center and withquestions or issues that
Administrator 2 would come over and Administrator #1 may have.
check on them and see if they needed Administrator #2 (RDO) does not
assistance manage thedaily operations of the
' facility, her job is to assist and
provide guidance to
During an interview with Administrator 2 Administrator#1. She is available
(who arrived from 000571 facility) and in to the staff ifthere is an
the presence of the DON, on the West ir;erggr;c;; ar;;e; and b
ministrator #1 is unavailable.
hall c?n'7/6/16 at'IO:.59 AM, c. As stated during the complaint
Administrator 2 indicated the current survey, there was
Administrator 1 (for Loogootee Nursing NOAdministrator #3. The facility
Center) was off today, but that hiredsomeone to assist with the
Admini | C he buildi scheduling process and social
ministrator 1 was just in the butlding services since theDirector of
yesterday and would be back tomorrow. Social Services was on maternity
Administrator 2 further indicated that she leave. That person held an
was the Administrator at facility 000571, Administrator license andshe had
1l as the Regi | Director for both not practiced as an Administrator
as We as the Regional Lrector for ) 0 for years. Her position was to
facility 000571 and Loogootee Nursing assist with thescheduling process
Center. and social services and was
never listed as, or referred to,as
. . . . the Administrator of the
During an interview Wl.th the DON on Facility. She approached
7/6/16 at 11:03. AM, n response toa Ownership on the afternoon of
question concerning the presence of Friday, June 17, 2016
Administrator 1, the DON shrugged her andinquired about the position of
hould d said. "Well ko Administrator, at which time she
shouiders a.n salg, “we ; you .\ oW, was informedshe would not attain
maybe she is here when I'm not. that position. Shewas upset over
that decision and turned in her
During an interview on 7/6/16 at 11:15 lI:/IeySdand walked 3‘“ ofztge;aocilfisty
A.M., the Administrator 2 returned to onday mo.rmng une <,
o at around 8:00 am.
West hall and indicated 4. Corrective action will be
Management/Owner had just informed monitored to ensurethe deficient
her that the Health Care Administrator practice does not recur and
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for this building (000164 Loogootee quality measures put into place
Nursing Center) was on vacation and ar.e. a. .The facilityAdministrator
. will continue to make herself
would not return until next week. visible during her continued
timespent onsite at the Facility.
During an interview on 7/6/16 at 9:40 b. Facility management
P.M., Staff Member (SM) #12 indicated and the HCA will continue
that if she had an allegation of abuse she tomonitor and ensure on an
would report it to the Director of Nursing ongoing basis that the
or to an Administrator. SM #12 further Facility continues to
indicated that she guessed that beadministered in a manner
Administrator 2 was the Administrator that enables it to use its
here (Loogootee Nursing Center). resources effectively
andefficiently to maintain
During an interview on 7/6/16 at 9:40 the h"gheSt practicable
P.M., Administrator 2 called and asked if physical, mentjal’ _
she needed to come to Loogootee andpsychogomal well-being
Nursing Center to assist. of each resident. ,
IDR Request: F490 - Regulation
) ) ) 483.75
During an interview on 7/6/16 at 9:45 EFFECTIVEADMINISTRATION/
A.M., SM #14 indicated she did not RESIDENT WELL-BEING; A
know who the Administrator was at Facility must be administered in a
L tee Nursine Cent mannerthat enables it to use its
oogootee Nursing Lenter. resources effectively and
efficiently to attain ormaintain the
During an interview on 7/6/16 at 9:55 highest practicable physical,
P.M., SM #18 indicated she was not sure meIrI]tt?l,' andf psychhosgglalt ™
.. well-beingof each resident. The
who .the Administrator was at Loogootee 2567 states thatbased on
Nursing Center. observation, interview, and record
review, the facility failed toensure
During an interview on 7/6/16 at 10:15 the facili:y was matrLaged ina
P.M., SM #20 indicated if she had manner fo ensure e
o Administrator wasmanaging the
concerns she would call Administrator 2. daily operations of the facility by
SM #20 indicated she was not sure who attending required QAAmeetings,
the Administrator was at Loogootee making self-known to the
. residents, families and staff of
Nursing Center.
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facility,conducting business
During an interview on 7/7/16 at 2:00 matters |'nclud|ng finalizing
L. . reports filed by ISDH,
P.M., SM #45 indicated if she needed to andensuring adequate number of
report an allegation of abuse she would staff were available to meet the
tell the DON and if the DON was not residents’ needsfor 3 of 3 days.
available then she would call the Inaccordgnce with 42 CFR
.. . 483.75 cited on Form-2567, the
Administrator (for Loogootee Nursing facility was administeredin a
Center). SM #45 indicated she was not manner that enables it to use its
sure who the Administrator was at resources effectively and
Loogootee Nursing Center, so she would efﬂcpntly toatta|r'1 and ma'mtam
. .. the highest practical physical,
probably report it to Administrator 2. mental. and
SM #45 indicated Administrator 1's psychosocialwell-being of each
license was on the desk in the office of resident. AngelaMann is the
Loogootee Nursing Center, but that she /'i'geﬁséf I-:eal(tngz)ref e fadil
. ministrator of the facility
had. not seen Administrator 1. SM #45 and hasbeen since March 1,
indicated that she had worked at the 2016. Ms. Mannprovides
facility on day shift for several years. oversight and management of the
daily operations of the facility.
. . . . This includes the participation in
During an 1nterv1e\fv on 7/7/16 at.2.4.15 committeemeetings, making
P.M., Staff SuperVISOI‘ (SS) #22 indicated rounds, assisting where
she had been working here (Loogootee necessary, directing staff,
Nursing Center) for a long time, but was andassisting in ensuring staff
ho th tual Administrat coverage to meet the needs of
unsure who the ac : al Administra oriwas the residents. As with any
at Loogootee Nursing Center, and said, position, an employee is entitledto
"It's very confusing about the outside training or vacation
Administrator." SS #22 indicated she tahpproved at theMdlscl\;etlonhofd
.. . esupervisor. Ms. Mann ha
thought she would call Admlnls.trator 2if prior plannedengagements that
abuse. HCA Facility position. As with any
position, when someone is
. . . ti t for traini th
During an interview on 7/7/16 at 3:45 onvacation or out for fraining, the
facility continues with planned
P.M., Department Head (DH) #55 functionssuch as committee
indicated she had worked here at meetings. Ms. Mann hasbeen
Loogootee Nursing Center for years and extensively involved in this Facility
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDPE11 Facility ID: 000164 If continuation sheet Page 29 of 48




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

PRINTED: 08/16/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
155263 B. WING 07/08/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
12802 E US HWY 50
LOOGOOTEE NURSING CENTER LOOGOOTEE, IN 47553
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
had met Administrator 1 a couple of since prior to becoming the
times licensedHCA March 1, 2016. Our
’ claims to Ms.Mann’s involvement
at the Facility is evidenced by
During an interview on 7/8/16 at 12:10 Attachments D:
P.M., SM #16 indicated the list with Administratorstate notification
Administrator 1's name and phone changel form, E: Signature on
b d Admini , d State Fire Marshall report, F:Text
number and Administrator 2's name an messages with CNA's, G: Hotel
phone number were posted on the wall receipt for prescheduled annual
behind the desk just this morning. SM familyvacation July 6, 2016
#16 indicated she had never talked with through July 8, 2016 as Facility
Admini 16 L Nursi Management told to theSurveyor
ministrator 1 from qogootee ursing on July 6, 2016; and H: Payroll
Center, but that she had instead called Register which shows Ms.
Administrator 2 about staffing issues. Mann’scompensation as
Administrator for the period
Duri . . h , . March 1, 2016 through the date
uring an interview at the nurses' station ofthe survey. SusanSluder
on 7/8/16 at 12:30 PM, the DON serves as a Regional Director
indicated she was unaware of (RDO) for this facility. Ms. Sluder
Administrator 1's vacation and would not has many years of experience as
v h b 1d about aHFA and serves as an
neces.saTrl y have been told abou ) RDO/mentor to assist with
Administrator 1's week long vacation. questions or issues that
The DON said, "The Administrator 2 will theFacility HFA may have. Ms.
tell us if something is going on." The Sludetr.doesr;c:rt] m;na.?.;a the daily
1w .. . operations of the Facility nor is
DON said, "She (Administrator 2) is the she responsible for thedaily
Regional and we call her." The DON operations. Her job is to
said, "Administrator 2 would keep us assistand provide guidance to the
informed about things like that. We just chaC”ltyﬁHfA' She is ava||ab.|e to
. . e staff if an emergency arises
call her and Sy}.le will let us know she is and the HCA isunavailable.  Ms.
coming Over. Manncurrently resides in Franklin,
Indiana which is approximately
During an interview on 7/8/16 at 12:54 tFWO lhourST grivi?gdisttance Ito the
P.M., Resident X indicated he did not actity eretore, 1S only
o prudent that the staff attempt to
know who the Health Care Administrator contact the RDO during times
was at Loogootee Nursing Center. He when theFacility HCA is not
said, "They change so much you can't present in the Loogootee area
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keep up with it." He indicated he did and a situation arisesrequiring
know the Ombudsman immediate action. Ms.
’ Mannshould be recognized by
most employees, since Ms. Mann
During an interview 7/8/16 at 3:00 P.M., has performed variousfunctions
Administrator 2 indicated that the current at the Facility over the past three
Health Care Administrator zears as ivgzncl\jd b,\)/ll the h
.. . oursworked by Ms. Mann shown
(Administrator 1) for Loogootee Nursing on the Facility Payroll Registers
Center resided in Indianapolis, but that for the years ended2014 and
Administrator 1 came to the building 2015 identified as Attachments |
about 3 times a week. Administrator 2 fand.;'l, reiﬁectlvelly, and .
. . amiliarwith employees since Ms.
furth'er 1ndlc.ated that the staff wo.rklng on Mann performed her
the night shift at Loogootee Nursing Administrator in Training under
Center might not know Administrator 1 theAdministrator of Loogootee
because they were not in the facility Nursing Centers’ sister facility,
hen Administrator 1 h th LoogooteeHealthcare &
w .en. ministrator 1 was in the Rehabilitation Center, which is
building. located less than one halfmile
Administrator 2 was made aware the from Loogootee Nursing Center.
dayshift staff, evening shift staff as well As statedduring the survey
D Heads also indicated process there was NO
as some Department Heads also indicate Administrator #3. The facility
they were confused and uncertain about hired an individual to assistwith
who the Administrator was at Loogootee the scheduling process and social
Nursing Center. Administrator 2 ;er\{lc:l(ass since the Dlrectortof "
. . ocialServices was on maternity
1ndlcat.ed she did not understand .W'hy the leave. Thatperson held an
Staff d]d not kl’lOW WhO the AdmlnlStl‘ator Administrator license and had not
was for Loogootee Nursing Center. practiced as an Administratorfor
years. Her position was to
. . . . assistwith the scheduling process
During an 1.nt'erV1ew on‘7/8./16 at 12:30 and social services. She was
P.M., Admlnlstrator 2, lndlcated She tOld never listed as, or referred to
Management/Owner, she could not have as,the Administrator of the
done this job (i.e., the HCA/RD Regional FaC"'tY-h_SheaF;]PFO?tched .
. . ownership on the afternoon o
job) if she he.ld n9t had ree.lll}.l strong Friday, June 17, 2016 and
people working in her building (000571 inquiredabout the position of
facility) where she was the Administrator, at which time she
Administrator. Administrator 2 indicated was informed she wouldnot attain
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDPE11 Facility ID: 000164 If continuation sheet Page 31 0of 48




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

PRINTED: 08/16/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A.BUILDING 00 COMPLETED
155263 B. WING 07/08/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
12802 E US HWY 50
LOOGOOTEE NURSING CENTER LOOGOOTEE, IN 47553
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

she was responsible for the two facilities
in town. Administrator 2 indicated that
Administrator 1 at Loogootee Nursing
Center had just been here and that
Administrator 1 was in Loogootee
Nursing Center 3 times last week.
Administrator 2 indicated she could not
help it if people on the staff did not see
Administrator 1.

The "Administrator Orientation Check
List - Job description" was provided by
Administrator 2 on 7/8/16 at 3:35 P.M.,
and it read as follows,
"...Staffing...budget...reports...Departmen
t Managers...Duties...Daily
Meeting...Quality Assurance
Committee..."

The Policy and Procedure for
Administrator was provided by
Administrator 2 on 7/8/16 at 3:35 P.M.,
and it read as follows, "...responsible
for:...Managing the day to day functions
of the facility...Implementing established
resident care policies, personnel policies,
other operational policies and procedures
necessary to remain in compliance with
required, regulations, and
guidelines...serving as liaison to the
governing board, medical staff, and other
professional and supervisory
staff...Evaluating and implementing
recommendations from the facility's

that position. She wasdisgruntled
over that decision and resigned,
dropped off keys and walked out
ofthe facility Monday morning
June 20, 2016 at around 8:00 am.
TheFacility further meets the
requirements necessary to
ensure the Facility ismanaged in
a manner that ensures the HCA
manages the daily operation of
theFacility by attending QAA
meetings, making self known to
residents, familiesand staff at the
Facility and conducting business
matters and operations of
theFacility as evidenced by
Attachment K which indicates the
individuals whoattended the QA
meeting held on April 12, 2016. In
attendance was the Facility DON,
Pharmacist (which is a
designated memberof the facility
staff), Medical Records Clerk,
Medical Director, and the
MDSCoordinator. As to why Ms.
Mann did notattend QAA meeting
held April 12, 2016 as identified
on Form CMS-256, Staterecords
will confirm that Ms. Mann was
taking her HFA State Boards
inIndianapolis on April 12, 2016.
Generallythe Facility HCA is in
attendance. However,this is not a
requirement per regulation. This
meeting included the information
of the Facility Annual survey. The
audit findings were discussed as
includedin the POC and the
findings indicated there was no
lapse of showers given. Ms.
Mann, the Facility HCA, as
referred to inthe 2567, although
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committees (i.e., Quality Assessment and not present at the meeting, did
Assurance, Safety, ect.)...Ensuring that an review the meetingminutes. Ms.
Mann, as evidence byAttachment
adequate number of personnel are L, did attend the quarterly QA
employed to meet resident needs..." meeting held July 13, 2016. Tag
F490is both arbitrary and
The O metin s st s
provided by the DON on 7/8/16 at 12:10 satisfies the governing
P.M. At that time, the DON indicated regulationand therefore, Tag
that the staff who attended the 4/12/16, F490 should be removed from the
QAA Meeting were as the follows: RN giﬁzgﬁlseszggid on
#12, Pharmacist #2, Secretary #1, '
Medical Director #3, MDS #6. The DON
indicated that it was not necessary for the
Health Care Administrator to attend the
Quality Assurances Meetings. At that
time, Administrator 2 entered the DON's
office and indicated that she did attend
the QAA Quarterly Meetings in her
facility (000571) unless she was on
vacation. Administrator 2 indicated the
Health Care Administrator should attend
the Quality Assurance Meetings.
During an interview on 7/8/16 at 1:10
P.M., Administrator 2 she indicated she
signed the Resident Council minutes for
April 2016 but could not find the files for
addressing the Resident Councils
concerns and grievances for May 2016.
The June 2016 Resident Council minutes
were signed by the Health Care
Administrator #3 who resigned in June
2016.
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The 2567 for the Annual Survey was
dated February 23, 2016, and was signed
on March 10, 2016. The form read as

follows: "...(name) Administrator
2...title...Regional Director...3/10/16..."

The 2567 for Life Safety Code was dated
3/8/16 and was signed by Administrator 2
on 3/18/16.

The 2567 cover letter for a Complaint
dated May 18, 2016, was addressed to
Administrator 1, but was signed by
Administrator 2 on 5/23/16.

During an interview on 7/8/16 at 12:30
P.M., Administrator 2 indicated
Administrator 1 started working at
Loogootee Nursing Center at the end of
February 2016.

The Indiana State Department of Health
records for long Term Care notice of
Administrator was reviewed.

The list of Administrators were as
follows:

Administrator #1: 3/1/2016 (date of job
assignment as Administrator of facility)
Administrator #2 no record for
Loogootee Nursing Center
Administrator #3 no record for
Loogootee Nursing Center
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F 0520
SS=E
Bldg. 00

This Federal Tag relates to Complaint
IN00203177.

3.1-13(e)(1)
3.1-13(1)(2)

483.75(0)(1)
QAA COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality
assessment and assurance committee
consisting of the director of nursing services;
a physician designated by the facility; and at
least 3 other members of the facility's staff.

The quality assessment and assurance
committee meets at least quarterly to
identify issues with respect to which quality
assessment and assurance activities are
necessary; and develops and implements
appropriate plans of action to correct
identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related
to the compliance of such committee with
the requirements of this section.

Good faith attempts by the committee to
identify and correct quality deficiencies will
not be used as a basis for sanctions.
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Based on interview and record review, F 0520 The Provider requests a face to 08/07/2016
the facility failed to conduct the QAA facelnformal Dispute R639|Ut'°n
. . related to F520. F520 ltis the
quarterly meetings in a manner that practice of the facility tomaintain a
effectively corrected quality deficiencies quality assessment and
identified during the annual survey, and assurance committee consisting
failed to continue to monitor the changes of thed.lr(.ector Of_ nursing services,
h ol d h a physician designated by the
that were implemented to correct the facility; and atleast three
deficiencies for 1 of 3 QAA attendance members of the facility’s staff.
records review. The quality assessment and
assurancecommittee meets at
Findi include: least quarterly to identify issues
ndings melude: with respect to whichquality
assessment and assurance
During an interview on 7/8/16 at 4:00 P. activities are necessary; and
M., Administrator 2 indicated that develops andimplements
h ited at the 1 | appropriate plans of action to
S 0wer§ were cited at the last annua correct identified
survey in February 2016 and she thought qualitydeficiencies. The Facility
the shower problem had been corrected. did and continues tomaintain a
quality assessment and
. . . . assurance (QAA) committee that
1. Durlng an 1nterv1.ew on 7/6/16 at 1:45 consists ofthe DON, the Facility
P.M., Resident K said, "l get a shower medical director and at least three
about once a week." other members of thefacility’s
staff (i.e. Pharmacist, Medical
.. . Records Clerk, MDS
The. clinical record of Resident K was Coordinator,Social Services
I‘eVICwed on 7/8/16 at 245 PM The Designee’ QA Coordinator and
record indicated the diagnoses of the Administrator.) The QAA
Resident K included, but were not limited ::omtmltte: dloeis rzee:. :t.
. . . eastquarterly to identify issues
to, héan failure, dementia, and diabetes with respect to which QAA
mellitus. activities are necessaryand
develops and implements
The most recent Quarterly MDS dated appropt>r.i:te tPf'_ags of Igtction to
.. . . correct identifiedqua
4/7/16 indicated Resident K experienced rect icentitiedquatty
oo ; deficiencies. Furthermore,
moderate cognitive impairment. The theFacility did monitor the
MDS further indicated Resident K changes that were implemented
required the extensive assistance of one to correct thedeficiencies
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staff for bathing. identified during the annual
survey for all QAA meetings
\ . . reviewed,including the QAA
The EVenlng Shift Showers" schedule meeting held Aprll 12, 2016 as
indicated Resident K was scheduled to evidenced by Attachment
receive a shower every Tuesday and L,minutes of April 12, 2016 QAA
Friday meeting. 1. Correctiveactions
' accomplished for those residents
found to be affected by the
The resident shower verification forms allegeddeficient practice. a. A
indicated showers were not provided for QualityAssurance meeting was
Resident K on the following dates: hftld zn April f1 t2h 2016 with
attendance of the
Tuesday May 31, 2016 DON, Pharmacist (which is a
Friday June 3, 2016 designated member of the facility
Tuesday June 7, 2016 staff), MedicalRecords Clerk,
Friday June 10, 2016 Medical Director, and MDS
. ’ Coordinator. The Administrator
Friday June 17, 2016 was out of town due to aprior
Tuesday June 21, 2016 engagement and unable to attend
Friday June 24, 2016 this meeting. As to why
Friday July 1, 2016 Administrator #1 did not attend
’ QAAmeeting held April 12, 2016
] ) as identified on Form CMS-256,
2. During an observation on 7/6/16 at State records willconfirm that
11:15 A.M., Resident Z was observed Administrator #1 was taking her
sitting in a wheelchair in no distress. HFA State Boards in Indianapolis
onApril 12, 2016. She did attend
o ) the July13, 2016 quarterly QA
The clinical record of Resident Z was meeting_ b. A review ofshower
reviewed on 7/8/16 at 2:55 P.M. The schedule for all residents was
record indicated the diagnoses of comdpletted to ifnsu;e tthlat e::czh
. . . residentwas offered at leas
Res1d§nt Q 1T1clu.ded, but we.re not limited showers per week. c. Shower
tO, atrlal ﬁbrlllatlon, dementla, and schedules were reviewed and
diabetes mellitus. updated to reflectchanges if
necessary. d. C.N.A. Assignment
heet i
The most recent Quarterly MDS dated sheets were reviewed and
o ) ) updated toreflect shower
5/28/16 indicated Resident Z experienced scheduled days. e. The residents
severe cognitive impairment. The MDS are receiving their showers per
further indicated Resident Z required the theirpersonal preference and in
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extensive assistance of one staff for accordance with their plan of
bathing and was occasionally incontinent. care. .T.here IS docurne.ntanon on
the clinical recordto indicate each
time the resident has received a
The "Evening Shift Showers" schedule shower. There is also
indicated Resident Z was scheduled to documentation to support thatif a
receive a shower every Tuesday and resident refuses. a SchedUIed
d shower, the resident is offered the
Friday. shower ata different time or a bed
bath is given. 2. To identify
The resident shower verification forms other residents who have
indicated showers were not provided for thepotential to be. a.ffected bY the
Resident Z on the following dates: same alleged deficient practice.
i g ’ a. A Quality Assurance meeting
Friday June 3, 2016 was held on April12, 2016 with
Tuesday June 7, 2016 attendance of the DON,
Friday June 10, 2016 Pharmacist (which is a
Fridav I 17’ 2016 designated memberof the facility
rday June L/, staff), Medical Records Clerk,
Tuesday June 21, 2016 Medical Director, and MDS
Friday June 24, 2016 Coordinator. The Administrator
Friday July 1, 2016 was out of town due to aprior
’ engagement and unable to attend
] ) ) this meeting. As to why
3. During an interview on 7/7/16 at Administrator #1 did not attend
11:05 A.M., Resident M indicated QAAmeeting held April 12, 2016
Resident M liked to take two showers a as identified on Form .CMS'256’
Kin th . Resident M State records willconfirm that
We? 1 the even'll.lgs. esiden Administrator #1 was taking her
indicated the facility was short staffed HFA State Boards in Indianapolis
and they tried to work the showers in, but onApril 12, 2016. She did attend
sometimes it a week passed before the the July13, 2016 quarterly QA
t sh . meeting. b. A complete review of
next shower. all residents showerschedules
was completed to ensure that
The clinical record of Resident M was each resident was offered at least
reviewed on 7/8/16 at 11:49 AM. The 282°(Vjvelrs per week. c. ihower
record indicated the diagnoses of schedules were reviewe .
i ] andupdated to reflect changes if
limited to, diabetes mellitus, depression, sheets werereviewed and
and chronic obstructive pulmonary updated to reflect shower
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disease. scheduled days. e. All residents
arereceiving their showers in
accordance with their personal
The most recent Quarterly MDS dated preference. And thereis
4/21/16 indicated Resident M documentation to support that the
experienced no cognitive impairment. residents have received their
The MDS further indicated Resident M showers. There is also ,
ired th . . £ documentation to support thatif a
required the e.:xtenswe assistance of one resident refuses a scheduled
staff for bathing. shower that the resident is offered
theshower at a different time or a
The "Evening Shift Showers" schedule beg bat? IS gwin. 3. Meta.SLtJres
. . and systemic changes put into
1nd1(.:ated Resident M was scheduled to placeto ensure that the alleged
receive a shower every Wednesday and deficient practice does not recur.
Saturday. a. The Facility will and continue
to maintain a qualityassessment
. . . and assurance (QAA) committee
il“he.: resident shower Verlﬁcatlon'forms that consists of the DON, the
indicated showers were not provided for Facilitymedical director and at
Resident M on the following dates: least three other members of the
Wednesday June 15, 2016 facility’s staff (i.e.Pharmacist,
’ Medical Records Clerk, MDS
Saturday July 2, 2016 Coordinator, Social Services
Designee,QA Coordinator and the
4. During an interview on 7/7/16 at 3:01 Administrator.) b. The QAA
P.M.. Resident G said. "I'm not sure how committee will continue to meet
’ ’ N at leastquarterly to identify issues
often I should get a shower. with respect to which QAA
activities are necessaryand
The clinical record of Resident G was develop and implement
reviewed on 7/7/16 at 1:49 P.M. The appropriateplans of action to
. . correct identified quality
reco.rd 1nd1c.ated the diagnoses of o deficiencies. 4. The corrective
to, cerebrovascular accident, dementia, the alleged deficient practice
heart failure, and arthritis. does not recur and quality
assurancemeasures put into
place are: a. The Facility will and
The most recent Quarterly MDS dated continue to maintain a
5/26/16 indicated Resident G qualityassessment and assurance
experienced no cognitive impairment. (QAA) committee that consists of
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The MDS further indicated Resident G the DON, the Facilitymedical
required the extensive assistance of one director and at Ieast. 'thfee other
. . members of the facility’s staff
§taff f(?r bathing and was occasionally (i.e.Pharmacist, Medical Records
incontinent. Clerk, MDS Coordinator, Social
Services Designee,QA
The "Evening Shift Showers" schedule Xgor‘dlln?tczr ar;c:)th_?h QAA
. . ministrator.) b. The
1nd1c?ated Resident G was scheduled to committee will continue to meet
receive a shower every Wednesday and at leastquarterly to identify issues
Saturday. with respect to which QAA
activities are necessaryand
. . develop and implement
Showers were n.ot provided for Resident appropriateplans of action to
G on the following dates: correct identified quality
Saturday June 4, 2016 deficiencies.c. Facility
Wednesday June 8, 2016 management and the HCA will
’ continue to monitor and ensure
Saturday June 18, 2016 on an ongoing basis that the
Wednesday June 29, 2016 Facility continues to maintain a
Saturday July 2, 2016 QAA committee consisting of the
necessary members and will
. . . continue to monitor and ensure
5. Durlng an 1nterv1.ew on 7/7/1§ at 3:05 that such committee continues to
P.M., Resident Q said, "They missed my meet quarterly and is attended by
shower and did not give me another one the necessary members. Facility
until the next week." management will ascertain such
by reviewing minutes and sign in
o ) sheets produced at the QAA
The clinical record of Resident Q was quarterly meetings.
reviewed on 7/8/16 at 12:05 P.M. The IDRrequest: F520 — Regulation
record indicated the diagnoses of ‘(1383.75'(t?)(1 I)\/IQA?) MeetQuart
. . . ommittee-Members/MeetQuarte
Resident Q included, bgt were no'F llmlj[ed fy/Plans: The 2567 states that
to, cerebrovascular accident, hemiplegia, based on interview and record
and diabetes mellitus. review, thefacility failed to
conduct the QAA quarterly
meetings in a manner
e mqst r.ecent Qua.rterly MDS d-ated thateffectively corrected quality
6/2/16 indicated Resident Q experienced deficiencies identified during the
no cognitive impairment. The MDS annual survey,and failed to
further indicated Resident Q required the continue to monitor the changes
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extensive assistance of one staff for that were implemented to
bathing and was occasionally incontinent. correctthe deficiencies for 1 of 3
QAA attendance records
reviewed. The Facility did and
The "Evening Shift Showers" schedule continues tomaintain a quality
indicated Resident Q was scheduled to assessment and assurance
receive a shower every Wednesday and (QAA) committee thﬁt con3|§ts
ofthe DON, the Facility medical
Saturday. director and at least three other
members of thefacility’s staff (i.e.
The resident shower verification forms Pharmacist, Medical Records
indicated showers were not provided for Clerlf, MDS Cpordmator,SomaI
Resid he followine d . Services Designee, QA
esident Q on the following dates: Coordinator and the
Wednesday June 29, 2016 Administrator.) The QAA
Saturday July 2, 2016 committee does meet at
leastquarterly to identify issues
. . . with respect to which QAA
6. Durlng an interview on 7/6/16. a‘F 1.45 activities are necessaryand
P.M., Resident Y was observed s1tt1ng m develops and implements
a wheelchair in no distress. appropriate plans of action to
correct identifiedquality
.. . deficiencies. In accordance with
The.: clinical record of Resident Y was 42 CFR 483.75 (0)(1)QAA
reviewed on 7/8/16 at 12:55 P.M. The Committee-Members/Meet
record indicated the diagnoses of Quarterly/Plans, the Facility
Resident Y included, but were not limited meets the rtequwemetr;ts Facility
. L . necessary to ensurethe Facility is
t(?, atrial ﬁbrl?latlon, dementia, and managed in a manner that
diabetes mellitus. ensures the HCA manages the
dailyoperation of the Facility by
The most recent Quarterly MDS dated att;rl‘(d'”g QtAA ”.‘get'tngi” m'?kmg
.. . self known toresidents, families
5/28/1.6 indicated Re51de.nj[ Y ) ) and staff at the Facility and
The MDS further indicated Resident Y operations of the Facility as
required the extensive assistance of one evidenced by Attachment K which
staff for bathing and was occasionall indicates theindividuals who
. . & y attended the QA meeting held on
incontinent. April 12, 2016. In attendance
was the Facility DON,Pharmacist
The "Evening Shift Showers" schedule (which is a designated member of
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indicated Resident Y was scheduled to
receive a shower every Tuesday and
Friday.

The resident shower verification forms
indicated showers were not provided for
Resident Y on the following dates:
Friday June 3, 2016

Tuesday June 7, 2016

Friday June 10, 2016

Friday June 17, 2016

Tuesday June 21, 2016

7. The clinical record of Resident F was
reviewed on 7/8/16 at 12:05 P.M. The
record indicated the diagnoses of
Resident F included, but were not limited
to, dementia and diabetes mellitus.

The most recent Quarterly MDS dated
6/23/16 indicated Resident F experienced
moderate cognitive impairment. The
MDS further indicated Resident F
required the extensive assistance of one
staff for bathing and was frequently
incontinent of bowel and bladder.

The "Day Shift Showers" schedule
indicated Resident F was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for

the facility staff), MedicalRecords
Clerk, Medical Director, and the
MDS Coordinator. As to why Ms.
Mann did not attend QAA
meetingheld April 12, 2016 as
identified on Form CMS-256,
State records will confirmthat Ms.
Mann was taking her HFA State
Boards on April 12, 2016.
Generally the Facility HCA is
inattendance. However, this is
not arequirement per regulation.
Furthermore,the Facility did
monitor the changes that were
implemented to correct
thedeficiencies identified during
the annual survey for all QAA
meetings reviewed,including the
QAA meeting held April 12, 2016
as evidenced by Attachment
L,minutes of April 12, 2016 QAA
meeting which indicates the audit
findings were discussedas
included in the POC and the
findings indicated there was no
lapse of showersgiven. Ms.
Mann, the Facility HCA asreferred
to in the 2567, although not
present at the meeting, did review
themeeting minutes. Ms. Mann,
the FacilityHCA, as evidence by
Attachment M did attend the
quarterly QA meeting held July13,
2016. Tag F520 is both arbitrary
andcapricious. The Facility
maintains thenecessary
documentation that satisfies the
governing regulation and
therefore,Tag F520 should be
removed from the deficiencies
cited on Form CMS-2567. The
tags discussed in this IDR

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

Event ID:

If continuation sheet

Facility ID: 000164

Page 42 of 48




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

PRINTED: 08/16/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
155263 B. WING 07/08/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
12802 E US HWY 50
LOOGOOTEE NURSING CENTER LOOGOOTEE, IN 47553
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Resident F on the following dates: requestare not an accurate
Wednesday June 1, 2016 reflection of what took place
’ during the complaint surveyor the
Saturday June 11, 2016 period of time reviewed during the
Wednesday June 22, 2016 survey. Our facility report card
score will beadversely affected as
8. The clinical record of Resident B was : redsur:F and m” gut az und_:_;:
. ] ardship on the Provider. The
reviewed on 7/8/16 at 12:10 P.M. The Provider further asserts that
record indicated the diagnoses of certaincomments and
Resident B included, but were not limited accusations contained in the
to, dementia, Alzheimer's disease, related Fo'rm CMS-2567 are not a
diab i dd . truereflection of the Provider and
1abetes mellitus, and depression. individuals referred to therein.
Therefore, we conclude that
The most recent Quarterly MDS dated these deficienciesare incorrect
5/12/16 indicated Resident B experienced citings and should be eliminated.
no cognitive impairment. The MDS
further indicated Resident B required the
extensive assistance of one staff for
bathing and was frequently incontinent of
bowel and bladder.
The "Day Shift Showers" schedule
indicated Resident B was scheduled to
receive a shower every Wednesday and
Saturday.
The resident shower verification forms
indicated showers were not provided for
Resident B on the following dates:
Saturday June 11, 2016
Wednesday June 22, 2016
9. The clinical record of Resident I was
reviewed on 7/8/16 at 12:20 P.M. The
record indicated the diagnoses of
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Resident I included, but were not limited
to, heart failure and cerebrovascular
accident.

The most recent Quarterly MDS dated
5/13/16 indicated Resident I experienced
severe cognitive impairment. The MDS
further indicated Resident I required the
extensive assistance of one staff for
bathing and was occasionally incontinent.

The "Day Shift Showers" schedule
indicated Resident I was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident I on the following dates:
Saturday June 11, 2016

Saturday June 25, 2016

Wednesday June 29, 2016

10. The clinical record of Resident C
was reviewed on 7/8/16 at 12:30 P.M.
The record indicated the diagnoses of
Resident C included, but were not limited
to, dementia, depression and DVT (deep
vein thrombosis).

The most recent Quarterly MDS dated
5/15/16 indicated Resident C experienced
no cognitive impairment. The MDS
further indicated Resident C required the
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extensive assistance of one staff for
bathing.

The "Day Shift Showers" schedule
indicated Resident C was scheduled to
receive a shower every Wednesday and
Saturday.

Showers were not provided for Resident
C on the following dates:

Saturday June 11, 2016

Saturday June 25, 2016

Wednesday June 29, 2016

11. The clinical record of Resident D
was reviewed on 7/7/16 at 2:45 P.M.

The record indicated the diagnoses of
Resident D included, but were not limited
to, heart failure, anxiety, and asthma.

The most recent Quarterly MDS dated
6/9/16 indicated Resident D experienced
no cognitive impairment. The MDS
further indicated Resident D required the
extensive assistance of one staff for
bathing and was occasionally incontinent.

The "Day Shift Showers" schedule
indicated Resident D was scheduled to
receive a shower every Wednesday and
Saturday.

The resident shower verification forms
indicated showers were not provided for
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Resident D on the following dates:
Saturday June 11, 2016
Wednesday June 22, 2016

12. The clinical record of Resident H was
reviewed on 7/8/16 at 11:25 P.M. The
record indicated the diagnoses of
Resident H included, but were not limited
to, cerebrovascular accident,
hypertension, and Alzheimer's disease.

The most recent Quarterly MDS dated
6/3/16 indicated Resident H experienced
severe cognitive impairment. The MDS
further indicated Resident H required the
extensive assistance of one staff for
bathing and was occasionally incontinent.

The "Day Shift Showers" schedule
indicated Resident H was to receive a
shower every Wednesday and Saturday.

The resident shower verification forms
indicated showers were not provided for
Resident H on the following dates:
Saturday June 11, 2016

Wednesday June 15, 2016

Saturday June 18, 2016

Saturday June 22, 2016

Wednesday June 29, 2016

13. During an interview on 7/8/16 at
12:54 P.M., Resident X indicated he/she
got showers most of the time, but added
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that sometimes they don't have enough
help and Resident X said, "they get to
you when they can."

14. The QA meeting sign-in sheet was
provided by the DON on 7/8/16 at 12:10
P.M. The QA meeting sign-in sheet
lacked documentation that Administrator
1 attended the QA meeting on 4/12/16.
At that time, the DON indicated that the
staff who attended the QA meeting on
4/12/16, were as follows: RN #12,
Pharmacist #2, Secretary #1, Medical
Director #3, and MDS #6. The DON
indicated that it was not necessary for the
Health Care Administrator to attend the
Quality Assurances Meetings. At that
time, Administrator 2 entered the DON's
office and indicated that she did attend
the QA Quarterly Meetings in her facility
(000571) unless she was on vacation.
Administrator 2 indicated the Health
Care Administrator should attend the
Quality Assurance Meetings.

The "Administrator Orientation Check
List - Job description" was provided on
7/8/16 at 3:35 P.M., and it read as
follows,
"...Staffing...budget...reports...Departmen
t Managers...Duties...Daily
Meeting...Quality Assurance
Committee..."
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The Policy and Procedure for
Administrator was provided by
Administrator 2 on 7/8/16 at 3:35 P.M.,
and it read as follows, "...responsible
for:...Managing the day to day functions
of the facility...Implementing established
resident care policies, personnel policies,
other operational policies and procedures
necessary to remain in compliance with
required, regulations, and
guidelines...serving as liaison to the
governing board, medical staff, and other
professional and supervisory
staff...Evaluating and implementing
recommendations from the facility's
committees (i.e., Quality Assessment and
Assurance, Safety, ect.)...Ensuring that an
adequate number of personnel are
employed to meet resident needs..."

3.1-52(b)(2)
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