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F000000
This visit was for Recertification and F000000
State Licensure Survey. This visit
included the Investigation of The creation and
Complaint #IN00123837. submission of this plan of
correction does not
This visit was in conjunction with the constitute an admission
Investigation of Complaint by this provider of any
#IN00126434. conclusion set forth in
i the statement of
Complalr?t #IN00123837 deficiencies, or of any
Sul.)s_tant!ated. Federal/state . violation of regulation.
deficiencies related to the allegations .
are cited at F226. Due to the relatl\{e low .
scope and severity of this
Survey dates: survey, the facility
March 18, 19, 20, 21, 22, and 25, respectfully requests a
2013 desk review in lieu of a
post-survey revisit on or
Facility number: 003075 after April 24, 2013.
Provider number: 155695
AIM number: 200364160
Survey Team:
Shelly Vice, RN - TL
Shauna Carlson, RN
Julie Baumgartner, RN
Census bed type:
SNF/NF : 76
Total: 76
Census payor type:
Medicare: 5
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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Medicaid: 69
Private: 2
Total: 76
Residential Sample: 6
These deficiencies reflect state
findings cited in accordance with 410
IAC 16.2.
Quality Review complated on April 3,
2013, by Brenda Meredith, R.N.
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F000226 | 483.13(c)
SS=D DEVELOP/IMPLMENT ABUSE/NEGLECT,
ETC POLICIES
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect, and abuse of
residents and misappropriation of resident
property.
1) Based on interview and record F000226 F226 — Develop/Implement 04/24/2013
review, the facility failed to report the Abuse/Neglect, etc Policies
loss of a 30-day supply of a Multiple It is the practice of this provider to
. L develop and implement written
Sclerosis (MS) medication (Ampyra) L
. - policies and procedures that
for Resident B. This affected 1 of 2 prohibit mistreatment, neglect,
residents sampled that receive and abuse of residents and
medications from an out of facility misappropriation of resident
contracted pharmacy provider. property. ] )
(Resident B) What corrective action(s) will
be accomplished for those
residents found to have been
2) Based on interview and record affected by the deficient
review, the facility failed to ensure practice:
that 1 of 8 employees knew the Resident B —physician and family
. . has been updated regarding this
correct procedure of immediately o .
L " ) resident’s current status. This
notifying the administrator in a resident's medication was
situation identified of potentially replaced she has been receiving
abusive. (Employee #2) the medication as ordered. This
resident has had no complaints of
. . “shakiness/tremors” or other
3) Based on mju_arwe\./v and record negative side effects. Nursing
review, the facility failed to ensure 1 staff has been in-serviced on
of 8 employees knew the types of placing medications into
abuse and neglect. (Employee #3) medication cart upon receiving
from resident.
Findi include: How other residents having the
Indings Include. potential to be affected by the
same deficient practice will be
1) On 1/18/13 at 11:00 a.m. an identified and what corrective
interview was conducted with a action(s) will be taken:
surveyor for the Division of Aging All residents are at risk to be
affected by this finding. Resident
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which indicated a discussion had and family interviews were
occurred between the Division of gond‘:f:ted F_’erg;Q,' AzubseCMSt
. . uestionnaire aevise (0]
Aging and ReSIdent B. The ensure there were no ottz/er
representative for the Division of concerns related to this finding.
Aging indicated Resident B had There were no noted concerns
ordered Multiple Sclerosis expressed during these
medication, Ampyra 10 mg (milligram) interviews. The ED, ,
) DNS/designee will be responsible
tablets, and had them delivered by for conducting random facility
(name of delivery service) to the tours (including after hours and
facility. The representative for the weekends) and interviews with
Division of Aging also indicated "...the staff regarding Abuse, Prohibition,
facility had received the medications Reporting and Investigation.
. . Nursing staff has been
by [name of delivery service] and had in-serviced on placing
lost the medications...the medicine medications into medication cart
came up missing...Employee #14 had upon receiving from resident.
met with the Resident, yet had been What measures will be put into
unable to locate the missing PLace or W’{;tbsys“";"’c
medications...ED [Executive Director] anZf:fh":: th:g;;,;ez
and DNS [plrector of N.ursmg Service] practice does not recur:
were following up on this..." It was All staff in-services will be
also indicated, the Resident B had conducted on or before 4/23/13.
indicated that a side effect of, "... T:‘;; '”f'S?:'_‘t"Ce "IY'” '”Cl'“tdz "teV'eW
increased tremors had occurred o7 the 1aclity policy refafed 1o
. . Abuse Prohibition, Reporting and
during the span of time there was no Investigation and review of the
medicine..." for the MS. Elder Justice Act. All staff will be
re-educated regarding the various
On 3/20/13 at 2:05 p.m., record types of abuse, the correct
. .. procedure for responding to and
review was made of the clinical record timely reporting of any alleged or
for Resident B which indicated that actual abuse situation and
the diagnoses for Resident B included misappropriation of resident
but were not limited to "...Multiple property. Any allegation or
Sclerosis, Hemiplegia/hemiparesis, statement regarding resident
Asth Arth th " Revi abuse or mistreatment will be
i S. ma, ropa y _eV'eW reported immediately to the ED
indicated that the medication, Ampyra and/or DNS. The facility will
10 mg tablet, was prescribed twice a immediately initiate a full
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day for management of the symptoms investigation as well as ensure
of the determination of muscular rsolgzcat'zn ttc; the MD, family,
s . anda other agencies as
d.eXterlty In ﬂ_]e prereSS'_on of the outlined in the facility policy. The
disease Multiple Sclerosis. Further ED, DNS/designee will be
review indicated that during the responsible for conducting this
month of December 2012, from the in-service. The ED, .
dates of 12/12/2011 until 12/26/12, DNS/designee will be responsible
A ilabl d for conducting facility interviews
mpyra yvas not ava'_ a_ € a_n was with staff daily, on all shifts,
not provided for administration. regarding Abuse Prohibition,
Review of the medication Reporting and Investigation until
administration record (MAR) indicated compliance is achieved.
that the medication was not How the corrective action(s)
. N will be monitored toensure the
admm'Sterec_i’ and the med!catlon deficient practice will not recur,
was, "unavailable." A Medical Doctor, i.e., what quality assurance
a Neurologist, a local pharmacy and program will be put into place:
an out-of-town pharmacy had been The ED, DNS/designee will be
contacted for follow-up with the responsible for completion of the
S . .. CQl Audit tool titled, “Abuse
upqvallablllty of thIS' mgdlcatlon. The Prohibition, Reporting and
clinical record also indicated that side Investigation” weekly for 4 weeks
effects were monitored, using the then monthly for 6 months to
'"HOT Documentation' procedure for ”ﬁg!tor for °ft‘_9°'”9tf3°mF::"ance
. . . . (0] IS corrective action.
monitoring an acutle. situation of threshold of 100% is not met, an
concern by the facility. action plan will be developed.
Findings will be submitted to the
On 3/20/13 at 2:06 p.m., an interview CQl Committee for review and
was conducted with Employee #5 and f;”owh“rt’a o th comi
Employee #18 which indicated both c},’a":g:s ;,‘; b::g’;:,f;: .
were aware that Resident B was Compliance Date: 4/24/13.
taking a medication that was
delivered by mail for Multiple
Sclerosis and that the facility used
(name of pharmacy) for its pharmacy
services. Resident B utilized an out of
facility pharmacy for obtaining
medications.
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On 3/20/13 at 2:10 p.m., an interview
and record review of Resident B's
clinical medical record was conducted
with the DNS which indicated "...
[Resident B's name] who uses a
pharmacy [Name of Pharmacy] for
only her MS drug..." The DNS
indicated that there had not been
problems getting Resident B's
medicines ordered and delivered and
that Resident B is seen by, "...a
neurologist..." and there had not been
any problems with re-ordering
medications or having access to the
MS medications. The DNS also
indicated that the POS (physician
order sheet) are reviewed several
times prior to placing on charts for
accuracy, the POS's were updated
and corrected and audited for
incorrectness: the triplicate form was
then sent to the pharmacy for
corrections to be made, and that a
change of pharmacies had been
made yet this had not affected the
provision of medications for Resident
B.

On 3/21/13 at 3:00 p.m., interview
with Employee #14 indicated that
there had been no report of missing
medications for Resident B.

On 3/21/13 at 3:45 p.m., interview
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with the Administrator indicated the
facility had no record for a reportable
incident for Resident B.

On 3/21/13 at 4:00 p.m., an interview
with the DNS indicated "... a package
of medicine, Ampyra was delivered by
[Name of delivery service] to the
resident B who gave the package of
medication to a CNA and told her it
was her medicine for her MS. The
CNA then gave the package to the
unit nurse, who then placed it into the
medication room because it [the
medicine package] could be locked
up this way...." When the staff went
to get the box, it wasn't there "...we
[the facility] looked everywhere for the
box and we could not find it... we
called local pharmacies to replace the
medication that was lost, and we
could not get a local pharmacy to
replace this particular medicine
because of a special license a
pharmacy has to possess to fill a
prescription for this medicine, so, we
were unable to refill the medicine...."
An internal investigation by the DNS
was conducted, yet, there was not a
record of reporting the substantiated
incident of the loss of Resident B's
mail delivered Multiple Sclerosis
medication delivered to the facility.

On 3/21/13 at 4:05 p.m., an interview
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with the DNS indicated "We do not
have a policy or procedure for
these...we have not made a policy or
procedure for our facility to prevent
this again... we did inservice the
nursing staff on how to handle a mail
delivery of medications again...l can
tell you, we did not report this as an
allegation of neglect... we did not
think of this as an act of neglect... we
do not know what happened to the
box of medications that was delivered
to Resident B...the nurse who locked
them up was interviewed and we
cannot know what happened to
them... this was a unusual thing...we
do not normally have medications
mail delivered by [Name of delivery
service]...."

On 3/21/13 at 4:45 p.m., a record
review was conducted on the Policy
and Procedure titled, "Unusual
Occurrences for Residents and
Visitors" provided by the
Administrator which indicated "...Each
facility has a fully functioning Risk
management Program that includes a
Risk Management protocol for the
handling and processing of resident
and visitor unusual events occurring
within the facility... Each facility
maintains the risk management Policy
and Procedure and employees must
reference them to ensure compliance
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with corporate policy...Definition of
Unusual Occurrence/Event. An
unusual occurrence/event is defined
as any happening not consistent with
the routine operation of the nursing
facility...or loss...of property...."

On 3/21/13 at 5:00 p.m. a record
review was made of the procedure of
refilling medications provided by the
DNS which indicated "...uniform
system for ordering medications from
the pharmacy, and to ensure
residents receive medications in a
timely manner..." This procedure was
noted to be developed by, "...[Name
of Pharmacy] Long Term Care
Pharmacy Policy and Procedure
Manual...Revised 7/2011...Page 16 of
157...." This Policy and Procedure did
not include information in regards to
using a mail delivery for Resident B.
Resident B does not use the [Name
of Pharmacy] in this policy.

On 3/21/13 at 5:05 p.m., an interview
with the DNS indicated the facility did
not have a policy and procedure on
how to handle the refilling of
medications that are being filled by an
outside pharmacy service.

On 3/25/13 at 10:30 a.m., an
interview with Resident B indicated
"...My medicine, Ampyra, | order and
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keep track of it...| ordered it myself
because of privacy, | ordered it, got it
in and someone put it into the
medication room, and then...they
couldn't find it. (Doctors name)
prescribed it for me and the nurse
isn't here any longer that put it in the
med room...My doctor and | were
more concerned about the person
who may have taken the medicine,
because this kind of medicine could
really, really hurt someone if they
were to take it...I was shakier than
usual...| take the medicine... it's
suppose to help me walk, yet I'm not
walking any longer yet it does help my
shakiness and | was real shaky when
| didn't have the medicine...my private
insurance finally paid for a 2nd
prescription from my neurologist...|
was off of my medicine for a good two
weeks...it's an expensive medicine
and if | didn't have health insurance,
there is no way | could afford my
medicines for the MS...the facility
didn't pay for the 2nd order, my
insurance did...l did talk to Employee
#14 and the Administrator about this
when it happened, they both knew
what was going on with it all...."

2) On 3/19/13 at 9:30 a.m., a review
was made of the facility's policy and
procedure for Abuse Prohibition,
Reporting and Investigation which
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indicated "...5. All abuse
allegations/abuse must be reported to
the Executive Director
immediately...6....The Executive
Director is the designated individual
responsible for coordinating all efforts
in the investigation of abuse
allegations...."

On 3/12/13 at 10:00 a.m., interview
with employee #2 indicated "...after |
know that the resident is safe, I'd
investigate to see what was really
going on... if it wasn't too bad, I'd just
have a talk with them and maybe the
resident... and then I'd just let it
rest...or, if | felt it was really bad...I'd
tell my supervisor...." Employee #2
indicated this was not the facility's
policy and procedure to investigate
the abuse allegation but indicated
"...when we [staff] come upon abuse,
we're to report it directly to the
Executive Director...."

3) On 3/8/13 at 11:55 a.m., a review
was made of the facility's policy and
procedure for Abuse Prohibition,
Reporting and Investigation which
indicated "... Definition of
abuse...Physical abuse... verbal
abuse...sexual abuse... mental
abuse... neglect and Misappropriation
of Resident Funds or Property..."
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On 3/19/13 at 9:35 a.m., interview
with employee #3 indicated "...the
kinds of abuse...? Well, it could be
anything you know... it could be in
how | might talk to a resident... yeah,
I'm really not sure...."
This federal tag relates to Complaint
#IN00123837.
3.1-28(a)
3.1-28(c)
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F000253 | 483.15(h)(2)
SS=C HOUSEKEEPING & MAINTENANCE
SERVICES
The facility must provide housekeeping and
maintenance services necessary to maintain
a sanitary, orderly, and comfortable interior.
Based on observation and interview, F000253 F253 - 04/24/2013
the facility failed to provide a safe and Housekeeping/Maintenance
clean environment related to common Services . _
lounge areas, resident rooms, clean It is the practice of this provider to
. ) ’ provide housekeeping and
and _d'rty utility room§, common _ maintenance services necessary
bathing rooms, and linen closets. This to maintain a sanitary, orderly,
deficiency had the potential to affect and comfortable interior.
76 of 76 residents. What corrective action(s) will
be accomplished for those
Findi include: residents found to have been
Indings Include. affected by the deficient
practice:
On 3-25-2013, during the Front Lounge Carpet — has been
environmental tour accompanied by cleaned
the maintenance Manager and the Room 276;”‘9 f‘f‘rt"":” has been
. . repaired and repainte
Housgkeeplng Supervisor the Common Bathing Room on
following was noted: Heritage Hall — the sink has been
repaired, the water temperatures
1. At 8:49 AM, an observation of the are within acceptable parameters,
front lounge carpet revealed stains. the tiles behind the toilet have
been repaired and the floor has
) ) ) been scrubbed and cleaned
2. At 849 AM, an InterVIeW Wlth Room 118 - has been deep
Employee # 21 indicated the carpet is cleaned, the door magnet has
steam cleaned month|y Emp|oyee been repaired and the toilet seat
#21 indicated that she can not 2?)2:163? gept':ge;athroom “ink
remember when the carpeting was has been replaced
last replaced and "...it's been there as Room 308 — the wall has been
long as I've worked here...." repaired and repainted
How other residents having the
3. At 9:05 AM, an observation of p°te“t:|a'f_t°_ bet aﬂectt_ed bYI:*I‘De
room 116 revealed scuffed walls with same deficient practice will be
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large gouges on the far wall. It identified and what corrective
appeared to be from the headboards Zﬁm“.(ds) ";’"'hbe tf::e": ontial
. . . residents have the potential to
of the beq haVI.ng hit e.lgamSt the wall. be affected by this finding. All
An .|n.terv.|ew with Re§|d§nt #23, resident rooms, bathrooms,
residing in the room indicated "...staff lounge areas and common
push the wheelchairs into the wall at bathing areas have been
night...." observed for items such as those
identified in this finding. Cleaning
. and repairs were completed
4. At 9:08 AM, an observation of the where needed. In addition, the
common bathing room on the facility will conduct Environmental
Heritage Hall revealed that the sink Inspections no less than five
was not draining. The temperature of times per week. These
th t . t of the sh Environmental Inspections will
€ water coming out of the shower include inspections/observations
was noted to be 100 degrees by of resident rooms, bathrooms,
using the Maintenance Managers lounge areas, common bathing
thermometer. An observation of the areas and linen closets by the
tiles behind the toilet were coming Housekeeping
| d the fi i i Supervisor/designee. Any needed
oose an 't e floor tiles were slippery environmental/repair issues noted
upon walking on them. during these Environmental
Inspections will be directed to the
5. At 9:16 AM, an observation of room xa'ntel?aHC? Dgpartment or
118 revealed trash on the floor and ousekeeping Department
o through the Maintenance or
that the back of the door was missing Housekeeping Request Process.
the magnet that the door attached to The ED/designee will review
to allow the door to remain open. Due Maintenance Logs/Requests and
to the missing magnet, the residents Housekeeping Requests daily to
door swung closed on its own. The ensure all necessary repairs and
oo 9 ' corrections have been
toilet in the bathroom was observed completed. A mandatory all staff
to have rust on the hinged connection in-service will be conducted by
of the toilet seat to the toilet. the ED/DNS/designee on or
before 4/23/13. This in-service
. . will include review of the facility
6. At 9:20 AM, ar.1 observation of room policy related to notification to the
216 revealed a S|nk had came aWay Maintenance Department and/or
from the wall and was being held up Housekeeping Department for
only by two metal legs. housekeeping issues, repairs or
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  Y49]11 Facility ID: 003075 If continuation sheet Page 14 of 62
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7. At 9:28 AM, an observation of room
308 revealed scuffed and chipped
paint on the walls.

3.1-19(f)

maintenance needs and the
importance of maintaining a safe,
functional/sanitary/comfortable
environment.

What measures will be put into
place or what systemic
changes will be made to
ensure that the deficient
practice does not recur:

A mandatory all staff in-service
will be conducted by the
ED/DNS/designee on or before
4/23/13. This in-service will
include review of the facility policy
related to notification to the
Maintenance Department and/or
Housekeeping Department for
housekeeping issues, repairs or
maintenance needs and the
importance of maintaining a safe,
functional/sanitary/comfortable
environment. Environmental
Inspections will be completed no
less than five times per week.
These Environmental Inspections
will include
inspections/observations of
resident rooms, bathrooms,
lounge areas, common bathing
areas and linen closets. Any
needed environmental/repair
issues noted during these
Environmental Inspections will be
directed to the Maintenance
Department or Housekeeping
Department through the
Maintenance or Housekeeping
Request Process. The
ED/designee will review
Maintenance Logs/Requests and
Housekeeping Request daily to
ensure all necessary repairs and
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corrections have been
completed.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place:
To ensure ongoing compliance
with this corrective action and to
ensure the environment is
safe/functional/sanitary and
comfortable, the
ED/DNS/designee will be
responsible for completion of CQI
tool titled Quality Control
Inspection - Housekeeping no
less than five times per week for
six months. If threshold of 90% is
not met, an action plan will be
developed. Findings will be
submitted to the CQI Committee
for review and follow up.

By what date the systemic
changes will be completed:
Compliance Date: 4/24/13.
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F000282 | 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN
The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.
Based on observation, interview and F000282 F282 — Services by Qualified 04/24/2013
record review, the facility failed to Persons/Per Care Plan
provided supervision of 4 residents in Itis the practice of this provider
. . . . that services provided or
relation to their respective wandering o
. arranged by the facility must be
care plans. This affected 4 of 4 provided by qualified persons in
residents sampled for lack of accordance with each resident’s
supervision. (Residents #99, #31, written plan of care.
#83, and #47) What corrective action(s) will
’ be accomplished for those
L . . residents found to have been
Findings included: affected by the deficient
practice:
1) On 3/21/13 through 3/22/13 during Resident #99 —has been
the survey, Resident #99 was discharged from the facility
observed to be a dependent resident Eﬁss’fg’riﬁ 7;;::]"3’;2‘:6(1
. . . . ysici \ u
W|th functlor]al capacity of extensive regarding this resident's current
assistance in all areas of care. status. His care plan and care
Resident #99 was medically sheet have been updated to
functioning at an end of life position. reflect his current status and
Resident #99 was in the B side of needs. This resident experienced
. no negative outcome as a result
room 410. He was on an air mat.tress of this finding
with bilateral side rails in up position Resident #83 — Family and
and was on oxygen delivered through physician have been updated
a nasal cannula. Residents #31, #383 regarding this resident's current
and #47 were observed to roam in status. His care plan and care
. sheet have been updated to
.anc'j out of room 410 during the dates reflect his current status and
indicated. On 3/21/13 at 10:00 a.m., a needs. This resident experienced
white, mesh banner with a red stop no negative outcome as a result
sign was placed onto the door frame OR“h_'j f";‘;'ﬁ;g Fari g
of room 410. Residents #31 and #47 esigent #4/ — Famiy an
physician have been updated
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were observed to enter room 410 of regarding this resident’s current
Resident #99 after the Velcro meshed status. His care plan and care
banner was placed sheet have been updated to
P : reflect his current status and
needs. This resident experienced
n a . a.m., an Nno negative outcome as a resu
On 3/21/13 at 11:00 ti t It
interview with the MDS was of this finding
conducted alongside of a record How other residents having the
. . , potential to be affected by the
review of Resident #99's care plans. L ) g
R " . same deficient practice will be
MDS nurse indicated "...no, .(Re_S|d§nt identified and what corrective
#99's name) does not anything in his action(s) will be taken:
care plan that protects him for others All residents have the potential to
wandering into the room..." The Care be affected by this finding. A
Plans for Resident #99 were reviewed facility audit will be conducted by
C B . the Care Plan Team. This audit
Wh'ICh |r.1d|cated .....at'rlsk fgr falls due will include review of all resident
to impaired mobility, incontinence, hx care plans related to wandering
of fall prior to admission, receives a type behaviors. These care plans
daily antidepressant, hx of c/o will be reviewed and updated to
pain,poor safety awareness, impaired reflect eagh resident's Cu"en.t
o | status as it relates to wandering
c_ognltlon, dx. HTN_, dementia, copd, a behaviors by the Care Plan
fib.... and that Resident #99 was an Team. Interventions will be
"...extensive assist..." with activity of reviewed and updated by the
daily living and ambulation. Resident Care Plan Team to reflect
#99 was not observed to move from monitoring wandering residents,
) ) o redirecting wandering residents
his supine position from the as necessary, providing
observations dates noted above. supervision to wandering
residents and involving wandering
2) On 3/21/13 at 2:30 p.m., an residents in facility activities of
z) fi d P f Resident their choice. C.N.A. Assignment
observation Wa_s made ot Resl e_n_ Sheets will be updated by the
#31 self propelling her wheelchair into Care Plan Team. Any
Resident #99's room. A mesh banner changes/updates to care plan
with a red stop-sign located in the interventions will be promptly
middle was Velcroed to either side of communicated to all direct care
. f . staff. A mandatory nursing
the residents room door rame. This in-service will be conducted on or
banner was being used to discourage before 4/23/13 by the
wandering of other residents into the DNS/designee.
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room. Resident #31 pulled the Velcro What measures will be put into
away from the left side of the door place or what systemic
frame, dropped the Velcro sign to the changes will be made to
d and ded t If | ensure that the deficient
groun an proceg €d to sell prope practice does not recur:
IntO the room. ReSIdent #99 was A mandatory nursing in-service
observed lying in the B side bed. The will be conducted on or before
wheelchair Resident #31 was in 4/23/13 by the DNS/designee.
became lodged between the bed and This in-service will include review
d the A side of th of the facility policy related to care
res_ser on the A side of the room. and supervision of residents with
Resident #31 became stuck and wandering type behaviors. Al
couldn't maneuver the wheelchair nursing staff will be re-educated
either forward or backward. on the process of reviewing,
updating and following all resident
. care plans specifically related to
On 3/21/'1 3at2:40 p.m., an residents with wandering type
observation was made of Employee behaviors. Interventions such as
#4 to enter the room and redirect monitoring wandering residents,
Resident #31 into the hallway. redirecting wandering residents
as necessary, providing
_ . . supervision to wandering
On 3/22/13 at 10:45 a.m., interview residents and involving wandering
with Employee #18 indicated residents in facility activities of
Resident #31 was not to be entering their choice will be discussed and
other resident rooms, however, this reviewed. DNS/designee will
resident was known to wander in and conduct rounds on all shifts daily
. until compliance is achieved to
out of residents rooms. ensure interventions for
wanderers are implemented per
On 3/22/13 at 11:00 a.m., a record Care Plan and C.N.A.
review was conducted of Resident ﬁss'gt”hme”t Shet?t' tion(s)
S ow the corrective action(s
31's Care Plan which indicated that ; .
. will be monitored to ensure the
ReS|der.1t #:.31 was care planned for deficient practice will not recur,
wandering into others rooms and that i.e., what quality assurance
Resident #31 was to monitored for program will be put into place:
wandering. Ongoing compliance with this
corrective action will be monitored
) . though the facility CQI program.
On 3/25/13 at 11.2'30 a.m., review was The DNS/designee will be
conducted of Resident #31's responsible for completion of the
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MDS(minimum data system) dated
7/30/12 and 1/25/13. The following
were indicated: "...7/30/12. C1000.
Cognitive Skills for Daily Decision
Making. Made decisions regarding
tasks of daily life. [scale from 0-3, with
0 indicating awareness and 3 sever
impairment]. 2. Moderately impaired-
decision making poor; cues/
supervision required..." "...1/25/13.
C1000. Cognitive Skills for Daily
Decision Making. Made decisions
regarding tasks of daily life. [Scale
noted previously]. 3. Severely
impaired- never/rarely made decision.
C1300. Delirium. Signs and
Symptoms of Delirium. A. Inattention-
Did the Resident have difficulty
focusing attention (easily distracted,
out of touch or difficulty following what
was said)? 1.= Behavior consistently
present, does not fluctuate. Section
D. Mood. D0100. E0900.

Wandering- Presence and

Frequency. Has the resident
wandered? 0. Behavior not
exhibited...."

3) On 3/21/13 at 3:30 p.m., an
observation was made of Resident
#83. An alarm sounding was emitted
from room 410. Resident #83 was
observed to be walking around room
410 and to be on the B side of the
room and touching the bed, side rails

CQI Audit tool titled, “Care Plan
Updating” weekly x 3 weeks,
monthly for 6 months. If
threshold of 90% is not met, an
action plan will be developed.
Findings will be submitted to the
CQI Committee for review and
follow up.

By what date the systemic
changes will be completed:
Compliance date = 4/24/13.
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and belongings of the roommate
located in bed B (Resident #99).
Resident #99 was observed to be
lying in the B side bed.

On 3/21/13 at 3:40 p.m., Employee
#23 was observed to enter room 410,
closed the door and re-opened the
door and was then observed to push
Resident #83 down the hallway, who
was now seated in a wheelchair.

On 3/21/13 at 3:50 p.m., Employee
#23 was observed to be assisting
Resident #83 to eat soda crackers.
Interview with Employee #23 at this
time indicated Resident #83 had been
moved on this date to room 216.

On 3/21/13 at 3:52 p.m., an
observation was made of Resident
#83 self propelling down the hallway
away from the nurses station of the
400 hall.

On 3/21/13 at 3:55 p.m., review of the
behavioral care plan for Resident #83
indicated "...Intervention #1 Staff to
redirect. #2 Offer diversional activity.
#3 Monitor whereabouts... #5 Exit
seeking, intrusive behaviors...."
Review of the most recent Physicians
order form, dated 3/19/13, indicated
there was no order noted for a
transfer of rooms. The last room
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noted was 404.

On 3/21/13 at 4:00 p.m., interview
with Employee #23 indicated that
Resident #83 was transferred to room
410 from room 404 but was unsure
why.

On 3/21/13 at 4:05 p.m., interview
with Employee #14 indicated
Resident #83 had originally be
roomed on the Cottage Unit, the
secured, locked Alzheimer's unit and
that because of the resident's inability
to participate in the program on the
Cottage Unit in relation to outcomes,
Resident #83 was relocated outside
of the Cottage Unit. Employee #14
further indicated "... here [outside of
the Cottage locked unit] ...will get
more therapy versus back in the
Cottage... they're kinda hard to read
[in reference to therapy
notes]...indicated: ST [speech
therapy] 3/15/13 5 x [times] week for
4 weeks- cognition staging; 3/15/13
PT [physical therapy] 5 x week for 12
weeks; 3/15/13 OT [occupational
therapy] 5 x week for 12 weeks...."

On 3/22/13 at 2:00 p.m., an
observation was made of Resident
#83 self propelling his wheelchair
through the doorway of room 410.
The Velcro mesh banner was draped
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downward and lying to the floor.
Resident #83 wheeled into the room.

On 3/22/13 at 2:30 p.m., interview
with the DNS (Director of Nursing
Services) indicated Resident #83 was
not to be in the room and wanders
into rooms on occasion.

On 3/22/13 at 3:00 p.m., an
observation was made of Resident
#83 to be lying sideways in the 410
room on the A side of the bed; both
1/3 side rails were pulled to the up
position with the side rail closest to
the doorway being half up and half
down and Resident #83's wheelchair
was pulled close to the bed. There
was an alarm attached to the
wheelchair and it was not alarming.

4.) On 3/22/13 at 10:00 a.m., an
observation was made of Resident
#47 in a wheelchair and was self
propelling the wheelchair into Room
410 of Resident #99. Resident #47
was not a resident of this room.

On 3/25/13 at 10:30 a.m., review of
the care plans for Resident #47
indicated they did not include
'‘wandering' but included the following:
"...Problem. Problem start date:
10/4/2012. Behavior. (2). Resident
exhibiting Exit seeking behaviors:

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

Y49111 Facility ID: Q03075 If continuation sheet

Page 23 of 62




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

PRINTED: 04/19/2013
FORM APPROVED
OMB NO. 0938-0391

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

155695

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RIVERSIDE VILLAGE

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

1400 W FRANKLIN ST
ELKHART, IN 46516

00

X3) DATE SURVEY

COMPLETED
03/25/2013

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Making attempts to exit front doors
without appropriate supervision.
Goal. Long Term Goal Target Date:
4/8/2013. Goal: Resident will not
make attempts to exit front doors,
daily through next review... Approach
Start Date: 10/3/12. Resident
exhibiting Exit seeking behaviors.
Making attempts to exit front doors
without appropriate
supervision....Interventions:...Wander
guard in place....Remove resident
immediately... call family to talk with
resident... psych consult as needed...
Problem. Problem Start Date:
1/25/13. Resident at risk for falling
R/T [related to] impaired mobility r/t
severe osteoarthritis to legs, back,
and hips, unsteady balance/gait,
receives daily antidepressant
medication, poor safety awareness.
Resident at times will transfer self
unassisted. Hx [history] of left hip
fracture. Goal: Resident will be free
from injury. Approach Start Date:
11/23/12....remind resident not to
ambulate/ transfer without
assistance...."

On 3/25/13 at 11:00 a.m., review of
Resident #47's MDS dated 1/1/2013
indicated "... Section D. Mood.
E0900. Wandering - Presence and
Frequency. Has the Resident
wandered? 0. Behaviors not
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exhibited...."
On 3/25/13 at 11:30 a.m., an
interview with the DNS indicated
Resident #47 should not be
wandering into other rooms and
should be supervised.
3.1-35(9)(2)
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F000323 | 483.25(h)
SS=D FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
assistance devices to prevent accidents.
1) Based on observations, record F000323 F323 - Free of Accident 04/24/2013
reviews and interviews, the facility Hazards/Supervision
failed to ensure that Resident #99 did Itis thetzratcttr'lce of _tc:"s f’ov'der to
not fall out of his bed. This affected 1 ensure fhat fne residen
) environment remains as free of
of 1 sampled for falls. (Resident #99) accident hazards as is possible:
and each resident receives
2) Based on observation, interview adequate supervision and
and record review, the facility failed to assfzta”tce devices to prevent
. . L accidents.
provide appmpnate_SUpeNISIOh to What corrective action(s) will
prevent the wandering of 2 residents. be accomplished for those
This affected 2 of 3 residents residents found to have been
sampled for wandering. (Resident affected by the deficient
#47 and #83) practice:
Resident #99 — has been
- . . discharged from the facility
Findings included: Resident #47 - Family and
physician have been updated
1) On 3/22/13 at 9:15 a.m., an regarding this resident’s current
observation was made of a female status. Her care plan and care
voice loudly requesting, "...HELP, sheet have been updated to
" reflect her current status and
HELP... I' ne_ed some HELP..." Upon needs. This resident experienced
observation in response to the no negative outcome as a result
request for help, CNA #19 was of this finding. Resident is being
kneeling at the left side of the resident mon('jtor_ed to curtail intrusive
wandering.
bedframe at the h"ead. of the beq. Resident #83 - Family and
CNA #19 stated, _...I Ju§t came in physician have been updated
here and he was like this...." An regarding this resident’s current
observation was made of Resident status. His care plan and care
#99, who was half in and half out of sheet have been updated to
reflect his current status and
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  Y49]11 Facility ID: 003075 If continuation sheet Page 26 of 62




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

PRINTED: 04/19/2013
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: 00 COMPLETED
A. BUILDING
155695 L WING 03/25/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1400 W FRANKLIN ST
RIVERSIDE VILLAGE ELKHART, IN 46516
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D (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
his bed. Side rails were up, full needs. This resident experienced
position and level of bed was not in no negative outcome as a result
| t l ob d by the bed of this finding. Resident is being
OVYGS eve 0 served by .e e . monitored to curtail intrusive
being approximately at waist level in wandering.
height. The side rails were 1/3 in How other residents having
length and were placed in the center the potential to be affected by
portion of the bed. There was a bed the same deficient practice will
alarm noted to be connected to the be identified and what
. corrective action(s) will be
trunk level of the bed with the alarm taken:
alarm was not alarming at this time. risk for falls, need for use of side
There was not a fall mat on either rails, or exhibits wandering type
side of the bed. There was not a behaviors has the potential to be
isibl Il light t tivate. Resident affected by this finding. A side
visible ca ' ight to activate. es'| en rail assessment has been
#99 was situated between the side completed for all residents. A
rail on the left side of the bed and the facility audit will be completed by
floor. The top of his head was on the the Nurse Management Team to
floor, as was his left shoulder and left ;\gelﬁ:u?éiegiEllég:n;:rr:gg’
arm. His right shoulder was npted .to The prevention interventions on
be at the frame of the bed. His waist each resident’s fall, wandering,
was situated between the side rail and use of side rails care plan will
and the bed mattress. The lower trunk Ee rGVIzy(\;edAanc_j Comp?rseg tottthe
and legs were positioned on the bed urse Alde Assignment Sheet fo
- ) ensure all interventions are in
and twisted towards the left side. place and being utilized per the
Other staff were summoned. An individual plan of care. In
observation was made of the addition, environmental
resident's left forearm/ bicep area, inspections of resident rooms and
hich was noted to be wrapped in equipment will be completed
w : PP through the facility Customer
gauze and had bright red blood Care Program no less than five
noted. times per week. This audit will
ensure all fall, wandering
On 3/22/13 at 9:35 a.m., the DNS prevention, and side rails
Direct fN ing Servi interventions are in place and
_( |.rec oro urs!ng ervices) ) properly being utilized per the
indicated the resident had two skin individual plan of care. A nursing
tears, one on each upper arm. The in-service will be held on or
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family and the Medical Doctor(MD) before 4/23/13. The
had been notified and CNA #19 was DNi’dﬁé'gqﬁ? is feSPC?“S'bfhf,or
T . . . conducting this In-service. IS
Slttl.r?g with the resident until the in-service will review the facility
facility had a reply back from the MD. policy titled, “Fall Management
Program,” “Side Rail
On 3/22/13 at 9:40 a.m., review of the Assessments,” and include
Minimum Data System (MDS) which Residents with Wandering
indicated in Section C for C it Behaviors. This in-service will
In 'C? e. In section or. ogni 'o'n also include review of the care
fUnCtlonlng, the BIMS (Brlef Interview plan process and importance of
for Mental Status) was conducted adherence to established care
upon initial assessment on 2/15/13 plans and safe practices in
and a score of 5 out of a possible 15 regards to resident safety, fall
o . . prevention, side rail use, and
was indicated. Section F for functional wandering behaviors.
status indicated Resident #99 was What measures will be put into
extensive dependence for activities of place or what systemic
daily living (ADL) and for transfers, changes will be made to
eating and toileting and personal ensure that the deficient
. . practice does not recur:
hygiene. Review of the code status A nursing in-service will be held
for Resident #99 indicated a Full on or before 4/23/13. The
Code status was intact. DNS/designee is responsible for
conducting this in-service. This
On 3/22/13 at 9:41 a.m., an interview '“-ﬁervt'_‘t‘llesv'!";env'ﬁw the faC"'tty
. . . . Olicy litled, rFa anagemen
with the Assistant Director of Nursing Emg{am " Side Rail Asgsessment
(ADON) indicated that the, Procedure,” and include
"...electrical charting is not kept as u Residents with Wandering
g p p
to date as the paper charts on at the Behaviors. This in-service will
nurses stations..." It was reviewed on a::z '”gg::sr‘;'j‘;vmo'::‘tznc:gi .
the electrical chart that Resident #99 zdheFr)ence to estainZhed care
was a "...Full Code..." status. Upon plans and safe practices in
review of the 'paper’ charting, it was regards to resident safety, fall,
observed that Resident #99 had been side rail use, and wandering
labeled a "...No-Code Status..." An prevention. In addition,
, . . environmental inspections of
Out-of-Hospital DNR declaration resident rooms and equipment
form was completed on 3/18/13 and will be completed through the
declared Resident #99 as a Do not facility Customer Care Program
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code status in the event of an end of no less than five times per week.
life situation. The ADON indicated s audit wil ensure al saot,
" . , . all, side rail use, and wandering
....(re3|dent. #99's name) |s" not a Full prevention interventions are in
COde that IS nOt COfTeCt p|ace and properly being utilized
per the individual plan of care.
On 3/22/13 at 9:42 a.m., an Any change in resident safety
observation was made of the needs will be identified during
Maint M . daily clinical meetings. Changes
all"l enance a'nager' removing will be communicated by the
Resident #99's side rails. Nurse Management
Team/designee to direct care
On 3/22/13 at 9:42 a.m., a review was staff promptly through updates to
conducted alongside of the ADON of Zi;‘aig‘:amnesn?gigelgse Aide
Resident #99 s c!lnlcal rpedlcal record DNS/designee will conduct daily
(CMR) which indicated in the care rounds on all shifts until
plan that Resident #99 was to use the compliance achieved to ensure
call light for requesting help. Upon interventions for wanderers are
further review it was noted the implemented per Care Plan and
. ) C.N.A. Assignment Sheet.
Res"dent #99 Yvas an eXter_]S'Ve _ How the corrective action(s)
assistance resident. Interview with the will be monitored to ensure the
ADON at this time indicated "...when deficient practice will not recur,
[resident #99's name] was first i.e., what quality assurance
admitted, a call light could be program will be put into place:
used.. the facility puts this on To ensure compliance with these
. yp corrective actions, the
everyone's care plan regardless of DNS/designee will complete the
e ability to use the call light..." udit Tools titled, “Fa
the ability t the call light CQI Audit Tools titled, “Fall
Review of the fall assessment Management,” “Care Plan
indicated Resident #99 did not have a Updating,” and "Side Rails
hist f fall H . weekly for 3 weeks, monthly for 6
IStory ot talls, was currently using a months. If threshold of 90% is
chemical narcotic for pain and was not met, an action plan will be
cognitively impaired due to aphasic developed. Findings will be
issues and was labeled submitted to the CQI Committee
" confused..." for review and follow up.
By what date the systemic
) changes will be completed:
On 3/22/13 at 9:43 a.m., a review was Compliance Date: 4/24/13.
requested of a side rail assessment
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for Resident #99. The ADON
indicated at this time "...there is not
one..."

On 3/22/13 at 9:44 a.m., review of the
side rail assessment provided by the
MDS nurse indicated "...Side Rail
Assessment... Side rail(s) are not to
be used for resident (if checked do
not continue, this assessment is
complete)..." This item was checked.
Further review indicated "...Type of
side rail(s) needed: 2- positioning
rails...Explain reason for choice of
side rail(s) including both sides, left or
right..." (left blank); "...The use of side
rails is safe due to the following
(check all that apply)..." (left blank).
The choices that were available for
the item side rail(s) is safe due to the
following were noted: "...Resident is
capable of using call light to request
for transfers, Resident does not
attempt to get out of bed voluntarily,
Resident does not attempt to climb
over, around or through side rails..."
All choices were left blank.

On 3/22/13 at 9:45 a.m., an interview
and electronic chart review was
conducted alongside of the ADON
and MDS nurse. Review of the MDS
indicated "... side rails for
interventions in the care plans are not
placed under fall risks, they are under
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skin integrity problems... the side rails
themselves help the resident to
reposition themselves..." A care plan
for skin integrity was reviewed which
did not indicate side rails to be an
'‘approach’ for an intervention, nor did
it indicate an 'air mattress with
bolsters." There was not a need for
side rails identified in the care plans.

On 3/22/13 at 11:00 a.m., a care plan
for falls for Resident #99 was
reviewed alongside of the MDS nurse
which indicated "...Problem Start
Date: 2/8/2013. Resident is at risk for
falls due to impaired mobility,
incontinence, hx [history] of fall prior
to admission, receives daily
antidepressant, hx of c/o [complained
of] pain; dx [diagnosis],HTN
[hypertension] , dementia, copd
[chronic obstructive pulmonary
disease], a fib [atrial fibrillation]. Goal
Target Date: 5/26...Approach:...Non
skid foot wear...2/8/13; Environmental
changes as needed...2/8/13; Call light
in reach...2/8/13; Bed Alarm...2/9/13;
...Fall mat at bedside... 3/22/13;
Bolsters to air mattress...3/22/13; Bed
in lowest position...3/22/13...."

On 3/22/13 at 11:02 a.m., an
interview with LPN #20 indicated she
had completed the initial temporary
care plan for Resident #99 and that a
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Fall risk had been indicated related to
risk factors identified on the fall risk
assessment tool. Review of the fall
risk care plan at this time indicated
"...Observe for fall risk contributors
such as medications, hypotension,
pain, unsteady gait, encourage
resident to use call light... provide
assistance for transfers and bed
mobility..." this was dated as
completed on 3/19/13 at 5:03 p.m.

On 3/22/13 at 11:05 a.m., review of
the "...Side Rail Assessment
Procedure..." indicated "...Policy: Itis
policy of (hame of corporate
ownership) to prohibit the use of side
rail(s) for the purpose of discipline or
convenience... [Procedure for]
completing the side rail assessment.:
1. A side rail assessment will be
completed on all newly
admitted/re-admitted residents to
determine the need for any type of
side rail(s) and/or positioning
device(s)...2...If the resident does not
need side rails, check the section,
sign and date the form...."

On 3/22/13 at 11:06 a.m., review of a
Physicians Telephone Order, dated
3/22/13 at 9:45 a.m., indicated
"...increase Roxanol to 10 mg/0.05ml
g [every] 1 hr [hour] for s/s [signs and
symptoms] of pain PRN [as
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needed]...bed to lowest position
unless receiving care...Coverlet to
bed for prevention of falls...fall mat to
floor...d/c[discontinue] side rails...."

2A) On 3/21/13 at 2:30 p.m., an
observation was made of Resident
#47 self propelling her wheelchair into
Resident #99's room. A mesh banner
with a red stop-sign on it was
velcroed to either side of the
residents room door frame. This
banner was to discourage wandering
of other residents into the room.
Resident #47 pulled the velcro away
from the left side of the door frame,
dropped the velcro sign to the ground
and proceeded to self propel into the
room.

On 3/22/13 at 10:45 a.m., interview
with Employee #18 indicated
Resident #47 was not to be entering
other resident room, however, this
resident was known to wander in and
out of residents rooms.

On 3/25/13 at 11:00 a.m., a review
was conducted of the care plan for
Resident #47 which indicated nothing
addressing wandering into other
residents rooms. Resident #47's care
plan only indicated "...Problem: Start
Date: 10/4/2012. Behavior: (2)
Resident exhibiting Exit seeking

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

Y49111 Facility ID:

003075 If continuation sheet

Page 33 of 62




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

PRINTED: 04/19/2013
FORM APPROVED
OMB NO. 0938-0391

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

155695

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RIVERSIDE VILLAGE

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

1400 W FRANKLIN ST
ELKHART, IN 46516

X3) DATE SURVEY

COMPLETED
03/25/2013

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

behaviors: Making attempts to exit
front doors without appropriate
supervision....Goal: Resident will not
make attempts to exit front doors,
daily through next review...."

2B) On 3/15/13 at 11:00 p.m., a
review was conducted of the care
plan for Resident #83 which indicated
nothing addressing wandering into
other residents rooms. Resident #83's
care plan only indicated "...Problem
Start Date: 11/17/2012. Resident is
at risk for elopement due to: Resident
resides on secure memory unit Dx:
dementia. Goal: Resident will not
leave the facility unattended..."

On 3/22/13 at 2:00 p.m., an
observation was made of Resident
#83 to be self propelling his
wheelchair through the doorway of
room 410. The velcro mesh banner
was drapped downward and lying to
the floor. Resident #83 wheeled into
the room.

On 3/22/13 at 2:30 p.m., an interview
the DNS indicated Resident #83 was
not to be in the room and wanders
into rooms on occasion.

3.1-45(a)(2)
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F000329 | 483.25(l)
SS=E DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS
Each resident's drug regimen must be free
from unnecessary drugs. An unnecessary
drug is any drug when used in excessive
dose (including duplicate therapy); or for
excessive duration; or without adequate
monitoring; or without adequate indications
for its use; or in the presence of adverse
consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.
Based on a comprehensive assessment of a
resident, the facility must ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed and
documented in the clinical record; and
residents who use antipsychotic drugs
receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue
these drugs.
1) Based on interview and record F000329 F329 — Drug Regimen Is Free 04/24/2013
review the facility failed to From Unnecessary Drugs
appropriately monitor the blood Itis the |r.1tent of this proylder that
. each resident’s drug regimen be
pressure and/or pulse per physician
o . free from unnecessary drugs.
orde_r pefore giving a C.ard'acl What corrective action(s) will
medicine for 4 of 4 residents in a be accomplished for those
sample of 10 who fit the criteria for residents found to have been
unnecessary medications. (Resident's affected by the deficient
#34, #22, #23, and #36) practice: .
Resident #34 —physician and
. family have been notified of
2) Based on record review and resident’s pulse and blood
interview the facility failed to pressure results. Vital signs are
accurately monitor blood glucose as being obtained and recorded as
ordered. This resident
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ordered by the physician on 2 experienced no negative outcome
residents (Residents #23 and # 24) related lo i inding. Residentis
. . receiving medication per
sampled out of 21 residents with physicia% order P
blood glucose monitoring in the Resident #22 — physician and
facility. family have been notified of
resident’s pulse and blood
) ordered. This resident
1A) On 3/20/13 at 2:00 P.M., review experienced no negative outcome
of the clinical record for Resident #34 related to this finding. Resident is
indicated diagnoses including but not receiving medication per
limited to "...atrial flutter [heart physician order.
. . Resident #23 — physician and
arrhythmla], cva [car.dlovalscular family have been notified of
accident], hypertension [high blood resident’s pulse and blood
pressure], hyperlipidemia, acute pressure results as well as past
hemorrhagic stroke, parosymal [sic] and Fire.se”t b'oﬁd 9\';{;3‘139_
atrial fibrillation [heart arrhythmia],...." monttoring resutts. Vita' signs
and blood glucose checks are
being obtained and recorded as
Physician orders written 5/4/09 ordered. This resident
indicated "Diltiazem [cardiac medicine experienced no negative outcome
for heart arrhythmia] 60 mg related to these findings.
- Resident is receiving medication
[milligram] tab. Take 1 tab by per physician order
mouth/per g tube [gastric tube] 4 Resident #36 - physician and
times daily at 8 AM., 1 P.M., 5 P.M,, family have been notified of
and 9 P.M....*Hold for systolic blood resident’s pulse and blood
pressure < [less than] 90*..." and pressure results. Vital signs are
" Met ol T di dici being obtained and recorded as
...ivietopro O. ar [car 1ac medicine ordered. This resident
for hypertension] 50 mg tab. Take 1 experienced no negative outcome
tab by mouth/per g tube daily at 1 related to this finding. Resident is
P.M....*Hold for systolic blood receiving medication per
< x i physician oder.
pr?tssure 81 /%01 109 .A dPhySleI,,aanrer Resident #24 - physician and
written on ; In |cat§ ---DI00 family have been notified of
pressure daily (document in resident’s past and present blood
computer)...." glucose monitoring results. Blood
glucose checks are being
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On 3/20/13 at 2:31 P.M., review of
Resident #34's hypertension care
plan indicated "...Problem: Ineffective
tissue perfusion related to: htn
[hypertension], atrial
flutter...Approach:...administer meds
as ordered...monitor VS [Vital
Signs]...."

On 3/20/13 at 2:35 P.M., review of
Resident #34's vital signs
documented in the facility computer
program indicated the following dates
and times for March 2013 were
missing a documented blood
pressure to correspond with the
administration of the ordered
Diltiazem and/or Metoprolol:

3/20: 8 AM., 1 P.M.,5P.M., and 9
P.M.

3/19: 5 P.M. and 9 P.M.

3/18: 8 AM.,,1P.M.,5P.M., and 9
P.M.

3/17: 5P.M. and 9 P.M.

3/16: 1 P.M., 5 P.M., and 9 P.M.
3/15: 5P.M. and 9 P.M.

3/14: 8 AM., 1 P.M.,5P.M., and 9
P.M.

3/13: 8 AM. and 9 P.M.

3/12: 8 AM.,1P.M,,5P.M., and 9
P.M.

3/11: 8 AM,,1P.M,,5P.M., and 9
P.M.

3/10: 8 AM.,1P.M,,5P.M., and 9
P.M.

obtained and recorded as
ordered. This resident
experienced no negative outcome
related to these findings.
Resident is receiving medication
per physician order.

How other residents having the
potential to be affected by the
same deficient practice will be
identified and what corrective
action(s) will be taken:

Any resident with orders for blood
glucose monitoring and/or orders
to obtain and record vital signs
prior to medication administration
is at risk to be affected by this
finding. A facility audit will be
conducted by the Nurse
Management Team. This audit
will review all residents with
physician’s orders for blood
glucose monitoring and/or
obtaining and recording vital
signs prior to medication
administration. The Nurse
Management Team will then
review clinical records to ensure
that vital signs are obtained as
ordered prior to medication
administration and that blood
glucose results are obtained,
documented, and administered
per physician’s order. The Nurse
Management Team will be
responsible for daily review of
MARs and Blood Glucose
Monitoring Records to ensure
vital signs have been obtained
and recorded prior to medication
administration, blood glucose
results have been obtained and
documented as ordered and
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3/9:8 AM.,,1P.M,,5P.M., and 9 physicians have been notified of
P.M results when appropriate. A
o, mandatory nursing in-service will
3/8: 5P.M. and 9 P.M. be conducted by the
3/7:5P.M. and 9 P.M. DNS/designee on or before
3/6:1P.M., 5P.M. and 9 P.M. 4/23/13. This in-service will
3/5:1P.M., 5P.M., and 9 P.M. ipclude re\{ieV\{ of the fgc'ility pplicy
3/4:1P.M.,5P.M., and 9 P.M. titled, Med|<.:at|on_Adm|n|s.tr.at|on
3/3: 1 P.M Procedure including obtaining
: s and recording vital signs prior to
3/2:1P.M. and 9 P.M. specific medication administration
3/1:1P.M., 5P.M. and 9 P.M. and Blood Glucose Monitoring
with physician notification when
appropriate.
. . What measures will be put into
1B) On ?,/?1/13 at 9:51 A.M.., review place or what systemic
of the clinical record for Resident #22 changes will be made to
indicated diagnoses including but not ensure that the deficient
limited to "...hypertension, myocardial practice does not recur:
infarction [heart attack], chronic atrial A mandatory nursing in-service
Ll e .. . . will be conducted by the
fibrillation, hyperlipidemia, h/o [history DNS/designee on or before
of] AICD [automatic implantable 4/23/13. This in-service wil
cardioverter defibrillator] placement include review of the facility policy
[pacemaker], ischemic titled, “Medication Administration
cardiomyopathy [heart muscle Procedure. |ncll.1d|ng. obtalnllng
and recording vital signs prior to
weakness], CAB_G [coronary artery specific medication administration
bypass graft] x [times] 4 vessels, CAD and “Blood Glucose Monitoring”
coronary artery disease]...." with physician notification when
ry ry
appropriate. The Nurse
Physician order dated 12/10/09 Management Team will be
indicated " Amiod di responsible for daily review of
indicated "...Amiodarone [car liac MARs and Blood Glucose
med|Cat|On for heal’t al’rhythmla] 200 Momtonng Records to ensure
mg tab. Take 1 capsule by mouth vital signs have been obtained
once daily (Notify MD if Apical Pulse and recorded prior to medication
< [Iess than] 60 or > [greater than] administration, blood g!ucose
" results have been obtained and
120) at 8 A.M.... documented as ordered and
physicians have been notified of
Review of Resident #22's care plan's results when appropriate.
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indicated "...Problem: Ineffective How the corrective action(s)
tissue perfusion related to dx: will be monitored to ensure the
[diagnosis] htn, hx [history] of MI .deflclent pracflce will not recur,
M dial infarcti fib Tatrial i.e., what quality assurance
[_ Yoca_r ial infarction], a I' [a ':Ia program will be put into place:
fibrillation], CAD, hyperlipidemia, hx To ensure ongoing compliance
of CABG, ischemic with this corrective action, the
cardiomyopathy...Approach:...adminis DNS/designee will be responsible
ter meds as ordered...VS as ordered for completion of the CQI Audit
d ded].." tools titled, “MAR/TAR Review
and prn [as needed].... and "Blood Glucose Monitoring”
weekly for 4 weeks, then monthly
On 3/21/13 at 10:26 A.M., review of for 6 months. If threshold of 90%
the current MAR (Medication is not met, an action plan will be
Administration Record) for March developed. Findings will be
. ! submitted to the CQI Committee
2013 and of t.he vital S|'g'ns for review and follow up.
documented in the faClIlty Computer By what date the systemic
program for Resident #22 indicated changes will be completed:
the following dates did not have an Compliance date = 4/24/13.
Apical Pulse documented to
correspond with the administration of
the ordered Amiodarone:
3/20, 3/11, 3/10, 3/3/13.
On 3/21/13 at 10:40 A.M., review of
the past MAR's for February and
January and of the vital signs
documented in the facility computer
program for Resident #22 indicated
the following dates did not have an
Apical Pulse documented to
correspond with the administration of
the ordered Amiodarone:
2/22, 2/21, 2/18, 2/10, 2/9, 2/8, 2/3,
1/30, 1/27, 1/26, 1/18, 1/17, 1/5, and
1/4/13.
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1C) On 3/21/13 at 2:20 P.M., review
of the clinical record for Resident #23
indicated diagnoses including but not
limited to "...hyperlipidemia, htn...."

Review of the Physician order
summary indicated the following:
Physician order dated 12/3/12
indicated "...Vital Signs once daily...".
Physician orders dated 12/4/12
indicated "...Diovan [cardiac
medication for blood pressure] 80 mg
tab. Take 1 tab by mouth once daily
*Hold for SBP [systolic blood
pressure] < 110*...." and
"...Furosemide [diuretic] 20 mg tab.
Take 1 tablet by mouth daily *Hold if
systolic blood pressure , <(less
than)100*...."

On 3/21/13 at 2:55 P.M., review of the
MAR for March and February 2013
and of the vital signs documented in
the facility computer program for
Resident #23 indicated the following
dates did not have a blood pressure
documented to correspond with the
administration of the ordered Diovan
and Furosemide:

3/20, 3/19, 3/18, 3/17, 3/16, 3/15,
3/13, 3/12, 3/11, 3/9, 3/8, 3/7, 3/6,
3/5, 3/4, 3/3, 3/2, 3/1, 2/28, 2/27,
2/26, 2125, 2/24, 2/23, 2/22, 2/21,
2/20, 2/19, 2/18, 2/17, 2/16, 2/15,
2/14, 2/13, 2/12, 2/10, 2/9, 2/8, 2/7,
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216, 2/5, 2/4, 2/3, 2/2, and 2/1/13.

On 3/21/13 at 3:09 P.M., interview
with the Assistant Director of Nursing
(RN #16) indicated the missing vital
signs should be documented in the
computer or in the nurses notes.
Upon review at this time, there was
no documentation of any vital signs in
the nurses notes for the above
mentioned dates.

1D) On 3/22/13 at 10:40 A.M., review
of the clinical record for Resident #36
indicated diagnoses including but not
limited to "...htn...."

Physician order dated 8/23/11
indicated "...Lisinopril 10 mg tab.
Take 1 tablet by mouth once daily
*Hold if systolic blood pressure < 90
or diastolic blood pressure <60*...."

On 3/22/13 at 11:00 A.M., review of
the MAR's for March and February
2013 and of the vital signs
documented in the facility computer
program indicated the following dates
did not have a blood pressure
documented to correspond with the
administration of the ordered
Lisinopril:

3/21, 3/19, 3/18, 3/17, 3/16, 3/15,
3/14, 3/13, 3/12, 3/11, 3/8, 3/7, 3/6,
3/5, 3/4, 3/3, 3/2, 3/1, 2/27 and
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2/23/13.

On 3/22/13 at 12:00 P.M., interview
with the Director of Nursing (RN #9)
indicated the missing blood
pressures and pulses for all above
mentioned residents should have
been obtained and documented in the
computer per Physician order.

On 3/22/13 at 2:08 P.M., review of the
Pharmacy "Medication Administration
Guidelines" received from the DON
(RN #9) which was indicated to be
used as a medication administration
guideline for the facility indicated
"...To ensure that: the right resident
gets the right medication at the right
time, in the right dosage, via the right
route...to comply with the State and
Federal Guidelines for administration
of medications...Pulse, blood
pressure or other vital signs are to be
monitored and charted when
applicable and as per the prescribers
order...."

2A) On 3-20-13, at 2:35 PM, record
review for Resident #24 indicated
blood glucose monitoring ordered for
15 minutes before breakfast, lunch,
and supper, without sliding scale
Novolog coverage at 7 AM check.
Physician order dated 7-13-2011.
Records indicated on the Capillary
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Blood Glucose Monitoring Tool
located in the front of the Medication
Administration Record (MAR) on:
February 2, 2013, blood glucose not
documented at 11 AM

February 3, 2013, blood glucose not
documented at 7 AM and 11 AM
February 4, 2013, blood glucose not
document at 7 AM

February 6, 2013, blood glucose
checked at 7 AM with 2 units of
Novolog given at 7 AM

February 7, 2013, blood glucose not
documented at 11 AM

February 8, 2013, blood glucose not
documented at 11 AM

February 9, 2013, blood glucose
checked at 7 AM with 1 unit of
Novolog given at 7 AM

February 11, 2013, blood glucose not
documented at 11 AM

February 12, 2013, blood glucose not
documented at 11 AM and 9 PM with
one unit of Novolog given at 9 PM
February 13, 2013, blood glucose not
documented at 11 AM

February 14, 2013, blood glucose
checked at 7 AM with one unit of
Novolog given at 7 AM

February 15, 2013, blood glucose
checked at 7 AM with 2 units of
Novolog given at 7 AM

February 16, 2013, blood glucose
checked at 7 AM with 2 units of
Novolog given at 7 AM and not
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documented at 11 AM

February 17, 2013, blood glucose
checked 7 AM with one unit of
Novolog given at 7 AM

February 18, 2013, blood glucose not
documented at 11 AM

February 19, 2013, blood glucose
checked at 9 AM, and not
documented at 11 AM

February 21, 2013, blood glucose not
documented at 11 AM

February 22, 2013, blood glucose
checked at 7 AM with one unit of
Novolog given at 7 AM and not
documented at 11 AM

February 23, 2013, blood glucose
checked at 7 AM and 3 units of
Novolog given at 7 AM

February 24, 2013, blood glucose not
documented at 11 AM

February 25, 2013, blood glucose not
documented at 11 AM and checked at
9 PM with one unit of Novolog given
at 9 PM

February 26, 2013, blood glucose not
documented at 11 AM and checked at
9 PM with one unit of Novolog given
at 9 PM

February 28, 2013, blood glucose not
documented at 11 AM

March 2, 2013, blood glucose
checked at 7 AM with one unit of
Novolog given at 7 AM and not
documented at 11 AM

March 3 and 4, 2013, blood glucose
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not documented at 11 AM

March 5, 2013, blood glucose
checked at 7 AM with 4 units of
Novolog given at 7 AM, not
documented at 11 AM

March 6, 7, 8, 2013, blood glucose
not documented at 11 AM

March 9, 2013, blood glucose
checked at 7 AM with one unit of
Novolog given at 7 AM

March 10, 2013, blood glucose
checked at 7 AM with one unit of
Novolog given at 7 AM

March 11, 2013, blood glucose
checked at 7 AM with 2 units of
Novolog given at 7 AM. no
documentation at 11 AM

March 12, 2013, blood glucose was
checked at 7 AM and 4 units of
Novolog given, not documented at 11
AM and 4 PM

March 13, 2013, blood glucose
checked at 7 AM with 3 units of
Novolog given at 7 AM

March 14, 2013, blood glucose
checked at 7 AM with 3 units of
Novolog given at 7 AM, not
documented at 11 AM

March 15, 16, and 17, 2013, blood
glucose not documented at 11 AM
March 19, 2013, blood glucose
checked at 7 AM with 2 units of
Novolog given at 7 AM

March 20, 2013, blood glucose
checked at 7 AM with 2 units of

FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  Y49]11 Facility ID: Q03075 If continuation sheet Page 45 of 62




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

PRINTED: 04/19/2013
FORM APPROVED
OMB NO. 0938-0391

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

155695

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RIVERSIDE VILLAGE

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

1400 W FRANKLIN ST
ELKHART, IN 46516

00

X3) DATE SURVEY

COMPLETED
03/25/2013

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Novolog given at 7 AM
March 21, 2013, blood glucose
checked at 7 AM with 2 units of
Novolog given at 7 AM

On 3-20-2013, at 2:40 PM, review of
the nurses notes the month of
February and March did not indicate
that the resident was gone from the
facility or any reason as to why the
glucose checks should not have been
completed. The nurses notes did not
indicate that the Novolog given at 7
AM on multiple dates without order
were reported to the physician,
resident, or responsible party, nor
was the resident monitored for
medication error.

On 3-20-2013 at 2:44 PM, review of
the care plan dated 6-30-2011,
Resident # 24 related to problem
indicated: Resident is at risk for
adverse effects of hyperglycemia or
hypoglycemia related to use of
glucose lowering medication and/or
diagnosis of Diabetes Mellitus. Plan
includes but is not limited to "giving
medications as ordered" and "monitor
blood sugars as ordered."

On 3-20-2013 at 2:47 PM, diagnosis
list reviewed for Resident #24 located
on the MAR, dated 3-1-2013,
indicated that DM2 (Diabetes Mellitus)
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was a diagnosis for this resident.

2B) On 3-21-2013 at 10:00 AM,
record review for Resident # 23
indicated that a Physician order,
dated 12-30-2012, for blood glucose
monitoring AC and HS (before
breakfast, lunch, dinner and at
bedtime) with a sliding scale Novolog
subcutaneous injection as indicated.
Records indicated on the Capillary
Blood Glucose Monitoring Tool
located in the front of the MAR on:
March 1, 2013, blood glucose not
documented at 11 AM and 4 PM
March 19, 2013, blood glucose not
documented at 9 PM

March 21, 2013, blood glucose not
documented at 9 PM

On 3-21-2013 at 10:03 AM, review of
the nurses notes for these dates
revealed no indication that resident
was not gone from the facility. Nurses
notes for these dates did not indicate
that the physician, resident, or
responsible party was called related
to the omissions or that the blood
glucose checks should not have
occurred.

On 3-21-2013 at 10:06 AM, review of
the care plan dated 12-13-2011,
Resident # 23 related to problem
indicated: "Resident is at risk for
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adverse effects of hyperglycemia or
hypoglycemia related to use of
glucose lowering medication and/or
diagnosis of Diabetes Mellitus." Plan
includes but is not limited to "giving
medications as ordered" and "monitor
blood sugars as ordered."

On 3-21-13 at 10:10 AM, diagnosis
list reviewed for Resident #23 located
on the MAR, dated 3-1-2013,
indicated that DM2 (Diabetes Mellitus)
was a diagnosis for this resident.

On 3-21-13, at 2 PM, an interview
with Employee #24 indicated that the
readings for blood glucose checks are
recorded on the Capillary Blood
Glucose Monitoring Tool located in
the front of the Medication
Administration Record (MAR).

On 3-22-2013 at 2 PM, a copy of the
facility policy and procedure regarding
medication administration was
received from the DON. The policy
did not have anything specific to
blood glucose assessment,
administration or documentation.
Further interview with DON indicated
there was nothing else available
related to blood glucose monitoring.

On 3-25-2013 at 11:07 AM, interview
with Employee #2 indicated that all
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blood glucose readings are recorded
in the front of the MAR on the
Capillary Blood Glucose Monitoring
Tool.

3.1-48(a)(3)
3.1-48(a)(6)

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

EventID:  Y49]11 Facility ID: Q03075 If continuation sheet

Page 49 of 62




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

PRINTED: 04/19/2013
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: 00 COMPLETED
. BUILDING
155695 L WING 03/25/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1400 W FRANKLIN ST
RIVERSIDE VILLAGE ELKHART, IN 46516
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE __ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
FO00371 | 483.35(i)
SS=F FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY
The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or
local authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions
Based on observation, interview and F000371 F371 - Food Procure, 04/24/2013
record review, the facility failed to Store/Prepare/Serve — Sanitary
ensure food was distributed or served Itis the practice of this provider to
. oy . store, prepare, distribute and
under sanity conditions in regard to . .
) serve food in a sanitary manner.
one employee not wearing a beard What corrective action(s) will
protector while in the kitchen and 3 be accomplished for those
employees serving food while not residents found to have been
wearing a hair restraint. This affected by the deficlent
deficiency had the potential to affect practice: Facility meals are being
73 of 73 residents who receive meals distributed and served to al
- ) residents using sanitary
from the facility kitchen. conditions. None of the residents
were negatively affected by this
Findings include: finding. How other residents
having the potential to be
1) On 3/18/13 at 12:05 P.M., Dietary affected by the same deficent
. . practice will be identified and
Aide #8 was observed to have facial what corrective action(s) will
hair with no beard protector in place be taken: All residents being
while in the facility kitchen. served during meal service have
the potential to be affected by this
On 3/19/13 at 11:10 A.M. and 12:45 graﬁ,“ce- SftaﬁdrzspP“S‘b'e |f°r
. . ishing up food during mea
P.M., Dietary Aide #8 was observed service is using hair nets and
to have facial hair with no beard facial hair coverings per facility
protector in place while in the facility policy and are utilizing proper
kitchen. food handling techniques during
meal service. What measures
. . will be put into place or what
O.n 3/20/13 at 10:25 A.M., Dletary. systemic changes will be made
Aide #8 was observed to have facial to ensure that the deficient
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hair with no beard protector in place practice does not recur: An all
while in the facility kitchen. staff in-service will be conducted
on or before 4/23/13 by the
) ) ED/DNS/designee. This
On 3/21/13 at 9:40 A.M. and 11:50 in-service will include review of
A.M., Dietary Aide #8 was observed the policy titled, “General Food
to have facial hair with no beard Prep and Handling” as well as
protector in place while in the facility Dietary Personal Hygiene®. Al
kitchen staff will be re-educated regarding
! ' the importance of storing,
preparing, dishing up, distributing
On 3/22/13 at 10:07 A.M., an and serving food in a sanitary
interview with Employee #7 (Dietary manner by using hair coverings
Manager) indicated it was her and facial hair protectors when
tation for kitch taff to b appropriate during meal service
e?(pec ation for kitchen stait to be as outlined in the facility policy.
either clean shaven or to wear a How the corrective action(s)
beard protector while in the kitchen, will be monitored to ensure the
that she had just noticed Dietary Aide deficient practice will not recur,
#8's facial hair yesterday and had told i.e., what quality assurance
him to either be clean shaven or wear program will be put into place:
) To ensure ongoing compliance
a beard protector next time he was at with this corrective action, the
work. ED/DNS/designee will be
responsible for completion of the
2) On 3/18/13 at 11:20 A.M., RN #12 CQl Audit tools titled, “Dining
was observed on the 200 hall locked Room Manager Observation
- ) = Checklist” daily for 30 days and
dementia unit to be dishing plates of monthly thereafter for at least 6
food for residents with no hairnet on. months. If threshold of 90% is
not met, an action plan will be
On 3/18/13 at 11:30 A.M., LPN #13 dege'ﬁfzdi FtL”dggT g'" be,tt
supmitted to tne ommittee
was observed on the 200 hall locked )
- ) = for review and follow up. By
dementia unit to be dishing plates of what date the systemic
food for residents with no hairnet on. changes will be completed:
Compliance date = 4/24/13.
On 3/18/13 at 11:35 A.M., CNA #2
was observed to dish bowls of fruit for
residents on the 200 hall locked
dementia unit with no hairnet on.
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On 3/21/13 at 11:15 A.M., LPN #15

was observed on the 200 hall locked
dementia unit to be dishing plates of
food for residents with no hairnet on.

On 3/21/13 at 11:37 A.M., CNA #2
was observed to dish one plate of
food for a resident on the 200 hall
locked dementia unit with no hairnet
on.

On 3/22/13 at 10:07 A.M., an
interview with Employee #7 (Dietary
Manager) indicated it was her
expectation for floor staff who dish
food would be the same as dietary
staff in the kitchen.

On 3/22/13 at 12:17 P.M., review of
the current Dietary Personal Hygiene
policy received from the Administrator
at this time indicated "...Employees
will maintain good personal hygiene
to prevent food contamination...Wear
a clean hat and/or other hair restraint.
Dietary Employees with facial hair
should also wear a beard restraint...."

3.1-21(i)(3)
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F000441
SS=E

483.65

INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
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, interview and

record review, the facility failed to

F000441

F441 - Infection Control,
Prevent Spread, Linens

04/24/2013
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appropriately disinfect the hand held Itis the practice of this provider to
glucometer devices used for measure establish and maintain an
. Infection Control Program
glucose levels by not washing hands designed to provide a safe
or wearing gloves during the sanitary and comfortable
procedure for 4 observed diabetic environment and to help prevent
residents. This deficiency had the the development and
potential to affect 21 of 21 residents itr:?g;rig':s'on of disease and
who _recelve glucose monitoring. What corrective action(s) will
(ReS|dents #28, #2, #54, and #1 12) be accomplished for those
residents found to have been
Findings include: affected by the deficient
practice:
On 3/21/13 at 3:50 P.M., LPN #10 Resident #28 -experienced no
L . negative outcome as a result of
indicated she was gplng to check the this finding. Staff is using proper
blood sugar for Resident #28. LPN technique when disinfecting the
#10 was observed to retrieve a glucometer for blood glucose
glucometer machine (used for tss“_r(‘jg i rced
checking blood sugar), a lancet (used esigent we - expenenced ho
. . . negative outcome as a result of
for poking finger to retrieve blood), an this finding. Staff is using proper
alcohol swab, and the glucose test technique when disinfecting the
strip from a med cart on 100 hall and glucometer for blood glucose
proceed to Resident #28's room. After testing ,
. Resident #54 - experienced no
explaining the procedure to the )
] . negative outcome as a result of
resident, donning clean gloves and this finding. Staff is using proper
obtaining a blood sample for glucose technique when disinfecting the
reading, LPN #10 returned to her med glucometer for blood glucose
cart and indicated she was going to testing ,
lean the machine as she did after Resident #112 ~ No resident
c #112 could be identified,
every glucose check. LPN #10 was however, no resident was found
then observed to use a Super to have experienced negative
Sani-Cloth Germicidal Disposable outcome as a result of this
Wipe and rub the hand held finding. Staff is using proper
. . . technique when disinfecting the
glucometer machine without washing glucometer for blood glucose
hands first or wearing gloves for > testing
(greater than) 2 minutes before How other residents having the
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placing it on a clean napkin to dry potential to be affected by the
completely. same deficient practice will be
identified and what corrective
action(s) will be taken:
On 3/21/13 at 4:07 P.M,, LPN #10 All residents with orders for blood
indicated she was next going to check glucose monitoring have the
the blood sugar for Resident #2. LPN potential to be affected by this
#10 was observed to use the same finding. All Licensed nursing staff
glucometer machine and the same to participate in skills validations
. with return demonstrations. All
procedure for checking the blood nursing staff will continue to be
sugar for Resident #2. LPN #10 was required to participate in skills
then observed to use a Super validations with return
Sani-Cloth Germicidal Disposable demonstrations upon hire,
Wipe and rub the hand held annually and as needed. These
. . . skills validations include return
glucometer machine without washing demonstrations related to proper
hands first or wearing gloves for > 2 cleaning and disinfecting of the
minutes before placing it on a clean glucometer machine per
napkin to dry completely. manufacturer’s recommendation
and facility policy as well as
proper hand washing and
On 3/21/13 at 4:22 P.M., LPN #10 appropriate use of gloves. In
indicated she was next going to check addition, the DNS/SDC/designee
the blood sugar for Resident #54. will be responsible for completing
LPN #10 was observed to use the observations of nursing staff to
. ensure proper technique is used
same glucometer machine and the while cleaning and disinfecting
same procedure for checking the the glucometer including use of
blood sugar for Resident #54. LPN gloves and hand washing. These
#10 was then observed to use a observations will be conducted no
Super Sani-Cloth Germicidal less than five times per week for
. . 3 weeks.
Disposable Wipe and rub the hand What measures will be put into
held glucometer machine without place or what systemic
washing hands first or wearing gloves changes will be made to
for > 2 minutes before placing iton a ensure that the deficient
clean napkin to dry completely. practice does not recur:
A mandatory in-service for all
nursing staff will be conducted on
On 3/22/13 at 10:55 A.M., LPN #6 or before 4/23/13. This in-service
indicated she was going check the will be conducted by the
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blood sugar for Resident #112. LPN DNS/designee. This in-service
#6 was observed to retrieve a hand will include review of the facility
held glucometer machine, a lancet policy related to proper cleaning
g ’ ’ and disinfecting of the glucometer
an alcohol swab and a glucose test machine per manufacturer’s
strip from a med cart on the 400 hall recommendation and facility
P
and proceed to Resident #112's policy. In addition, the
room. After explaining the procedure DNS/SDC/designee will be
to th ident. d . | | responsible for completing
o the re§| _en » aonning clean gloves observations of nursing staff to
and obtaining a blood sample for ensure proper technique is used
glucose reading, LPN #6 was while cleaning and disinfecting
observed to Wash her hands |n the gIUCOmeter |nC|Ud|ng use of
Resident #112's bathroom for 7 gloves and hand washing. These
) observations will be conducted no
seconds before returning to her med less than five times per week for
cart. LPN #6 was observed to use a 3 weeks. Skills validations with
Super Sani-Cloth Germicidal return demonstrations are
Disposable Wipe and rub the hand C°’c‘;p'eted :pgn r;'r:e’ a””k‘fl?”y
held glucometer machine without and as needed.  These Skifls
- . . validations include return
washing hands first or wearing gloves demonstrations related to proper
and then wrapping it in a way where it cleaning and disinfecting of the
stayed wet for 2 minutes and then glucometer machines as well as
placed it on a clean napkin to dry proper hand washing and
completel appropriate use of gloves.
P y- How the corrective action(s)
. _ will be monitored to ensure the
On 3/22/13 at 11:12 A.M., interview deficient practice will not recur,
with the Infection Control nurse (RN i.e., what quality assurance
#11) indicated floor nurses were program will be put into place:
expected to follow facility policy and To ensure ongoing compliance
d for both hand hi d with this corrective action, the
proce. ure for bo an Was' Ing an DNS/designee will be responsible
cleaning of glucometer machines. for completion of the CQI Audit
The Infection Control nurse was able tool titled, “Glucometer Testing”
to identify the steps of both no less than five times per week
procedures correctly and indicated it for 3 .Weeks and then no .less than
. one time per month for six
was her practice to teach staff to months. If threshold of 90% is not
wash hands for 20 seconds or use met, an action plan will be
alcohol based hand sanitizing gel. developed. Findings will be
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On 3/22/13 at 12:30 P.M., review of
the current Hand Hygiene policy
received from the Infection Control
nurse (RN #11) dated 2/2010 and
updated 3/2012 indicated "...Apply
soap, rub hand together, between
fingers to create a lather...use friction
for at least 20 seconds...Moments of
required hand hygiene: Before
patient, Before an aseptic task, after
body fluid exposure, after patient
contact, after contact with patient
surroundings...". Review of the
current Glucose Meter Cleaning and
Testing dated 7/2011 and updated
most recently 3/2013 indicated "...2.
Wash hands 3. Place paper towel,
plastic cup or clean barrier on hard
surface. 4. Put on gloves 5. Obtain
single-use germicidal wipe, super
sani-cloth. 6. Wipe entire external
surface of the blood glucose meter
with wipe for 2 minutes. 7. Place
cleaned meter on paper towel, in
plastic cup or clean barrier. 8. Allow
meter to completely dry. 9. Dispose of
used wipe and gloves in trash...."

On 3/22/13 at 1:00 P.M., review of the
manufacturers instructions and
warnings on the Super Sani-Cloth
Germicidal Disposable Wipe package
received from LPN #6 on 3/22/13 at
11:00 A.M., indicated "...Disinfect and

submitted to the CQI Committee
for review and follow up.

By what date the systemic
changes will be completed:
Compliance date = 4/24/13.
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deodorize:...Unfold a clean wipe and
thoroughly wet surface. Treated
surface must remain visibly wet for a
full two (2) minutes...Precautionary
Statements: Hazards to
humans...Wear suitable hand
protection (e.g. gloves) when
dispensing and using this product.
Avoid contact with skin...."
3.1-18(j)
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F000465 | 483.70(h)
SS=C SAFE/FUNCTIONAL/SANITARY/COMFOR
TABLE ENVIRON
The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.
Based on observation and interview, F000465 04/24/2013
the facility failed to provide a safe and F465 -
clean environment related to clean Safe/Functional/Sanitary/Comf
and soiled utility rooms, lost and °r_tab|e .E"V'ronme.’"t .
. . It is the intent of this facility to
found area and linen closets. This provide a safe, functional,
deficiency had the potential to affect sanitary, and comfortable
76 of 76 residents. environment for residents, staff
and the public.
P : . What corrective action(s) will
Findings include: be accomplished for those
) residents found to have been
On 3-25-2013, during the affected by the deficient
environmental tour accompanied by practice:
the maintenance Manager and the Clean Utility Room on Heritage
Housekeeping Supervisor the Unit — shelving units and floor
following was noted: h‘f’we been thoroughl.y Cleane.d
Linen Closet on Heritage Unit —
doors have been repaired; floor
1. At 9 AM, an observation of the has been thoroughly cleaned and
Clean Utility room on Heritage Hall waxed
revealed dust and dirt under the Soiled Utility Room on Cottage
shelving units and dirt spots on the igg;;;ge hopper has been
open flooring. An interview was Lost & Found Room — has been
conducted with the Housekeeping cleaned and organized and now
Manager indicated "...these [floors] meets the 18" clearance rule
are cleaned every day...." Liberty Hall Clean Utility — sink
has been thoroughly cleaned and
repaired
2. At 9:12 AM, an observation of the
linen closet doors on Heritage Hall How other residents having the
revealed a loud squeak to the right potential to be affected by the
door when opened. The left door same deficient practice will be
hinge that was located on the top left identified and what corrective
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corner was missing a fixture that was action(s) will be taken:
used to prevent the door itself from All residents have the potential to
being harmed; a gouged out hole had be affected by this finding. Al
g »agoug ] Clean Utility Rooms, Linen
been made due to opening and Closets, Soiled Utility Rooms and
shutting the door. The floor was Lost & Found Rooms have been
noted to be littered with filth. It was observed for the above listed
indicated that the noise from the concerns and all repairs were
. d shutti fthe cl t made where needed. In addition,
opening and shutling ot the close the facility will conduct
doors was not pleasant. Environmental Inspections no
less than five times per week
3. At 9:21 AM, an observation of the through the Customer Care
Soiled Utility room for Cottage Unit Program. These Environmental
led a h that t Inspections will include
revee_’ eda Qpper. a Yvas no inspections/observations of all
flushing. An interview with Employee Utility Rooms, Linen Closets and
#21 at this time indicated that the other storage areas in need of
staff used the hopper to wash out repair. Any environmental/repair
resident's soiled clothing before issues noted during these
. . . Environmental Inspections will be
sgndlng it tg the Iaundry.. An interview directed to the Maintenance
with the Maintenance Director Department or Housekeeping
indicated that the hopper will not flush Department through the
because there is not enough pressure Maintenance or Housekeeping
. Request Process. The
to flush and they had plumbers in to . N
) ED/designee will review
look at the problem and there is not a Maintenance Logs/Requests and
solution. Housekeeping Request issues to
ensure all necessary repairs and
4. At 9:35 AM, an observation of Lost corrections have been
. completed. A mandatory all staff
and Found room revealed clothing in-service will be conducted by
being "stored" for residents of the the ED/DNS/designee on or
facility in bags above the shelves and before 4/23/13. This in-service
in line with the sprinkling system. An will include review of the facility
interview with the maintenance ',[\’AO"_Ci' related [tjo ”O:Lf'cat':’” to the
. . alntenance vepartmen
Manager indicated that they should and/HousekeepiEg Department
not store anything on the top shelves for housekeeping issues, repairs
and that it was above the 18 inch or maintenance needs and the
clearance needed to be in compliance importance of maintaining a
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wet hands.

3.1-19(f)(1)

with the sprinkler system.

5. At 9:40 AM, an observation of the
clean utility room on Liberty Hall
revealed rust in the sink and rusty
water coming from the faucet. There
was no provision to dry cleaned and

safe/functional/sanitary/comfortab
le environment.

What measures will be put into
place or what systemic
changes will be made to

ensure that the deficient
practice does not recur:

A mandatory all staff in-service
will be conducted by the
ED/DNS/designee on or before
4/23/13. This in-service will
include review of the facility policy
related to notification to the
Maintenance Department for
repairs or maintenance needs
and the importance of
maintaining a
safe/functional/sanitary/comfortab
le environment. In addition, the
facility will conduct Environmental
Inspections no less than five
times per week through the
Customer Care Program. These
Environmental Inspections will
include inspections/observations
of all Utility Rooms, Linen Closets
and other storage areas in need
of repair. Any
environmental/repair issues noted
during these Environmental
Inspections will be directed to the
Maintenance Department or
Housekeeping Department
through the Maintenance or
Housekeeping Request Process.
The ED/designee will review
Maintenance Logs/Requests and
Housekeeping Request issues to
ensure all necessary repairs and
corrections have been
completed.

How the corrective action(s)
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will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place:
To ensure ongoing compliance
with this corrective action and to
ensure the environment is
safe/functional/sanitary and
comfortable, the
ED/DNS/designee will be
responsible for completion of the
CAQl tool titled “Quality Control
Inspection-Housekeeping no less
than five times per week for six
months. If threshold of 90% is
not met, an action plan will be
developed. Findings will be
submitted to the CQI Committee
for review and follow up.

By what date the systemic
changes will be completed:
Completion date = 4/24/13.
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