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F 0000

Bldg. 00
This visit was for a Recertification and
State Licensure Survey. This visit
included the Investigation of Complaint
IN00198053.

Complaint IN00198053 - Substantiated.
Federal/State deficiencies related to the
allegations are cited at F157.

Survey dates: April 24, 25, 26, 27, &,
28,2016

Facility number: 010758
Provider number: 155662
AIM number: 200229550

Census bed type:
SNF/NF: 22
SNF: 61

Total: 83

Census payor type:
Medicare: 40
Medicaid: 16
Other: 27

Total: 83

These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.

F 0000 Thank you for considering this
Plan of Correction Please feel
free to contact me should you
have any questions or need
additional information Susan
Finn, Administrator 219-934-0590

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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Quality review completed by 32883 on
5/2/16.
F 0155 483.10(b)(4)
SS=E RIGHT TO REFUSE; FORMULATE
Bldg. 00 | ADVANCE DIRECTIVES
The resident has the right to refuse
treatment, to refuse to participate in
experimental research, and to formulate an
advance directive as specified in paragraph
(8) of this section.
The facility must comply with the
requirements specified in subpart | of part
489 of this chapter related to maintaining
written policies and procedures regarding
advance directives. These requirements
include provisions to inform and provide
written information to all adult residents
concerning the right to accept or refuse
medical or surgical treatment and, at the
individual's option, formulate an advance
directive. This includes a written description
of the facility's policies to implement
advance directives and applicable State law.
Based on record review and interview, F 0155 Nursing Care at Hartsfield Village 05/28/2016
the facility failed to ensure advance 50?_’ Otis Bowen Drl_ve Munster,
. . Indiana 46321 This plan of
directives were honored related to correction represents the
initiating Cardiopulmonary Resuscitation center’s allegation of
(CPR) for a resident who was Do Not compliance. The following
Resuscitate (DNR) status for 1 of 1 combined plan of correction
residents reviewed for choices. This had and allegat|.on.of compliance Is
the potential to affect the 51 DNR notan adn.u?swrj to any.of the
) ) ] o allegeddeficiencies and is
residents who resided in the facility. submitted at the request of the
(Resident #94) Indiana State Department of
Health. Preparation and
Finding includes: execution of this response and
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plan of correction does not
The closed record for Resident #94 was constitutetal: at:missio.r; or .
. ] agreement by the provider o
rev.lewed or.l 4/26/16.at 2:25 p.m. The the truth of the facts alleged or
resident's diagnoses included, but were conclusions set forth in the
not limited to, Parkinson's, heart failure, statement of deficiencies. The
and history of pneumonia. plan of correction is prepared
and/or executed solely because
.. C e it is required bythe provision of
An admlss.lonl Physician's (?rder dated federal and state law. F155
12/31/15, indicated the resident was a full The resident has the right to
code which meant CPR would be refuse treatment, to refuse to
initiated during the event of cardiac participate in experimental
arrest. research, and to formulate an
advance directive. The facility
failed to ensure advance
An entry in the Social Service progress directives were honored related to
notes dated 1/8/16 at 4:03 p.m., indicated initiating CPR for 1 resident who
the resident was now a DNR per Medical wasa DNR status. . Corrective
action taken for residents
records. found to have been affected by
the deficient practice: Resident
The resident's face sheet was updated on 94 is no longer a patient at this
1/11/16 to reflect the DNR status. facility. Resident 94 did have the
following in place, which is in
. . accordance with facility policy:
An entry in the Nursing progress notes DNR order was in the medical
dated 2/10/16 at 9:45 a.m., indicated record, DNR paperwork was
therapy notified Nursing staff the resident complete anj Onl file, agd -
. . atient’s medical record cha
became unresponsive at the completl-on Ein der identified the patient as
of therapy. Therapy wheeled the resident having a DNR status.
to his room, he was transferred onto the Identification of other residents
bed and CPR was initiated. The Nurse having the potential to be
Practitioner who was on duty was affected by the same deficient
. . practice: All residents with DNR
notified. The ambulance service was .
. . orders have the potential to be
called and the resident's family was affected. To ensure that
notified. The resident was a DNR and all proper practices continue: The
paperwork was signed and in the chart. DON/Designee will re-educate
Orders were received to discontinue facility staff regarding the facility
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CPR. CPR was then stopped, family was policy foradvance directives. This
in agreement with discontinuing CPR. .educf'a.tlon. will mcludg ,
. . identification of a patient's DNR
The ambulance service arrived on scene status on the individual patient
and called the time of death at 10:00 a.m. medical record chart binder as
along with their Medical Director. well as verification of code status
by a nurse if and when
. appropriate. The
The ple.m of care dated 1/8/16, indicated DON/Designee will conduct an
the resident was a DNR. The audit of all residents with DNR
interventions included, but were not orders to ensure the following are
limited to, uphold wishes, offer advanced in plgce: DNR order in the
di Ve inf on if d d medical record, DNR
irective in ormatlc.)n 1 'requ.este , an paperworkcomplete and on file in
change advanced directives if needed. medical record, and the medical
record chart binder indicates the
Interview with Social Worker #1 on g?;'ﬁ?;s DNR coc.i|<|a.st.?tl:s.
] . esignee will initiate a
4{27/1.6 at 2:50 p.m., indicated adyance monitoring tool and conduct
directives were gone over at the time of audits of new admissions with
admission and documentation was placed DNR code status as well as
in the chart. She indicated if a resident ﬁurrent pahecr;ts/ r(:SIdg:]t; tr;a:
ave new orders for status
went from a. full code to a DNR, . for four weeks to ensure
documentation was to be completed in compliance with this plan of
the chart and the order updated. correction. An exam will be given
to staff after the in-servicing is
. . complete to validate that the staff
Interview V.Vltb LPN#7 on ‘.‘/27/’16 at understands the protocol for
3:00 p.m., indicated the resident's following advanced directives
advance directive status was filled out following re-education. After the
and a pink sheet was put in the front of fo.urth v_veek, the QAA Commﬂtge
the chart and an order was placed in th will review all audit tools and will
ec 0. et was place ¢ determine if the facility has
computer. If a resident was a full code achieved 100% compliance with
and switched to a DNR, the chart was practices at which time the
updated as well as the orders. The LPN monitoring will cease. If the QAA
.. . . Committee determines that less
also indicated the residents have wrist o .
R . than 100% compliance has been
bands to indicate their code status. achieved, the monitoring tools will
continue for another four week
On 1/7/16 the DNR sheet was completed period and will again be reviewed
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 4 of 53




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

PRINTED: 05/31/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
155662 B. WING 04/28/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
503 OTIS R BOWEN DR
NURSING CARE AT HARTSFIELD VILLAGE MUNSTER, IN 46321
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D N . (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
and signed by the resident's family and by the QAA Committee. This
Physician. The pink form was completed pra'cltlce will coptmue until the
. . facility has achieved 100%
as well as two additional forms on white compliance. The systematic plan
paper. will be randomly initiating all audit
tools again throughout the next
Interview with the Director of Nursing zjif'rz'c;rr]wtths;;gt'izsu'rl(la r:ZTr;TSr
ICI | Wi ur.
(DON) on 4/28/16 at 11:03 a.m., All findings will be taken to the
indicated the resident went unresponsive Quality Assurance Committee.
on his way back from therapy. The Quality Assurance Plan to
resident was rushed back to his room and monitor c°m|°"_a"ce With_this
a code was called and CPR was initiated. Plan of Correction: !dent|f|ed
. , . concerns shall be reviewed by the
When the resident's chart was checked, it facility's QAA Committee.
was determined the resident was a DNR Findings from all audit tools will
and orders were received to stop CPR. continue to be reviewed monthly
The DON indicated she would rather throughout the.year.
. . Lo Recommendations for further
error on the side of caution and initiate corrective action will be discussed
CPR rather than not. and implemented as needed.
Completion Date: May 28, 2016
Interview with Certified Occupational The facility respectfully requests a
. face-to-face IDR. The facility
Therapy Al('le (_COTA_) #1 OI? 4/28/16 at contends that the citation and/or
11:10 a.m., indicated if a resident went the scope and severity assigned
unresponsive in therapy, she would first is not justified. The facility
notify Nursing. She indicated there was requests the opportunity to
. present additional rationale and
supposed to be a symbol on the wrist . . .
T ) ) evidence for consideration and
band to indicate if the resident was a review at a face-to-face meeting.
DNR. She also indicated some residents It is myunderstanding that ISDH
don't wear their wrist band so that would W'Irll cgnltact thﬁ Adrr;!mstﬁ:or tl?
be another reason she would let the Nurse ;gue i sich meeting. Than
know.
Interview with Rehab Tech #1 on 4/28/16
at 11:15 a.m., indicated he would notify
Nursing if a resident had a change in
condition. He also indicated the
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residents were supposed to wear a wrist
band which would indicate their code
status.

Further interview with the DON on
4/28/16 at 11:30 a.m., indicated an
investigation was not completed related
to the incident. She indicated again, the
resident went unresponsive and was
taken to his room and CPR was initiated.
She indicated when the resident's orders
were reviewed, CPR was stopped. She
indicated she did not know if the resident
had his wrist band on at the time. She
also indicated no inservicing on Advance
Directives was completed after the
incident.

The facility Advance Directives policy
was reviewed on 4/28/16 at 12:24 p.m.
The policy was provided by the
Admissions Coordinator and identified as
current. The policy indicated the
following: "At the time of admission, the
resident/patient or their representative
will be provided with the Indiana
Advance directives booklet. Facility staff
will refer residents, families or legal
representatives to the resident's personal
physician and/or attorney for discussion
and assistance regarding Advance
Directives and decisions regarding
life-sustaining measures."
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"The resident's Advance Directive shall
be copied and maintained in the resident's
medical record. An acknowledgment of
receipt of information concerning
Advance Directives and related laws will
be maintained in the resident's medical
record."

"Each medical record binder will be
labeled in such a manner to quickly
identify Advance Directive(s)."

"Code status shall be verified by a nurse
if and when appropriate."

"Facility staff is provided education on
issues concerning advance directives.
The training includes at least annual
educational programs for employees,
residents, families and the community
regarding advance directives and care or
resident refusing treatment."

3.1-4(f)(6)
3.1-4()(8)

F 0157 483.10(b)(11)

SS=D NOTIFY OF CHANGES

Bldg. 00 | (INJURY/DECLINE/ROOM, ETC)
A facility must immediately inform the
resident; consult with the resident's
physician; and if known, notify the resident's
legal representative or an interested family
member when there is an accident involving
the resident which results in injury and has
the potential for requiring physician
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intervention; a significant change in the
resident's physical, mental, or psychosocial
status (i.e., a deterioration in health, mental,
or psychosocial status in either life
threatening conditions or clinical
complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form
of treatment); or a decision to transfer or
discharge the resident from the facility as
specified in §483.12(a).
The facility must also promptly notify the
resident and, if known, the resident's legal
representative or interested family member
when there is a change in room or
roommate assignment as specified in
§483.15(e)(2); or a change in resident rights
under Federal or State law or regulations as
specified in paragraph (b)(1) of this section.
The facility must record and periodically
update the address and phone number of
the resident's legal representative or
interested family member.
Based on record review and interview, F 0157 Nursing Care at Hartsfield Village 05/28/2016
the facility failed to promptly notify the 50?? Otis Bowen DI’I.VG Munster,
ident's interested famil ber of Indiana 46321 This plan of
residen s.1n. erested family member o correction represents the
new Physician Orders related to lab tests center’s allegation of
and results for 1 of 1 residents reviewed compliance. The following
for notification of change of the 1 combined plan of correction
resident who met the criteria for an:l allegatl.on_of ctompllar:‘cttra] 1s
. . . not an admission to any of the
notification of change. (Resident #B) C v
alleged deficiencies and is
submitted at the request of the
Finding includes: Indiana State Department of
Health. Preparation and
On 4/25/16 at 9:46 a.m., Resident #B's execution of this response and
. . lan of correction does not
Power of Attorney was interviewed. At P . e
constitute an admission or
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 8 of 53
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that time, she indicated the resident had a agreement by the provider of
change in her condition with blood noted the truth of the facts alleged or
. . conclusions set forth in the
in her bowel movement. The facility S
o . statement of deficiencies. The
indicated they were going to get labs plan of correction is prepared
done, however, no one let her know the and/or executed solely because
results of the test. it is required by the provision
of federal and state law. F157
. . A facili i iately inf
The record for Resident #B was reviewed theazé’[i)égltjztr:ggﬁgglgaatf y inform
on 4/26/16 at 9:11 a.m. The resident's representative/family member
diagnoses included, but were not limited when there is the following: an
to, major depressive disorder, shortness a(;]gidhent i"r0!vif‘9 the res.ide.?.t
of breath, osteoarthritis, Alzheimer's which resu tsin injury, ,a significant
) A ; change in the resident’s overall
disease, dementia, and anxiety. status, a need to alter treatment
significantly, a decision to transfer
Physician orders dated 1/5/16 and on the or discharge the resident, a
current Physician Order Sheet for 4/2016 Zzzir;%?nlznrtoggirhrao:; in
indicated Warfarin (a medication used to resident rights.The facility failed
thin the blood) 2 milligrams (mg) daily. to promptly notify the resident’s
interested family member of new
Nursing notes dated 2/17/16 at 6:47 a.m. ;ZLS';:?; r(:;ﬂﬁgsfg:l?ti? 1to lab
indicated resident noted with bright red residentsreviewed. Corrective
blood in stool. Physician notified no new action taken for residents
orders received in writing. Monitor and found to have been affected by
if condition worsens notify Physician. tBh_T_:eﬁCi:"t practtice: thsfldenlt
:The resident’s interested family
) ) member was notified by the
The next documented entry in Nursing Nurse Practitioner on 2/18/16 of a
notes was on 2/18/16 (29 and 1/2 hours change in condition noted
later) at 1:25 p.m., by the Nurse 2/17/16. The Nu.rse F”ractltloner
Practitioner, which indicated the resident rewgweq the resident S current
. : medications and associated
was seen for bright red blood in her stool. routine labs with the Resident B’s
The exam was discussed with the interestedfamily member on
resident's daughter. New orders for a 5/10/2016.  Identification of
Complete Blood Count (CBC) were other r_es'de"ts havingthe
btained. The daueh d th potential to be affected by the
obtained. ¢ daughter requested the same deficient practice: All
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 9 of 53
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CBC to be drawn with the next Protime residents with new physician
(PT) and International Normalized Ratio orderg, new lab refsu!t.s, meeting
. . the criteria for a significant
(INR) (labs to monitor how thin the change in their overall clinical
blood was) which were already scheduled status, or the need to alter
for 2/26/16. All concerns were addressed treatment significantly have the
with the resident's daughter. potentialto be affected.  To
ensure that proper practices
. continue: Nursing staff will be
Nursing notes dated 2/26/16 at 2:27 p.m., re-educated regarding
indicated the Physician was notified documentation in the medical
about labs. Meds were to remain the record ofnotification to a-
same and PT/INR were to be repeated on resident's interested fa.m'| ly
] member of a new physician order,
March 11. There was no documentation new lab results, significant
the resident's Power of Attorney (her change in their overall clinical
daughter) was notified of the new order status or the need to alter
or lab results treatment significantly. The
) DON/Designee will initiate and
complete a monitoring tool and
Nursing notes dated 3/11/16 indicated conduct random audits 5 x/week
INR was 1.8. The resident was on for fOUf week§ to ensure
Coumadin 2 mg daily. New order to comphgnce with this plan of
. correction. Each week, a
repeat INR in one week. There was no minimum of 50 audits will be
documentation indicating the daughter conducted to monitor compliance
was notified of the new Physician's order. and/or identifytrends to review
with the facility’s QAA Committee.
. L After the fourth week, the QAA
Nursing notes dated 3/19/16 indicated the Committee will review all audit
resident's labs were received and tools and will determine if the
reviewed with the Physician. The facility has achieved 100%
resident was to continue with current compliance with practices at
. . which time the monitoring will
Coumadin (Warfarin) orders and to cease. If the QAA Committee
repeat the INR in 1 week. There was no determines that less than
documentation of the resident's daughter 100%compliance has been
being notified of the new orders achieved, the monitoring tools will
' continue for another four week
) period and will again be reviewed
The 2/26/16 CBC results indicated the by the QAA Committee. This
resident's hemoglobin (the amount of practice will continue until the
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oxygen in the blood) was 11 (a low value, facility has achieved at 100%
normal 11.5-16). The Red Blood Cells compliance The systematic plan
. will be randomly initiating all audit
were also low with a value of ?.6 (normal tools again throughout the next
4.2-5.7). The PT was 17.5 a high value 12 months, to ensure that this
(normal 12-14.5) and the INR was 1.4 deficient practice will not recur.
indicating the resident was receiving a Quality Assurance Plan to
low dose of Warfarin monitor compliance with this
’ Plan of Correction: Identified
concerns shall be reviewed by the
The 3/11/16 PT results were 21.8 a high facility's QAA Committee.
value with an INR of 1.8. The 3/19/16 Findings from all audit tools will
PT results were 24.6, a high value with continue to be reviewed monthly
throughout the year.
an INR of 2.1 Recommendations for further
corrective action will be discussed
Interview with Director of Nursing and implemented as needed.
(DON) on 4/27/16 at 8:45 a.m. indicated ?ﬁ"‘fp"?lt_'f" Da“’:tp"ﬁ‘y 28, 2016
. . e facility respectfully requests a
the resident's POA (daughter) was not face-to-face IDR. The facility
notified of the lab results or the new contends that the citation and/or
Physician Orders on the above mentioned the scope and severity assigned
dates. She further indicated the resident's is not J‘:Stt':ed'-rher:ac',lt'tyt
. requests the opportunity to
daught-er had not beer'l notified of the present additional rationale and
blood in the stool until the next day evidence for consideration and
review at a face-to-face meeting.
This Federal Tag relates to Complaint Itis my understanding that ISDH
IN00198053 will contact the Administrator to
) schedule such meeting. Thank
you.
3.1-5(a)(3)
F 0164 483.10(e), 483.75(1)(4)
SS=D PERSONAL PRIVACY/CONFIDENTIALITY
Bldg. 00 OF RECORDS
The resident has the right to personal
privacy and confidentiality of his or her
personal and clinical records.
Personal privacy includes accommodations,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 11 of 53
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medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but
this does not require the facility to provide a
private room for each resident.
Except as provided in paragraph (e)(3) of
this section, the resident may approve or
refuse the release of personal and clinical
records to any individual outside the facility.
The resident's right to refuse release of
personal and clinical records does not apply
when the resident is transferred to another
health care institution; or record release is
required by law.
The facility must keep confidential all
information contained in the resident's
records, regardless of the form or storage
methods, except when release is required by
transfer to another healthcare institution;
law; third party payment contract; or the
resident.
Based on observation, record review, and F 0164 Nursing Care at Hartsfield Village 05/28/2016
interview, the facility failed to maintain a 50?? Otis Bowen DI’I.VG Munster,
. . .. Indiana 46321 This plan of
resident's privacy related to the Physician correction represents the
being overheard from a distance center’s allegation of
discussing the resident's medical compliance. The following
condition for 1 of 1 residents reviewed combined plan of correction
for privacy. (Resident #118) and allegati.on_of compliance is
not an admission to any of the
o alleged deficiencies and is
Finding includes: submitted at the request of the
Indiana State Department
On 4/25/16 at 3:26 p.m., a male's voice ofHealth. Preparation and
was overheard from the conference room execution of th.is response and
located in the facility's lobby. The male plan o_f correction _do_es not
: constitute an admission or
stated "You had a big bowel movement agreement by the provider of
today. Good for you." After walking the truth of the facts alleged or
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 12 of 53
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towards the male's voice down the first conclusions set forth in the
floor hallway, the man speaking inside a s:aten;ent of :I.eflcllenmes. T:e
resident's room, was Resident #118's :na dr;:r Zi;f:t;ns:;ryes::use
Physician. The Physician then started it is required by the provision
talking about how he thought they had of federal and state law. F164
better put the resident's Foley catheter The residenthas the right to
back in due to not wanting his kidneys to persf%naltprlll\t/ac¥ :.nd o
. . confidentiality of his or her
shut dOlel a.lnd his l?ladder to retain urine. personal and clinical records. The
The Physician's voice could be heard all facility failed to maintain a
the way down the hallway by the resident’s privacy related to the
exit/entrance doors to the 100 hall. The ghysnma.n bt‘;'ng ovlgrh(:’ard dical
.. . iscussing the resident’s medica
Physman contl.n.ued to §peak about the condition for 1 of 1 residents
resident's condition until he left the room. reviewed for privacy.
Corrective action taken for
The record for Resident #118 was residents found to _h_ave been
reviewed on 4/27/16 at 9:48 a.m. The Zfri:;tii:-mé:;ij:s?:;;nits no
. Vg . :
resui.enic s diagnoses 1n(?1uded, but were longer a patient at the facility.
not limited to, metabolic encephalopathy, Identification of other residents
dementia without behavioral disturbance, having the potential to be
high blood pressure, heart failure, affected by the same deficient
diabetes type 2, chronic kidney disease, pracm,:e' All residents have the
K K . . potential to be affected. To
re'.[ennon of u'rlne., anx1.ety, acute 1f1dney ensure that proper practices
failure, constipation, history of urinary continue: The Medical Director
stones. reviewed the cited regulation
related to a patient’s right to
. . .. rivacy with the physician in
Interview with the Administrator and privacy with the pnysician !

) ] question. This physician also
Director of Nursing on 4/27/16 at 8:45 re-signed the Confidentiality
a.m., indicated the resident's Physician Statement provided by the facility
should have closed the door to provide and signed by each Medical Staff

rivacy for the resident. The Practitioner. In addition, all staff
priv ) y o ) and contracted service personnel
Administrator indicated she would be will be in-serviced regarding
speaking to the Medical Director residents' right to privacy The
regarding the issue. DON/Designee will initiate and
complete a monitoring tool and
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3.1-3(p)(2)

conduct observations 5x/weekly
for four weeks to ensure
compliance with protecting
patient’s privacy related to this
plan of correction. Each week, a
minimum of 20 audits will be
conducted to monitor compliance
and/or identify trends to review
with the facility’s QAA Committee.
After the fourth week, the QAA
Committee will review all audit
tools and will determine if the
facility has achieved 100%
compliance with practices at
which time the monitoring will
cease. If the QAA Committee
determines that 100%
compliance has been achieved,
the monitoring tools will continue
for another four week period and
will again be reviewed by the QAA
Committee. This practice will
continue until the facility has
achieved 100% compliance. The
systematic plan will be randomly
initiating all audit tools again
throughout the next 12 months, to
ensure that this deficient practice
will not recur.  Quality
Assurance Plan to monitor
compliance with this Plan of
Correction: Identified concerns
shall be reviewed by the facility’s
QAA Committee. Findings from
all audit tools will continue to be
reviewed monthly throughout the
year. Recommendations for
further corrective action will be
discussed and implemented as
needed. CompletionDate: May
28,2016 The facility respectfully
requests a face-to-face IDR. The
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facility contends that the citation
and/or the scope and severity
assigned is not justified.The
facility requests the opportunity to
present additional rationale and
evidence for consideration and
review at a face-to-face meeting.
It is myunderstanding that ISDH
will contact the Administrator to
schedule such meeting. Thank
you.
F 0241 483.15(a)
SS=D DIGNITY AND RESPECT OF
Bldg. 00 | INDIVIDUALITY

Based on observation, record review, and F 0241 Nursing Care at Hartsfield Village 05/28/2016
interview, the facility failed to ensure a 50?_’ Otis Bowen Drl_ve Munster,
dent's dienit htained related Indiana 46321 This plan of
rest c.en s dignt y.was r.nan.l al.ne relate correction represents the
to being dressed in an institutional center’s allegation of
manner of a hospital gown for 1 of 3 compliance. The following
residents reviewed for dignity of the 7 combined plan of correction
residents who met the criteria for dignity. and allegatl.on.of compliance is
Resident #69 not an admission to any of the
(Residen ) alleged deficiencies and is
submitted at the request of the
Finding includes: Indiana State Department of
Health. Preparation and
On 4/24/16 at 11:45 a.m., Resident #69 e’l‘ecutf‘“ of “t‘_‘s “Zsp°"seta"d
was observed in bed wearing a hospital pfan ot correction does no
constitute an admission or
gown. agreement by the provider of
the truth of the facts alleged or
On 4/25/16 at 11:00 a.m., the resident conclusions set forth in the
was observed in bed dressed in a purple statement of deficiencies. The
short sleeved shirt plan of correction is prepared
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 15 of 53
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On 4/25/16 at 2:15 p.m., the resident was
observed in bed wearing a hospital gown.

On 4/26/16 at 9:00 a.m., 11:15 a.m., and
2:25 p.m., the resident was observed in
bed wearing a hospital gown.

On 4/27/16 at 10:15 a.m., the resident
was observed in bed wearing a hospital
gown.

Interview with the CNA #3 at that time,
indicated she had cleaned the resident
already and provided morning care.
CNA #3 indicated the resident did have
clothes in her closet and did not know
why the resident was always dressed in a
hospital gown.

The record for Resident #69 was
reviewed on 4/25/16 at 2:16 p.m. The
resident's diagnoses included, but were
not limited to, dementia, depressive
disorder, Alzheimer's disease, high blood
pressure, and atherosclerotic disease.

The Annual Minimum Data Set (MDS)
assessment dated 4/14/16 indicated the
resident had short and long term memory
problems. The resident was severely
impaired for decision making. The
resident needed extensive assistance with
two person physical assist for bed

and/or executed solely because
it is required by the provision
of federal and state law. F241
The facility must promote care for
residents in a manner and in an
environment that maintains or
enhances each resident’s dignity
and respect in full recognition of
his or her individuality. The facility
failed to ensure a resident’s
dignity was maintained related to
being dressed in a hospital gown
while in bed for 1 of 3 residents
reviewed. Corrective action
taken forresidents found to
have been affected by the
deficient practice: Resident 69
is severely impaired for decision
making; however, she is offered
preferences for clothing which are
to be honored by staff. Facility
staff clarified family preference for
resident wearing hospital gowns
when in bed;family stated they
have “no problem” with resident
wearing hospital gowns when in
bed for comfort. Plan of Care
updated accordingly. Facility staff
also purchased a nightgown and
robe to offer resident as an
additional choice of comfortable
clothing to wear while in bed.
Identification of other residents
having the potential to be
affected by the same deficient
practice: All residents with
impaired decision making
capacity have the potential to be
affected. To ensure that
proper practicescontinue:
DON/Designee will re-educate
CNA staff regarding continually
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mobility. The resident needed extensive offering clothing choices to all
assist with one person physical assist for residents and honoring their
. . . preferences. The
dressing, and toilet use. The resident DON/Designee will initiate and
and/or the family were not interviewed complete a monitoring tool and
for her preferences‘ conduct observations
5x/weeklyfor four weeks to
ensure compliance with honoring
The current plan of care updated 4/2016 individual preferences for clothing
indicated there was no care plan for the related to this plan of correction.
resident's preference to be dressed in a Each week, a minimum of 20
hospital gown. audits will be conducted to
monitor compliance and/or
Interview with LPN #1 on 4/27/16, at 'fgii',‘itt';,ys”gf\d:ézr;er;'iftgev_vf\?tge
10:25 a.m., indicated the resident had the fourth week, the QAA
clothes in her closet and there was no Committee will review all audit
reason why she could not be dressed in tools and will determine if the
. facility has achieved 100%
her clothes rather than a hospital gown. compliance with practices at
which time the monitoring will
3.1-3(t) cease. If the QAA Committee
determines that 100%
compliance has been achieved,
the monitoring tools will continue
for another four week period and
will again be reviewed by the QAA
Committee. This practice will
continue until the facility has
achieved 100% compliance. The
systematic plan will be randomly
initiating all audit tools again
throughout the next 12 months, to
ensure that this deficient practice
will not recur Quality
Assurance Plan to monitor
compliance with this Plan of
Correction: Identified concerns
shall be reviewed by the facility’s
QAA Committee. Findings from
all audit tools will continue to be
reviewed monthly throughout the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZMPE11 Facility ID: 010758 If continuation sheet Page 17 of 53
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year. Recommendations for
further corrective action will be
discussed and implemented as
needed. Completion Date:
May28, 2016 The facility
respectfully requests a
face-to-face IDR. The facility
contends that the citation and/or
the scope and severity assigned
is not justified. The facility
requests the opportunity to
present additional rationale and
evidence for consideration and
review at a face-to-face meeting.
It is my understanding that ISDH
will contact the Administrator to
schedule such meeting. Thank
you.
F 0246 483.15(e)(1)
SS=D REASONABLE ACCOMMODATION OF
Bldg. 00 | NEEDS/PREFERENCES
A resident has the right to reside and receive
services in the facility with reasonable
accommodations of individual needs and
preferences, except when the health or
safety of the individual or other residents
would be endangered.
Based on observation, record review, and F 0246 Nursing Care at Hartsfield Village 05/28/2016
interview, the facility failed to ensure a 503_’ Otis Bowen Drl_ve Munster,
. , . s Indiana 46321 This plan of
resident's call light was within reach for 1 correction represents the
of 28 residents observed during Stage 1. center’s allegation of
(Resident #201) compliance. The following
combined plan of correction
Finding includes: and allegation of compliance is
not an admission to any of the
. alleged deficiencies and is
On 4/25/16 at 9:05 a.m., Resident #201 submitted at the request of the
was observed in her room seated in a Indiana State Departmentof
wheelchair at the bedside. The resident's Health. Preparation and
execution of this response and
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call light was on the opposite side of the plan of correction does not
bed. At that time, the resident indicated constltutetal: at:mlssm.r; or .
. agreement by the provider o
she c.ould not reach her call light, and the truth of the facts alleged or
was in need of assistance. conclusions set forth in the
statement of deficiencies. The
On 4/26/16 at 2:25 p.m., Resident #201 plan of correction is prepared
was observed in her room seated in a and/or executed solely becaus?
. . . , it isrequired by the provision o
whee.lchalr at the bedside. The .res1dent S federal and state law. F246 A
call light was on the opposite side of the resident has the right to reside
bed wrapped around the rail. At that time, and receive services in the facility
the resident indicated she could not reach with reasonable accommodation
. f individual needs and
her call light. ©
& preferences. The facility failed to
ensure a resident’s call light was
On 4/26/16 at 3:27 p.m., Resident #201 within reach for 1 of 28 residents
was observed in her bed. The resident's observed. Corrective action
call light was hanging on the side of the :\aken':orres:entsdfgut:: to
bed on the floor. At that time, the av.e. een a e.c ted by ne
] R deficient practice: Resident 201
resident indicated she could not find her is continuously monitored to
call light, and was in need of assistance. ensure call light is within her
reach. To determine if any other
The record for Resident #201 was residents had been affected by
] the deficient practice, rounds
reviewed on 4/26/16 at 3:40 p.m. were immediately completed by
Diagnoses included, but were not limited DON/designee of all resident
to, hypertension, urinary tract infection, rooms to ensure call lights were
atrial fibrillation, surgical aftercare on the within reach. Al othe.r call !lghts
. ] . were found to be within resident
digestive system, and osteoarthritis. reach.  Identification of other
residents having the potential
The 30 Day Minimum Data Set (MDS) to be affected by the same
assessment dated 4/8/16, indicated the deficient practice: All residents
resident's Brief Interview for Mental have the potential to be affected.
o To ensure that proper
Status (BIMS) score was 13, indicating practices continue:
the resident was cognitively intact for DON/Designee will re-educate
decision making. The resident was an facility staff. Staff is to ensure call
extensive assist for bed mobility. The light is within reach upon each
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resident's Range of Motion indicated the
resident's upper extremities were
impaired on both sides.

Interview with ADON (Assistant
Director of Nursing) #1 on 4/27/16 at
1:07 p.m., indicated the resident was
capable of using the call light and she
would expect any staff member to make
sure the call light was within reach at all
times.

3.1-3(v)(1)

interaction with a patient or
resident. The DON/Designee
will initiate and complete a
monitoring tool and conduct
observations 5x/weekly for four
weeks, on all three shifts, to
ensure compliance with this plan
of correction. Each week, a
minimum of 30 audits will be
conducted to monitor compliance
and/or identify trends to review
with the facility’s QAA Committee.
After the fourth week, the QAA
Committee will review all audit
tools and will determine if the
facility has achieved 100%
compliance with practices at
which time the monitoring will
cease. If the QAA Committee
determines that less than 100%
compliance has been achieved,
the monitoring tools will continue
for another four week period and
will again be reviewed by the QAA
Committee. This practice will
continue until the facility has
achieved 100% compliance. The
systematic plan will be randomly
initiating all audit tools again
throughout the next 12 months, to
ensure that this deficient practice
will not recur Quality
Assurance Plan to monitor
compliance with this Plan of
Correction: Identified concerns
shall be reviewed by the facility’s
QAA Committee. Findings from
all audit tools will continue to be
reviewed monthly throughout the
year. Recommendations for
further corrective action will be
discussed and implemented as
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28, 2016
F 0280 483.20(d)(3), 483.10(k)(2)
SS=D RIGHT TO PARTICIPATE PLANNING
Bldg. 00 | CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.
A comprehensive care plan must be
developed within 7 days after the completion
of the comprehensive assessment; prepared
by an interdisciplinary team, that includes
the attending physician, a registered nurse
with responsibility for the resident, and other
appropriate staff in disciplines as determined
by the resident's needs, and, to the extent
practicable, the participation of the resident,
the resident's family or the resident's legal
representative; and periodically reviewed
and revised by a team of qualified persons
after each assessment.
Based on record review and interview, F 0280 Nursing Care at Hartsfield Village 05/28/2016
the facility failed to ensure the resident 50? Otis Bowen Dr'_ve Munster,
. , . Indiana 46321 This plan of
and/or the resident's responsible party correction represents the
were invited to care conferences center’s allegation of
periodically after each assessment for 2 compliance. The following
of 4 residents reviewed for the combined plan of correction
participation in care planning of the 4 and allegatl_on_of compliance is
. .. not an admission to any of the
residents who met the criteria for the s .
alleged deficiencies and is
participation in care planning. (Resident submitted at the request of the
#B & #100) Indiana State Department of
Health. Preparation and
Findings include: execution of this response and
plan of correction does not
. constitute an admission or
1. On 4/25/16 at 9:47 a.m., Resident #B's agreement by the provider of
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Power of Attorney (her daughter) was
interviewed. At that time, the daughter
indicated the facility had not invited her
to a care plan meeting in over a year,
since the new Administration had taken
over. She indicated she had always
attended the meetings.

The record for Resident #B was reviewed
on 4/26/16 at 9:11 a.m. The resident's
diagnoses included, but were not limited
to, major depressive disorder, shortness
of breath, osteoarthritis, Alzheimer's
disease, dementia, and anxiety.

A Quarterly Minimum Data Set (MDS)
assessment had been completed on
3/3/16.

The care plan had been updated on
3/2016.

The last documented care conference
note dated 1/7/15 indicated the resident
and family were invited to the care plan
meeting and the resident's daughter had
attended.

Social Service Progress notes dated
12/2015 through 4/26/16 indicated there
was no documentation a care conference
meeting had been held with the resident
or daughter.

the truth of the facts alleged or
conclusions set forth in the
statement of deficiencies. The
plan of correction is prepared
and/or executed solely because
it is required by the provision
of federal and state law. F280
The resident and/or responsible
party has the right to participate in
planning care and treatment or
changes in care and treatment.
The facility failed to ensure the
resident and/or the resident’s
responsible party were invited to
care conferences periodically
after each assessment for 2 of 4
residents reviewed. Corrective
action taken for residents
found to have been affected by
the deficient practice: Resident
B: The resident and/or the
responsible party were invited to
attend a care plan conference
with IDT representation. Care
plan conference was held on
5/10/2016. Resident 100: The
resident and/or the responsible
party were invited to attend a care
plan conference with IDT
representation. Care plan
conference is scheduled to be
held on 5/16/2016. To determine
if other residents had been
affected by the deficient practice,
an audit of care plan conference
completion for all residents was
done. Any residents found to
have an overdue care conference
were notified by Social Services
and invited to attend a resident
care conference Identification
of other residents having the
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On 4/26/16 at 2:14 p.m., Social Worker potential to be affected by the
(SW) #1 was interviewed. At that time, sar.r;e dt‘*f'r:"e"ttﬁra"t'tce:t. Al\ltl .
. residents have the potential to be
the SW indicated she had not had a care P
) i ) affected. To ensure that
plan meeting with the resident's daughter proper practices continue: The
in a long time. She indicated her system Administrator has in-serviced the
was to call the families and set up the Social Service staff regarding
care plan meetings. She indicated a care 'rr;\;'sggs?;zhp;e:;d; n;:hn:éﬂe g
conference was to be held with the care conference with IDT
resident and family at least quarterly and representation per minimum
within the first 30 days for the new guidelines and as needed.
residents . SW #1 indicated she had been Participation n the care ,
. . . conference will be documented in
the only Social Worker for awhile and it the medical chart.
was hard to plan and set up meetings for Administrator/designee will initiate
all the residents. She further indicated anq complete a monitoring tool
the facility now had another social x?t:zlh ;V:;to;ﬁ;”;aac:nf:l'dent s
service person with plans to hire a third assessment to schedule care
one and she would be able to focus on the plan conference to ensure
Second floor for the residents who were compliance with this plan of .
going to be more long term placement. cgrrectlon. Each week, an audit
. . . , will be conducted of every
2. Inter.\/lew with Resident #100's resident scheduled for an
responsible party member on 4/25/16 at initial, quarterly or annual review
10:27 a.m., indicated he had not attended during the corresponding week to
a Care Plan Conference for the resident 2(00':)':?;;9;:2?;/2? ,";g:tt,?'s plan
. . i i ify
nor recelved. notice about a Care Plan trends to review with the facility’s
Conference in over a year. QAA Committee. After the fourth
week, the QAA Committee will
The record for Resident #100 was ;exilew all a:tdhlt t?olﬁ.tan: will
. etermine if the facility has
revu.awed on 4/26/16 at 10:14 a.m. achieved 100% compslliance with
Review of the Care Conference Notes practices at which time the
indicated the last Quarterly Care monitoring will cease. If the QAA
H H o,
Conference was scheduled on 4/15/15. Committee determines that 100%
compliance has not been
) ) ) achieved, the monitoring tools will
Interview with Social Worker #1 on continue for another four week
4/27/16 at 2:23 p.m., indicated she had period and will again be reviewed
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not scheduled any face-to-face the Care by the QAA Committee. This
Conferences in over a year and the Care pra'cltlce will coptmue until the
facility has achieved 100%
Conferences should be scheduled compliance. The systematic plan
quarterly. will be randomly initiating all audit
tools again throughout the next
3.1-35(c)(2)(C) 12 months, to ensure that this
deficient practice will not recur.
Quality Assurance Plan to
monitor compliance with this
Plan of Correction: Identified
concerns shall be reviewed by the
facility’s QAA Committee.
Findings from all audit tools will
continue to be reviewed monthly
throughout the year.
Recommendations for further
corrective action will be discussed
and implemented as needed.
Completion Date: May 28, 2016
F 0309 483.25
SS=D PROVIDE CARE/SERVICES FOR
Bldg. 00 | HIGHEST WELL BEING
Each resident must receive and the facility
must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and
psychosocial well-being, in accordance with
the comprehensive assessment and plan of
care.
Based on observation, record review, and F 0309 Nursing Care at Hartsfield Village 05/28/2016
interview, the facility failed to ensure 503_’ Otis Bowen Dr|.ve Munster,
. . . Indiana 46321 This plan of
bruises and/or skin lesions were assessed correction represents the
and monitored for 3 of 3 residents center’s allegation of
reviewed for skin conditions compliance. The following
(non-pressure related) of the 5 residents combined plan of correction
who met the criteria for skin conditions and allegatl.on.of compliance is
(non-pressure related). (Residents #56, notan adm_ls_s on to any ?f the
alleged deficiencies and is
#62, and #69) submitted at the request of the
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Indiana State Departmentof
Findings include: Health. Preparation and
execution of this response and
. plan of correction does not
1. On 4/24/16 at 5:11 p.m., Resident #62 constitute an admission or
was observed with a dark purple agreement by the provider of
discoloration to the top of her left hand the truth of the facts alleged or
located between her thumb and index conclusions set forth in the
statement of deficiencies.The
finger. C
plan of correction is prepared
and/or executed solely because
The record for Resident #62 was it is required by the provision
reviewed on 4/25/16 at 3:06 p.m., the of federal and state law. F309
resident's diagnoses included, but were tEhath rﬁildent Tust r%cei\r/]e and
not limited to, anemia, history of falling © facillty must provige the
. ’ i necessary care and services to
and abnormality of gait and mobility. attain or maintain the highest
practicable physical,mental and
An entry in the Nursing Progress notes psych(;)social \{vsll-being in d
dated 4/23/16 at 5:53 p.m., indicated the accordance with assessment an
) plan of care. The facility failed to
resident was found on the floor. The ensure bruises and/or skin
resident indicated that she was trying to lesions were assessed and
reach for a book and fell. A skin tear was mqmtored for 3 of 5 .re3|der1ts
noted to the resident's right posterior calf. reviewed. C_orrectlve action
h . ) taken for residents found to
T e;s: was no docgmentatlon related to have been affected by the
bruising to the resident's left hand. deficient practice: Resident 62:
Head to toe assessment
Interview with the resident on 4/26/16 at performfedkgn tE'S r‘ss'di”t' Ag
. . areas of skin alteration have been
1.49 p.m., 1nd10ate.d that she received the identified and the medical record
bruise when she slipped out of her has been updated as appropriate
wheelchair. with regard to facility policy.
Resident 69: Head to toe
There was no documentation in the assgssment performed on this
. resident. All areas of skin
Nursing Progress notes between the dates alteration have been identified
of 4/23/16 and 4/27/16 related to a bruise and the medical record has been
on the resident's left hand, nor had an updat(;ed afs quropT!ate WFI{th y
"event" entry been completed in the regard to facility policy. - Resident
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electronic medical record. 56: Head to toe assessment
performed on this resident. All
. areas of skin alteration have been
Review of the Treatment book on identified and the medical record
4/27/16 at 9:11 a.m., indicated there was has been updated as appropriate
no Non-pressure Skin sheet for Resident with regard to facility policy. To
462 for review determine if any other
' residents had been affected by
the deficient practice, audit was
On 4/27/16 at 2:45 p.m., LPN #4 completed of all residents' skin
confirmed the presence of the bruise to integrity. To correct if there were
the resident's left hand. The LPN any §k|n alterations found, the
ded h dindi d medical record was updated as
proceeded to the computer and indicate appropriate with regard to facility
the only event report that was completed policy, including family and
was for the resident's skin tear. The LPN physician notification.
indicated she had not noticed the bruise. Lde'?t'f"’:tw" :’f °fh|er r:sments
She indicated if she would have noticed aving the potential to e
i . affected by the same deficient
it, she would have informed the practice: All residents with the
Physician, asked the CNA's if they had potential for alteration in skin
noticed anything previously, and have integrity have the potential to be
completed an incident report as well as affected. T‘_’ ensure t.hat
leted " " chartine in th proper practices continue: The
compieted “event” charting in the DON/Designee will in-service the
computer. nursing staff regarding
identification and documented
An "event" entry was completed on Imo‘nitorir:\lg of br”i?‘l‘lez angl or Stk'(;‘
4/27/16 at 3:51 p.m., which indicated the estons. NUrses wil be educate
i ) ) regarding completion of an event
resident had a bruise to the left anterior in the patient's medical record for
hand that measured 5.9 centimeters (cm) any identified alteration in skin
x 3.5 cm. The bruise was documented as 'n_tlfgr}tt,y-t Thg DON/I Dtesugnee
being black and blue in color. 2. On wrilinifiate and completea
) monitoring tool and conduct direct
4/25/16 at 8:33 a.m., Resident #69 was skin observations 3x/weekly for
observed in bed. At that time, there was four weeks to ensure compliance
a disolored area that was purple and red with this plan of correction. Each
. . week, a minimum of 30 audits will
in color noted to her right forearm. The be conducted to monitor
resident was wearing a short sleeved compliance and/or identify trends
shirt. The resident was also wearing one to review with the facility's QAA
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geri sleeve (protective sleeves designed Committee. After the fourth week,
to maintain skin integrity) to the left arm the QAA Comm|tFee will review all
- audit tools and will determine if
and t.here was no geri sleeve observed on the facility has achieved 100%
the right arm. compliance with practices at
which time the monitoring will
On 4/27/16 at 10:20 a.m., LPN #1 was cease. If the QAA Committee
ked f ki f determines that less than 1000%
aske t.o periormas 1.n assessment for compliance has been achieved,
the resident. At that time, the LPN the monitoring tools will continue
removed the resident's right geri sleeve for another four week period and
from her arm. There was a red/purple will again be re.\newed'by the QAA
brui b d on th ident's 1 Committee. This practice will
ruise observed on the resident's lower continue until the facility has
forearm. achieved 100% compliance. The
systematic plan will be randomly
Interview with LPN #1 at that time, initiating all audit tools again
indi d sh f the brui throughout the next 12 months, to
ndicate .S © wa§ unaware of the bruise ensure that this deficient practice
to the resident's right forearm. She will not recur. Quality
indicated when a bruise was observed, an Assurance Plan to monitor
Event was to be completed and episodic compliance with this Plan of
charting would begin. Correctlon:. Identified conccla'rn’s
shall be reviewed by the facility’s
QAA Committee. Findings from
The record for Resident #69 was all audit tools will continue to be
reviewed on 4/25/16 at 2:16 p.m. The reviewed monthly throughout the
resident's diagnoses included, but were year. Recomrlnendat}ons for
limited to. d o d . further corrective action will be
not limited to, dementia, depressive discussed and implemented as
disorder, Alzheimer's disease, high blood needed. Completion Date: May
pressure, and atherosclerotic disease. 28, 2016
The Annual Minimum Data Set (MDS)
assessment dated 4/14/16 indicated the
resident had short and long term memory
problems. The resident was severely
impaired for decision making. The
resident needed extensive assistance with
two person physical assist for bed
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mobility and extensive assist with one
person physical assist for dressing and
toilet use.

The current and updated 4/2016 plan of
care indicated the resident may be at risk
for skin breakdown related to cognitive
and physical limitation with incontinence
and inability to communicate. The
Nursing approaches were to apply long
sleeves or geri sleeves to bilateral arms to
prevent skin tears and bruising.

Nursing Progress notes dated
4/20-4/27/16 indicated there was no
documentation regarding any bruising to
the resident's right forearm.

The Events section was reviewed. There
were no documented Events noted in the
resident's record from 4/20-4/26/16.

An Event was initiated by LPN #1 on
4/27/16 at 10:00 a.m. The resident's
bruise was described as a triangle shaped
red and blue bruise to the right forearm.
The bruise measured 2.2 centimeters
(cm) by 1.2 cm

Interview with the Assistant Director of
Nursing (ADON) #1 on 4/27/16 at 11:40
a.m., indicated when a bruise was first
observed the nurse was to create an Event
in the computer and then proceed with
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episodic charting.

3. On 4/24/16 at 11:35 a.m., Resident
#56 was observed in her room seated in a
wheelchair. There was a nickel sized
purplish area noted to the resident's

right upper cheek.

On 4/26/16 at 10:41 a.m., LPN #2 was
observed performing a skin assessment
for the resident. At that time, she
indicated there was a purplish area of
irritation to the resident's right upper
cheek.

Interview with LPN #2 at that time,
indicated she was the Nurse currently
caring for the resident and she was not
currently being monitored for an area to
her right upper cheek. She was unaware
of the resident having any facial bruising,
irritations, and/or lesions. The LPN then
checked the computer for verification.

The record for Resident #56 was
reviewed on 4/25/16 at 3:05 p.m. The
resident's diagnoses included, but were
not limited to, heart failure, Parkinson's
Disease, major depression, and a history
of skin cancer.

Review of the Nursing Progress notes
dated 4/1/16 through 4/25/16 indicated
no evidence of documentation related to
the nickel sized purplish area to the
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resident's right upper cheek.

Review of the CNA Shower Sheets,
which also included skin assessments by
the Nursing staff, dated 2/2/16 through
4/25/16, indicated no evidence of
documentation related to the nickel sized
purplish area to the resident's right upper
cheek.

Interview with LPN #8 on 4/27/16 at
9:42 a.m., indicated non-pressure skin
assessments and/or monitoring was
charted by the Nursing staff in the
progress notes.

Interview with the Director of Nursing on
4/28/16 at 9:15 a.m., indicated it was her
expectation for Nursing staff to assess
and complete episodic charting (nursing
progress notes) for non-pressure skin
related issues such as skin irritations
and/or lesions until the area was resolved.
Further interview indicated the Nursing
staff had assessed the skin irritation on
4/26/16 and had not been documenting
the continued monitoring of the facial
skin irritation in the Nursing Progress
Notes (episodic charting).

3.1-37(a)

483.25(a)(3)
ADL CARE PROVIDED FOR DEPENDENT
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A resident who is unable to carry out
activities of daily living receives the
necessary services to maintain good
nutrition, grooming, and personal and oral
hygiene.
Based on observation, record review, and F 0312 Nursing Care at Hartsfield Village 05/28/2016
interview, the facility failed to ensure a ;50d3 0“84'2(;;’1% .Il?r:l.ve I:/Iuns:er,
i ) . ndiana is plan o
de.per.ldent re§1dent was provided with correction represents the
toileting and incontinence care every two center’s allegation of
hours for 1 of 1 residents reviewed for compliance. The following
activities of daily living of the 1 resident combined plan of correction
who met the criteria for activities of daily and allegatl.on_of compliance is
livi Resident #B not an admission to any of the
iving. (Residen ) alleged deficiencies and is
submitted at the request of the
Finding includes: Indiana State Department of
Health. Preparation and
Interview with Resident #B's Power of e)l(ecutfion of "t‘_is rzsponsetand
an of correction does no
Attorney (her daughter) on 4/25/16 at pran o o
o . constitute an admission or
9:41 a.m., indicated she does not think agreement by the provider of
her mom gets the help going to the toilet the truth of the facts alleged or
she needed to maintain some urinary conclusions set forth in the
continence. statement of deficiencies. The
plan of correction is prepared
. and/or executed solely because
On 4/26/16 10:03 a.m., Resident #B was it is required by the provision
observed being wheeled out of the of federal and state law. F312
shower room. At that time, CNA #4 A resident who is unable to carry
indicated the resident had just received a out ?Ct'v'tt':s of daily living
. receives the necessary services
shower. Tbe CNA. indicated her clothes to maintain good nutrition,
and incontinent brief were Changed as grooming, and personal and oral
well at that time. The resident was taken hygiene. The facility failed to
into the dining room on the second floor ensure a dependent resident was
to attend the activity of voea provided with toileting every two
y ot yoga. hours for 1 of 1 residents
reviewed. Corrective action
On 4/26/16 from 10:05 a.m. until 11:10 taken for residents found to
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a.m., the resident remained in the dining have been affected by the
room in the activity of yoga. deficient practice: Resident B
will be monitored to ensure
. toileting is offered every two
At 11:12 a.m., a visitor came and hours and/or as needed.
wheeled the resident out of the dining Identification of other residents
room to the D-Wing lounge, where they having the potential to be
remained visiting. affect_ed by the §ame deficient
practice: All residents who
o require assistance with toileting
At 11:57 a.m. the visitor wheeled the have the potential to be affected.
resident to her room and placed her in the To ensure that proper
hallway right outside the room. The practices continue: The
. . . DON/Designee will re-educate
visitor was observed to place something ; .
. the nursing staff regarding
in her room and then walked out of the offering toileting assistance to
room and pushed the resident to the each resident who requires
dining room, where she was seated at her assistance with toileting at a
table. The resident received her lunch minimum of every two hours
and/or as needed. Education will
tray at 12:22 p.m. focus on offering toileting
assistance to these residents
On 4/26/16 at 1:19 p.m., the resident was even when vi.sitors.a(e present or
observed being wheeled out of the dining when Fh.e resident s involved in
o . an activity. Education for nurses
room by another visitor. The resident will focus on monitoring CNAs to
was again wheeled to the D-Wing lounge ensure compliance with this plan
area. At that time, the visitor indicated of correcti.on. The. 3
she was the resident's daughter. The DON/Designee \.N'” Initiate and
] o complete a monitoring tool and
resident's daughter indicated she had conduct observations
arrived at the facility about half way 5x/weeklyfor four weeks to
through the lunch and was going to help ensure compliance with this plan
her mom eat of correction. Each week, a
) minimum of 30 audits will be
conducted to monitor compliance
Continued observation from 1:19 p.m. and/or identify trends to review
until 2:38 p.m., the resident remained in with the facility’'s QAA Committee.
the D-Wing lounge area with her After the fourt.h We,ek’ the QA,A
. Committee will review all audit
daughter. There was no Nursing staff tools and will determine if the
observed at those times, to offer and/or facility has achieved 100%
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assist the resident to the use the compliance with practices at
bathroom which time the monitoring will
’ cease. If the QAA Committee
determines that less than 100%
At 2:33 p.m., on 4/26/16, CNA #2 was compliance has been achieved,
asked if she had taken the resident to the the monitoring tools will continue
bathroom since she had started her shift fo.r”anot.hetr’ four yveekdp:rl?hd a(giA
] . will again be reviewed by the
at 2:00 p.m. The CNA indicated she had Committee. This practice will
not, but would go and get her now. continue until the facility has
achieved 100% compliance. The
On 4/26/16 at 2:38 p.m., the resident was 'Syts'tet'matlcllplag':tw” Ibe raqdomly
. . initiating all audittools again
placed on the toilet. At that time, CNA throughout the next 12 months, to
#2 was unaware as to when the last time ensure that this deficientpractice
the resident had used to the bathroom. will not recur.  Quality
She indicated, end of shift report was to Assur?nce Pla_n to _m°“it°"
be provided by the CNA who was compliance with this Plan of
. . Correction: Identified concerns
leaving, but that did not happen today. shall be reviewed by the facility's
QAA Committee. Findings from
Interview with CNA #1 on 4/26/16 at all audit tools will continue to be
2:40 p.m., indicated she had taken care of reviewedmonthly thrqughout the
. L. year. Recommendations for
Resident #B earlier in the day, and was further corrective action will be
working a double shift. She indicated she discussed and implemented as
had not checked or taken the resident to needed. Completion Date:
the toilet at all since she received her May28, 2016
shower earlier in the morning. The CNA
indicated she was going to toilet her after
lunch, but had to stay in the dining room
with the residents while they finished
eating. When lunch was over, the CNA
indicated the resident's daughter was
there visiting, and she was going to take
her to the bathroom when she left.
Interview with LPN #2 on 4/26/16 at
2:45 p.m., indicated she was Resident
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#B's nurse. The LPN indicated she does
not ask the CNAS if they made sure they
were toileting the residents every 2 hours.

The record for Resident #B was reviewed
on 4/26/16 at 9:11 a.m. The resident's
diagnoses included, but were not limited
to, major depressive disorder, shortness
of breath, osteoarthritis, Alzheimer's
disease, dementia, and anxiety.

The Quarterly Minimum Data Set (MDS)
assessment dated 3/3/16 indicated the
resident had a Brief Interview for Mental
Status (BIMS) score of 4, indicating she
was severely impaired for decision
making and not alert and oriented. The
resident was coded as having no
behaviors. The resident needed extensive
assist with two person physical assist for
transfers, toileting, and personal hygiene.
The resident was frequently incontinent
of urine and bowel and was not on any
toileting program.

The current and updated 3/2016 plan of
care indicated the resident was frequently
incontinent of bladder and required
extensive assist with her toileting needs.
The Nursing approaches were to check
for incontinence and the need to use the
toilet approximately ever two hours.

A bladder assessment dated 3/3/16
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indicated the resident had multiple
urinary incontinent episodes daily. The
needs of the resident were to assist to the
toilet and the resident eliminated on the
toilet.

Interview with the ADON #1 on 4/26/16
at 3:00 p.m., indicated the residents were
to be checked and/or changed and taken
to the toilet every two hours.

3.1-38(a)(2)(C)

483.25(d)

NO CATHETER, PREVENT UTI, RESTORE
BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless
the resident's clinical condition demonstrates
that catheterization was necessary; and a
resident who is incontinent of bladder
receives appropriate treatment and services
to prevent urinary tract infections and to
restore as much normal bladder function as
possible.

Based on observation, record review, and
interview, the facility failed to follow
their policy regarding proper Foley
(indwelling urinary) catheter care for 1 of
3 residents reviewed for urinary catheter
use of the 3 residents who met the criteria

for urinary catheter use. (Resident #78)

F 0315

Nursing Care at Hartsfield Village
503 Otis Bowen Drive Munster,
Indiana 46321 This plan of
correction represents the
center’s allegation of
compliance. The following
combined plan of correction
and allegation of compliance is
not an admission to any of the

05/28/2016
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alleged deficiencies and is
Finding includes: submitted at the request of the
Indiana State Department of
. Health. Preparation and
On 4/26/16 at 11:11 a.m., the resident execution of this response and
was observed in the hallway sitting in his plan of correction does not
wheelchair. At that time, the resident constitute an admission or
was observed with an indwelling Foley agreement by the provider of
catheter the truth of the facts alleged or
' conclusions set forth in the
statement of deficiencies. The
On 4/26/2016 at 3:50 p.m., Foley catheter plan of correction is prepared
care was observed with LPN #3. The and/or executed solely because
resident was put into bed and his brief it is required by the provision
was removed. The LPN wet a washcloth of fede'?l and state law. F315
. . . The facility must ensure that a
with the solution of periwash. She began resident who enters the facility
to retract the foreskin and cleansed the without an indwelling catheter is
head of the penis and around the head, not catheterized unless the
: ident’s clinical condition
and back on top again. The nurse went resi
. P ag demonstrates that catheterization
back into the bathroom for a dry was necessary; and a resident
washcloth and began to dry the area she who is incontinent of bladder
had previously cleaned. She then attached receives appropriate treatment
his brief and pulled up his pants. and services to prevent urinary
tract infections and to restore as
much normal bladder function as
The record for Resident #78 was possible. The facility failed to
reviewed on 4/25/16 at 2:41 p.m. The follow their policy regarding
resident's diagnoses included, but were proper Foley(indwelling urlpary)
limited to. h fail K catheter care for 1 of 3 residents
not limited to, heart failure, stroke, reviewed for urinary catheter use
hemiplegia, major depressive disorder, of the 3 who met the criteria for
urinary retention, and personal history of urinary catheter use. Foley
other diseases of urinary system with Cathete',' care was observed fgr 1
. of 3 residents who met the criteria
recent hematuria. for urinary catheter use.
Corrective action taken for
The Admission Minimum Data Set residents found to have been
(MDS) assessment dated 3/16/16 affect_ed by thg deficient
indicated the resident's Brief Interview practice: Resident 78: The
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for Mental Status (BIMS) score was an indwelling urinary catheter was
11 indicating the resident's cognition was retr:oved..d Id:n:flc.atlorhof
) . . . other residents having the
moderately impaired for decision making. potential to be affecte% by the
The resident needed extensive assist with same deficient practice: All
1 person physical assist for dressing, residents with an indwelling
toilet use and personal hygiene. The urinary catheter have the potential
resident was frequently incontinent of to be affectec!. To ensure that
b | and bladd proper practices continue: The
owel and bladder. DON/Designee will re-educate
nursing staff regarding the policy
Physician orders dated 3/22/16 indicated for Catheter Care Procedure.
an indwelling Foley catheter 16 French Thj DON/| Dte3|gnee ‘_’:'”.'mt'tatel
. . and complete a monitoring too
and 3.0 cubl'c centlr.neters (cc) Palloon for and conduct observations of
the diagnosis of urinary retention, and catheter care 2x/weekly for four
Foley catheter care every shift (days, weeks, on all three shifts, to
evenings, nights) ensure compliance with this plan
’ of correction. Each week, a
. minimum of eight audits will be
PhYSICIan Orders dated 3/24/16, 4/5/16, conducted to monitor compliance
and 4/15/16 indicated Urinalysis (UA) and/or identify trends to review
and Culture and Sensitivity (C&S). with the facility’s QAA Committee.
After the fourth week, the QAA
Committee will review all audit
The Medication Administration Records tools and will determine if the
(MARS) for 3/2016 and 4/2016 were facility has achieved 100%
reviewed. The resident had received cc;}mﬁh?ncethwnh prgftlges at.”
Bactrim DS (an antibiotic) 800/160 coman. 11 the QA Commati
milligram (mg) tablet for 7 days for a determines that less than 100%
diagnosis of a Urinary Tract Infection compliance has been achieved,
(UTI) from 3/27/16 thru 4/1/16, and then the monitoring tools will continue
. .. for another four week period and
continued on the same medication and ! . )
will again be reviewed by the QAA
dose from 4/2/16 thru 4/12/16. The Committee. This practice will
resident was started on Cephalexin (an continue until the facility has
antibiotic) 250 mg three times a day for a achieved 100% compliance.The
diagnosis of a UTI from 4/1/16 thru systematic plan will be randomly
] . initiating all audittools again
4/4/16. The resident was started on Cipro throughout the next 12 months, to
(an antibiotic) 250 mg twice daily for ensure that this deficientpractice
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diagnosis of a UTI from 4/17/16 thru will not recur.  Quality
4/24/16. Assurance Plan to monitor
compliance with this Plan of
L Correction: I|dentified concerns
The care plan dated 3/25/16 indicated shall be reviewed by the facility’s
potential for complication related to need QAA Committee. Findings from
for urinary indwelling catheter. The all audit tools will continue to be
Nursing interventions included "to have reviewed monthly thrgughout the
. . . . year. Recommendations for
the urinary indwelling catheter remain further corrective action will be
free of complications daily, and discussed and implemented as
....provide catheter care every shift." needed. Completion Date: May
28,2016 The facility respectfully
. requests a face-to-face IDR. The
The Catheter Care Procedure Policy facility contends that the citation
dated effective 6/1/15 and deemed and/or the scope and severity
current by ADON #1 was reviewed. The assigned is not justified. The
policy indicated for the resident to lie on facility requgg,ts the opportunlty to
his back and h neal f present additional rationale and
15 back and expose the perineal area, for evidence for consideration and
the nurse to wash hands and put on non review at a face-to-face meeting.
sterile gloves. The policy then directed, It is my understanding that ISDH
"In the male resident retract the foreskin will contact the Administrator to
. . . . . schedule such meeting. Thank
if uncircumcised, and begin at the tip of you
the penis washing in a circular motion
then progress outward cleaning the
proximal 1/3 of the catheter. Continue to
wash the penis, scrotum and inner thighs.
Gently pat area dry with a towel drying
the areas in the same fashion as
washing." Then, staff should remove
gloves and wash hands.
Interview on 4/24/16 at 11:51 a.m. with
Assistant Director of Nursing (ADON)
#1, indicated Resident #78 had a Foley
catheter due to the diagnoses of urinary
retention.
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Interview with CNA #7 on 4/26/16 at
3:08 p.m., indicated that she does
perform Foley catheter care on the
residents by wiping the tubing with
antiseptic wipes.

Interview with ADON #1 on 4/27/16 at
1:40 p.m., indicated she would expect the
staff member to follow the care policy to
perform the task. She further indicated
the nurse did not perform the catheter
care correctly and she would need to
educate the staff.

3.4-41(a)(2)

483.25(1)

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
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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.
Based on record review and interview, F 0329 Nursing Care at Hartsfield Village 05/28/2016
the facility failed to ensure each resident's 503 Otis Bowen Drl.ve Munster,
. Indiana 46321 This plan of
drug regimen was free from unnecessary correction represents the
drugs related to the lack of proper center’s allegation of
indications for the continued use of compliance. The following
psychotropic medications for 1 of 5 combined plan of correction
resident reviewed for unnecessary and allegat|.on.of compliance is
. . not an admission to any of the
medications. (Resident #100) . .
alleged deficiencies and is
submitted at the request of the
Finding includes: Indiana State Department of
Health. Preparation and
The record for Resident #100 was execution of th_is response and
reviewed on 4/26/16 at 10:14 a.m. plan o.f correctlon'do?s not
. . o constitute an admission or
Diagnoses included but were not limited agreement by the provider of
to dementia with behaviors and the truth of the facts alleged or
depression. conclusions set forth in the
statement of deficiencies. The
The Quarterly Minimum Data Set (MDS) plan of correction is prepared
and/or executed solely because
assessment, completed on 10/9/15, it is required by the provision
indicated the resident had mild of federal and state law. F329
depression and no mood or behavior Each resident’s drug regimen
issues. must be free from unnecessary
drugs. The facility failed to ensure
each resident’s drug regimen was
The current and updated Care Plan free from unnecessary drugs
indicated the resident was at risk for related to the lack of proper
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adverse consequences related to indications for the continued use
antipsychotic medication use. The of psychotropic mgdications for 1
. Lo of 5 residents reviewed for
approaches included, but were not limited unnecessary medications.
to, administer medications as ordered, Corrective action taken for
gradual dose reduction review at least residents found to have been
quarterly, observe for central nervous affected by thg deficient _
system disturbances, and pharmacy practice: Resident 100: Resident
. ’ 100 most recently had a reduction
review at least quarterly. in psychotropic medication in
April 2016. Medication review
The Physician's Orders dated 12/24/15 completed by Pharmacist.
included orders for Celexa (an Recommendation discussed with
. L attending Physician. Medical
anti-depressant medication) 10 Director and attending Physician
milligrams (mg) every other day and reviewed Resident 100’s
Zyprexa (an antipsychotic medication) 5 medica:jion ;egimen with orders
. received to discontinue
mg every night. psychotropic medication due to
stability of Resident 100’s mood
A Consultant Pharmacist's Medication and behavior. Facility staff will
Regimen Review sheet dated 10/23/15 continue to monitor Resident 100
indicated the resident was on Zyprexa 5 focrj'motod and/or behavior
mg nightly at bedtime for dementia with I-Po ISZtZ:rST;ine if any other
behavior disturbances and was due for a residents had already been
re-evaluation of the dosage. The affected by the deficient practice,
Pharmacist's recommendation was to Director of Nursing/ dgsugnee.
. completed 100% audit of resident
reduce the Zyprexa to 2.5 mg nightly at antipsychotic drug usage in
bedtime. The Physician indicated she relation to gradual does
declined the recommendation. There was reduction. Physician was
no evidence of documentation providing contacted if GDR attempt had not
. . been completed or physician had
a specific rationale as to why a dose not documented rationale for no
reduction attempt would or would not be reduction Identification of
contraindicated at that time. other residents having the
potential to be affected by the
A Consultant Pharmacist's Medication same deflc!ent practice: Al
. . residents with orders for
Regimen Review sheet dated 11/24/15 antipsychotic medication have the
indicated the resident was on Zyprexa 5 potential to be affected. To
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mg nightly at bedtime and Celexa 10 mg
every other day. The resident was
discussed in the behavior meeting on
11/20/15 and her last depression score
indicated she suffered from mild
depression. The Pharmacist's
recommendation was to increase the
Celexa to 10 mg every day. The
Physician indicated she declined the
recommendation, "Patient dosing
appropriate, Thanks." There was no
evidence of documentation providing a
specific rationale as to why a dose
reduction attempt would or would not be
contraindicated at that time.

A Consultant Pharmacist's Medication
Regimen Review sheet dated 4/9/16
indicated the resident was on Zyprexa 5
mg nightly at bedtime and Celexa 10 mg
every other day and was due for a
re-evaluation of the dosages. She was
discussed in the behavior meeting on
4/8/16 and staff mentioned she had
declined and was showing no signs of
behaviors. The Pharmacist
recommendation was to reduce the
Zyprexa to 2.5 mg nightly for 2 weeks
then discontinue. The Physician
indicated, "Stop Celexa. Do not stop
Zyprexa, Thanks." There was no
evidence of documentation providing a
specific rationale as to why a dose
reduction attempt would be

ensure that proper practices
continue: The attending
physician has been re-educated
by the Medical Director related to
clearly documenting a specific
rationale for continued use of
psychotropic medications.
Each month, the Behavior
Management Committee will
review Gradual Dose Reduction
(GDR) requests and Physician
responses in order to monitor
compliance with this plan of
correction and/or identify trends
to review with the facility’s QAA
Committee. This monitoring will
continue monthly for three
months. After the third month, the
QAA Committee will review all
audit tools and will determine if
the facility has achieved 100%
compliance with practices at
which time the monitoring will
cease. If the QAA Committee
determines that less than 100%
compliance has been achieved,
the monitoring tools will continue
for another one month period and
will again be reviewed by the QAA
Committee. This practice will
continue until the facility has
achieved 100% compliance. The
systematic plan will be randomly
initiating all audittools again
throughout the next 12 months, to
ensure that this deficientpractice
will not recur

Quality Assurance Plan to
monitor compliance with this
Plan of Correction:
Identified concerns shall be
reviewed by the facility’s QAA
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contraindicated for the Zyprexa. Committee.Findings from all audit
tools will continue to be
Review of the Nursing Progress notes reViewﬁdmon:;z;g:;g};zu;:‘e
o . year. ccom
dated 8/201§ through 4/20?6 indicated no further corrective action will be
documentation of any continued discussed and implemented as
behaviors. needed.
Completion Date: May28,
. . . 2016 The facility respectfull
Review of the Physician's Progress notes Mty respectiully
requests a face-to-face IDR. The
dated 8/11/15, 10/22/15, 12/21/15, and facility contends that the citation
2/23/16 indicated no documentation and/or the scope and severity
related to behaviors. assigned is not justified. The
facility requests the opportunity to
) . . ) present additional rationale and
(DON) on 4/26/16 at 1:20 p.m., indicated review at a face-to-face meeting.
the Physician had been made aware of It is my understanding that ISDH
. T will contact the Administrator to
proper documentation for the indication .
) schedule such meeting. Thank
of use related to psychotropic you.
medications. Continued interview with
the DON on 4/28/16 at 11:55 a.m.,
indicated there had been no behavior
monitoring and or tracking completed for
the resident.
3.1-48(a)(2)
F 0431 483.60(b), (d), (e)
SS=D DRUG RECORDS, LABEL/STORE DRUGS
Bldg. 00 | & BIOLOGICALS
The facility must employ or obtain the
services of a licensed pharmacist who
establishes a system of records of receipt
and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and determines that drug
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records are in order and that an account of
all controlled drugs is maintained and
periodically reconciled.
Drugs and biologicals used in the facility
must be labeled in accordance with currently
accepted professional principles, and
include the appropriate accessory and
cautionary instructions, and the expiration
date when applicable.
In accordance with State and Federal laws,
the facility must store all drugs and
biologicals in locked compartments under
proper temperature controls, and permit only
authorized personnel to have access to the
keys.
The facility must provide separately locked,
permanently affixed compartments for
storage of controlled drugs listed in
Schedule Il of the Comprehensive Drug
Abuse Prevention and Control Act of 1976
and other drugs subject to abuse, except
when the facility uses single unit package
drug distribution systems in which the
quantity stored is minimal and a missing
dose can be readily detected.
Based on observation and record review, F 0431 Nursing Care at Hartsfield Village 05/28/2016
the facility failed to ensure multidose 50?? Otis Bowen DI’I.VG Munster,
.. . . Indiana 46321 This plan of
medications related to insulin vials and correction represents the
inhalers were dated when opened for 1 of center’s allegation of
3 units throughout the facility. (The First compliance. The following
floor) combined plan of correction
and allegation of compliance is
Finding includes: not an adm.is.sion. to any ?f the
alleged deficiencies and is
submitted at the request of the
On 4/28/16 at 10:02 a.m., two vials of Indiana State Department of
Levemir Insulin were observed in the Health. Preparation and
execution of this response and
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First floor medication refrigerator. Both plan of correction does not
vials of Insulin had not been dated when constitute an admission or
thev were opened agreement by the provider of
y P ’ the truth of the facts alleged or
conclusions set forth in the
Interview with LPN #5 at the time, statement of deficiencies.The
indicated the vials of Insulin had recently plan of correction is prepared
been delivered but should have been and/or executed solely because
it is required by the provision
dated when they were opened. !
W yw p of federal and state law. F431
Drugs and biologicals used in the
At 10:10 a.m., a Combivent inhaler was facility must be labeled in
observed in the Medication Cart for the accordance with currently
"A" hall on the First floor. LPN #6 accepted professional principles,
o i ) and include the expiration date
indicated the inhaler had been opened. when applicable. The facility
There was no date on the label to indicate failed to ensure multidose
when the inhaler had been opened. The medications related to insulin
Pharmacy label on the box indicated the vials and inhalers were dated
i . when opened for 1 of 3 units
1nha1'er was to be discarded 90 days after throughout the facility.
opening. Corrective action taken for
residents found to have been
Continued interview with LPN #6 at this affeCt_ed by the deficiept
time, indicated the inhaler had not been _prac.tlce_. The two _multldose
insulin vials were discarded
dated when opened. immediately. The one inhaler was
discarded immediately. To
The facility policy titled "Preparation and determine if any other residents
General Guidelines for Vials and \g;r;iigez:]egub dyi ttcvz:eflment
Ampules of Injectable Medications" was immediately completed by the
reviewed. The policy was provided by Director of Nursing/designee of all
the Director of Nursing on 4/28/16 at medication storage areas. No
10:42 a.m., and identified as current. The other mecﬁcaﬂons were found that
licv indi d the following: "The d were expired or not labeled
policy indicated the following: ¢ date Identification of other residents
opened and the initials of the first person having the potential to be
to use the vial are recorded on multidose affected by the same deficient
vials (on the vial label or an accessory practice: Residents receiving
label affixed for that purpose).” medication from multidose vials
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3.1-25())

and/or inhalers have the potential
to be affected. To ensure that
proper practices continue: The
DON/Designee will in-service
nurses on pharmacy policy
regarding proper labeling of
multiuse medications.  The
DON/Designee will initiate and
complete a monitoring tool and
conduct audits of the facility’s ten
medication storage areas weekly
for four weeks to ensure
compliance with this plan of
correction. Each week, ten audits
will be conducted to monitor
compliance and/or identify trends
to review with the facility’s QAA
Committee. After the fourth week,
the QAA Committee will review all
audit tools and will determine if
the facility has achieved 100%
compliance with practices at
which time the monitoring will
cease. If the QAA Committee
determines that less than 100%
compliance has been achieved,
the monitoring tools will continue
for another four week period and
will again be reviewed by the QAA
Committee. This practice will
continue until the facility has
achieved 100% compliance. The
systematic plan will be randomly
initiating all audittools again
throughout the next 12 months, to
ensure that this deficientpractice
will not recur.  Quality
Assurance Plan to monitor
compliance with this Plan of
Correction: Identified concerns
shall be reviewed by the facility’s
QAA Committee. Findings from
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F 0441 483.65

SS=D INFECTION CONTROL, PREVENT

Bldg. 00 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

all audit tools will continue to be
reviewedmonthly throughout the
year. Recommendations for
further corrective action will be
discussed and implemented as
needed. Completion Date:
May 28, 2016
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accepted professional practice.
(c) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread
of infection.
Based on observation, record review and F 0441 Nursing Care at Hartsfield Village 05/28/2016
interview, the facility failed to handle and 50?? Otis Bowen DI’I.VG Munster,
| i . Indiana 46321 This plan of
transport clean linens .1n a @anner to correction represents the
prevent the spread of infection for 1 of 3 center’s allegation of
units. (The Second Floor) compliance. The following
combined plan of correction
Findings include: and allegation of compliance is
not an admission to any of the
alleged deficiencies and is
1. On 4/25/16 at 2:50 p.m. on the second submitted at the request of the
floor unit, CNA #4 was observed walking Indiana State Departmentof
down the hallway, carrying an unfolded Health. Preparation and
linen underpad fanning it up and down e)l(ecutflon of "t‘_'s rzsponsetand
. an of correction does no
and against her body. The CNA was then P . e
o ) ’ constitute an admission or
observed walking into a resident's room. agreement by the provider of
the truth of the facts alleged or
Interview with CNA #4 on 4/25/16 at conclusions set forth in the
2:56 p.m., indicated she was aware she statement of d‘_’f'c'_enc'es'-rhe
should not carry linens in the hallway plan of correction is prepared
. and/or executed solely because
against her body. it is required by the provision
of federal and state law. F441
2. On 4/25/16 at 2:52 p.m., on the The facility must establish and
second floor unit, CNA #5 was observed maintain an Infection Control
Ikine d he hall ino 3 Program designed to provide a
wa mg own the hallway, carrying safe, sanitary and comfortable
clean linen underpads tucked under her environment and to help prevent
arm and against her body. At that time, the development and
she stopped by a resident's room, walked transmission of disease and
into th here th 2 CNAS infection. The facility failed to
1to the room, where there w.ere : handle and transport clean linens
She stood there and talked with them, in a manner to prevent the spread
then walked out of the room with the 3 of infection for 1 of 3 units
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folded underpads still against her body (second floor).  Corrective
and continued to walk down the hallway action taken for residents
. . , found to have been affected by
into another resident's room. . .
the deficient practice: Not
applicable Identification of
CNA #5 was informed on 4/25/16 at 2:54 other residents having the
p.m., she should not be transporting potential to be affected by the
linens down the hallway against her sar:je dteflcletn:]t practlc::ﬂ Al
o i residents on the second floor
bod}:'. The CNA indicated "Oh, ok thank have the potential to be affected.
you. To ensure that proper practices
continue: The DON/Designee
3. On 4/26/16 at 9:25 a.m., on the second will re-educate CNAs on proper
floor unit. CNA #1 was observed transportation of linenin order to
. ’ . adhere to infection control
carrying a clean unfolded linen underpad guidelines. The DON/Designee
below her waist and against her body as will initiate and complete a
she walked into resident's room. monitoring tool and conduct
observations 5x/weekly for four
) h weeks, on all three shifts, to
4. On 4/28/16 at 5:20 a.m., on the second ensure compliance with this plan
floor unit, CNA #6 was observed of correction. Each week, a
standing outside a resident room. At that minimum of 25 audits will be
time, there was a three compartment cor;;jugtc(jed ttc')fyn][omtgr :;ompl'lance
) ) ) . . and/or identify trends to review
soiled linen and trash bin by the resident's with the facility's QAA Committee.
room. There were 6 clean folded bath After the fourth week, the QAA
towels observed on top of the soiled linen Committee will review all audit
bin tools and will determine if the
' facility has achieved 100%
) ) compliance with practices at
Interview with CNA #6 on 4/28/16 at which time the monitoring will
5:48 a.m., indicated there were three bins cease. If the QAA Committee
on the linen cart, one for personal soiled deterT'nes t:at Isss tha?}j OOZ’
. . . compliance has been achieved,
linen, one for regular soiled 11'1161?, and the monitoring tools will continue
one for garbage. She further indicated, for another four week period and
when asked if the clean towels should will again be reviewed by the QAA
have been placed on top of the soiled Committee. This practice will
i tt. "Probabl i continue until the facility has
1nen cart, “rrobably not. achieved 100% compliance. The
systematic plan will be randomly
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The current 7/1/15 Linen and Laundry initiating all audittools again
Handling policy provided by the Director throughout th? next. 1,2 month§, to
¢ . L . ensure that this deficientpractice
of Nursing (DON) indicated designated will not recur.  Quality
nursing staff transport linen from linen Assurance Plan to monitor
closet to resident rooms. compliance with this Plan of
Correction: Identified concerns
. . shall be reviewed by the facility’s
Interview with the DON on 4/27/16 at ) o
L QAA Committee. Findings from
8:45 a.m., indicated the CNAs should not all audit tools will continue to be
be carrying the linen against their body or reviewedmonthly throughout the
unfolded down the hallway. year. Recommendations for
further corrective action will be
. . discussed and implemented as
Interview with the Staff Development needed. Completion Date:
Coordinator on 4/28/16 at 9:30 a.m., May 28, 2016
indicated the CNAs should not be
handling the clean linen against their
bodies while transporting it down the
hallway.
3.1-19(g)
F 0469 483.70(h)(4)
SS=D MAINTAINS EFFECTIVE PEST CONTROL
Bldg. 00 PROGRAM
The facility must maintain an effective pest
control program so that the facility is free of
pests and rodents.
Based on observation and interview, the F 0469 Nursing Care at Hartsfield Village 05/28/2016
facility failed to maintain an effective 503_’ Otis Bowen Dr|.ve Munster,
1 he facili Indiana 46321 This plan of
pest control program to ensure t. e facility correction represents the
was free of pests related to ants in 1 of 3 center’s allegation of
dining rooms in the facility. (The First compliance. The following
Floor Dining Room) combined plan of correction
and allegation of compliance is
c e not an admission to any of the
Finding includes: S )
alleged deficiencies and is
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submitted at the request of the
On 4/24/16 at 12:29 p.m., during the First :_'I‘di?t;a state Dtte.partm:lnt of
Floor dining room lunch observation, live eartn. Freparation an
. execution of this response and
ants were observed crawling on the floor plan of correction does not
along the edges of the base boards. The constitute an admission or
live ants were also observed crawling agreement by the provider of
along the seats of the chairs that were the truth of the f?‘:ts alleged or
.. conclusions set forth in the
stored along the back wall of the dinin
& & statement of deficiencies. The
room. plan of correction is prepared
and/or executed solely because
On 4/26/16 at 8:30 a.m., and 2:20 p.m., it is required by the provision
live ants were observed crawling on the of federal and state law. F469
floor along the edges of the base boards. The fgmhty must maintain an
effective pest control program so
the facility is free of pests and
Interview with the Maintenance rodents. The facility failed to
Supervisor and the Housekeeping maintain an effective pest _gontrol
Supervisor on 4/26/16 at 2:41 p.m program to ensure the facility was
o ] ) e free of pests related to ants in 1
indicated there were live ants crawling on of 3 dining rooms in the facility
the floor along the base boards of the (first floor dining room).
First Floor dining room. Pest control had Corrective action taken for
last been in the facility on 4/25/16, "::'df':ifo::‘"ddt‘;_h_avet been
. i affecte e deficien
however, they were in the facility to treat . y .
practice: No residents found to
the therapy room and some of the have been directly affected. To
resident's rooms. immediately rid the facility of ants,
Terminix was called out to the
3.1-19(H)(4) facility to spray/treat all inside
areas, including first floor dining
room. ldentification of other
residents having the potential
to be affected by the same
deficient practice: All residents
utilizing the first floor dining room
have the potential to be affected.
To ensure that proper
practices continue: The
Administrator/Designee will
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initiate and complete a monitoring
tool and conduct observations of
the first floor dining area
5x/weekly for four weeks to
ensure the facility remains free
from pests related to ants. Each
week, a minimum of five audits
will be conducted to monitor
compliance to review with the
facility’s QAA Committee. After
the fourth week, the QAA
Committee will review all audit
tools and will determine if the
facility has achieved 100%
compliance with practices at
which time the monitoring will
cease. If the QAA Committee
determines that less than 100%
compliance has been achieved,
the monitoring tools will continue
for another four week period and
will again be reviewed by the QAA
Committee. This practice will
continue until the facility has
achieved 100% compliance. The
systematic plan will be randomly
initiating all audittools again
throughout the next 12 months, to
ensure that this deficientpractice
will not recur.  Quality
Assurance Plan to monitor
compliance with this Plan of
Correction: Identified concerns
shall be reviewed by the facility’s
QAA Committee. Findings from
all audit tools will continue to be
reviewedmonthly throughout the
year. Recommendations for
further corrective action will be
discussed and implemented as
needed. Completion Date:
May28, 2016  The facility
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respectfully requests a
face-to-face IDR. The facility
contends that the citation and/or
the scope and severity assigned
is not justified. The facility
requests the opportunity to
present additional rationale and
evidence for consideration and
review at a face-to-face meeting.
It is my understanding that ISDH
will contact the Administrator to
schedule such meeting. Thank
you.
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