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This visit was for a Recertification and State F 0000 Submission of this plan of
Licensure Survey. This visit included the correction does not constitute
Investigation of Complaint IN00441499. admission or agreement by the
provider of the truth of facts
Complaint IN00441499 - No deficiencies related to alleged or correction set forth on
the allegations are cited. the statement of deficiencies. The
plan of correction is prepared and
Survey dates: September 17, 18, 19, 20, 23, and 24, submitted because of requirement
2024 under and state and federal law.
Please accept this plan of
Facility number: 000058 correction as our credible
Provider number: 155133 allegation of compliance. Please
AIM number: 100283340 find enclosed this plan of
correction for this survey. Due to
Census Bed Type: the low scope and severity of the
SNF/NF: 122 survey finding, please find the
Total: 122 sufficient documentation providing
evidence of compliance with the
Census Payor Type: plan of correction. The
Medicare: 7 documentation serves to confirm
Medicaid: 93 the facility’s allegation of
Other: 22 compliance. Thus, the facility
Total: 122 respectfully requests the granting
of paper compliance. Should
These deficiencies reflect State Findings cited in additional information be
accordance with 410 IAC 16.2-3.1. necessary to confirm said
compliance, feel free to contact
Quality review completed on September 30, 2024. me.
F 0684 483.25
SS=E Quality of Care
Bldg. 00
Based on record review and interview, the facility F 0684 F684 The facility will follow 10/09/2024
failed to follow physician's orders related to hold physician's orders related to hold
parameters for medications for 5 of 24 residents parameters for medications.
reviewed for Quality of Care. (Residents 76, 4, 65, 1. Resident 76, 4, 65, 98, and
98, and 38) 38s physician orders were
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 determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

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 disclo

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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reviewed to ensure that hold
Finding include: parameters for medication were
established and being followed
1. The clinical record for Resident 76 was reviewed when necessary.
on 09/23/24 at 9:21 A.M. A Quarterly MDS 2. All residents have the potential
(Minimum Data Set) assessment, dated 08/28/24, to be affected. A complete audit
indicated the resident was cognitively intact. The was conducted to ensure
resident's diagnoses included, but were not parameters orders were being
limited to, diabetes, heart failure, and followed. No further concerns were
hypertension. noted. See below for corrective
measures.
An open-ended physician's order, with a start 3. The Physician Orders policy
date of 01/23/24, indicated the resident was to take was reviewed with no changes
Humalog (an insulin) 10 units before meals. The made. (See attachment A) The
staff were to hold the Humalog if the blood sugar staff was inserviced on the above
was less than 120. procedure.
4. The DON or his designee will
The August and September 2024 EMAR review the medication
(Electronic Medication Administration Record) administration records daily to
indicated the resident received the medication on ensure parameters are being
the following dates and times when the blood followed per physician orders. The
sugar was less than 120: DON or her designee will utilize
the monitoring tool daily times four
- 08/20/24 at 7:30 A.M., when the blood sugar was weeks, then weekly times four
101, weeks, then every two weeks
- 09/01/24 at 7:30 A.M., when the blood sugar was times two months, then quarterly
105, thereafter until 100% compliance
- 09/07/24 at 7:30 A.M., when the blood sugar was is obtained and maintained. (See
100, and attachment B) The audits will be
- 09/ 13/24 at 7:30 A.M., when the blood sugar was reviewed during the facility’s
101. quarterly quality assurance
meetings and the plan of
2. The clinical record for Resident 4 was reviewed correction will be adjusted
on 09/24/24 at 1:37 P.M. An Annual MDS accordingly if warranted. If
assessment, dated 07/11/24, indicated the resident compliance is not obtained or
was cognitively intact. The resident's diagnoses maintained, the staff member
included, but were not limited to, anemia, will be re-educated one on one
hypertension, and atrial fibrillation. regarding the medication
administration policy and
An open-ended physician's order, with a start procedure and the importance
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date of 08/05/24, indicated the resident was to be of following the parameters set
given metoprolol 12.5 mg (milligrams) at bedtime by the physician. Additional
for hypertension. The staff were to hold (not give) monitoring will occur if
the medication if the residents pulse was less than compliance not met by having
60 or the systolic blood pressure (top number) the DON or his designee
was less than 120. observe medication
administration at least 2 times
The August and September 2024 EMAR indicated a day ensuring staff is
the resident received the medication when his following parameters per
systolic blood pressure was less than 120 on the physician orders.
following dates and times: 5. The above corrective measures
will be completed on or before
- 08/30/24, when the blood pressure was 106/67, October 9, 2024.
- 09/07/24, when the blood pressure was 112/69,
- 09/08/24, when the blood pressure was 112/69,
and
- 09/14/24, when the blood pressure was 107/53.
3a. The clinical record for Resident 98 was
reviewed on 09/19/24 at 10:24 A.M. A Quarterly
MDS assessment, dated 07/01/24, indicated the
resident was cognitively intact. The resident's
diagnoses included, but were not limited to, a
stroke, hypertension, diabetes, heart failure,
Parkinson's disease, and depression.
An open-ended physician's order, with a start
date of 07/19/24, indicated the resident was to take
aspart niacinamide (an insulin) 5 units before
meals. The staff were to hold the insulin if the
blood sugar was less than 120.
The August and September 2024 EMAR indicated
the resident received the medication on the
following dates and times when the blood sugar
was less than 120:
- 08/06/24 at 11:00 A.M., when the blood sugar
was 109,
- 08/11/24 at 7:30 A.M., when the blood sugar was
112,
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- 08/12/24 at 4:00 P.M., when the blood sugar was
116,

- 08/22/24 at 7:30 A.M., when the blood sugar was
112,

- 09/12/24 at 4:00 P.M., when the blood sugar was
107,

- 09/17/24 at 7:30 A.M., when the blood sugar was
97,

- 09/17/24 at 4:00 P.M., when the blood sugar was
114,

- 09/20/24 at 7:30 A.M., when the blood sugar was
117,

- 09/21/24 at 7:30 A.M., when the blood sugar was
118, and

- 09/23/24 at 7:30 A.M., when the blood sugar was
119.

3b. An open-ended physician's order, with a start
date of 07/26/24, indicated the resident was to be
given hydralazine 10 mg, three times a day for
hypertension. The staff were to hold the
medication if the resident's pulse was less than 60.

The August and September 2024 EMAR indicated
the resident received the medication when his
pulse was less than 60 on the following dates and
times:

- 08/01/24, when the pulse was 59 at 3:30 P.M.,
- 08/09/24, when the pulse was 57 at 3:30 P.M.,
- 08/14/24, when the pulse was 58 at 7:30 A.M.,
- 08/14/24, when the pulse was 58 at 3:30 P.M.,
- 08/15/24, when the pulse was 58 at 7:30 A.M.,
- 09/07/24, when the pulse was 57 at 3:30 P.M., and
- 09/11/24, when the pulse was 59 at 11:30 P.M.

3c. An open-ended physician's order, with a start
date of 03/26/24, indicated the resident was to be
given metoprolol tartrate 50 mg, every 12 hours for
hypertension. The staff were to hold the
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medication if the resident's pulse was less than 60.

The August 2024 EMAR indicated the resident
received the medication when his pulse was less
than 60 on the following dates and times:

- 08/14/24, when the pulse was 58 at 8:00 A.M.,
- 08/14/24, when the pulse was 58 at 8:00 P.M., and
- 08/15/24, when the pulse was 58 at 8:00 A.M.

During an interview on 09/24/24 at 9:05 A.M., RN
3 indicated for medications with hold parameters,
staff should hold the medication and mark "due to
condition" on the EMAR, then notify the
physician.

4. The clinical record for Resident 65 was reviewed
on 09/19/24 at 11:04 A.M. A Significant Change
MDS assessment, dated 07/09/24, indicated the
resident was severely cognitively impaired. The
resident's diagnoses included, but were not

limited to, diabetes, stroke, dementia,
hypertension, and depression.

The EMAR for August and September 2024 was
provided by the ADON (Assistant Director of
Nursing) on 09/24/24 at 3:52 P.M., and included
the following current physician's order:

- Midodrine 5 mg twice a day for a diagnosis of
hypotension (low blood pressure), with a start
date of 04/01/24. The medication was to be held
(not given) if the systolic blood pressure was over
130. The medication was to be given on Day Shift,
between 6:30 A.M. and 10:30 A.M., and on
Evening Shift between 6:30 P.M. and 10:30 P.M.
The record indicated the medication was
administered when the resident's blood pressure
was out of the prescribed range on the following
dates and times:
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- 08/03/24, Evening Shift, the blood pressure was
138/76,

- 08/08/24, Evening Shift, the blood pressure was
132/74,

- 08/09/24, Day Shift, the blood pressure was
134/78,

- 08/11/24, Evening Shift, the blood pressure was
142/82,

- 08/12/24, Evening Shift, the blood pressure was
138/76,

- 08/18/24, Evening Shift, the blood pressure was
134/86,

- 08/19/24, Day Shift, the blood pressure was
132/88,

- 08/19/24, Evening Shift, the blood pressure was
132/88,

- 08/21/24, Evening Shift, the blood pressure was
132/78,

- 08/25/24, Evening Shift, the blood pressure was
138/86,

- 08/26/24, Day Shift, the blood pressure was
132/76,

- 08/29/24, Day Shift, the blood pressure was
132/78,

- 08/29/24, Evening Shift, the blood pressure was
132/78,

- 09/01/24, Evening Shift, the blood pressure was
138/82,

- 09/02/24, Day Shift, the blood pressure was
132/74,

- 09/05/24, Evening Shift, the blood pressure was
150/88,

- 09/06/24, Evening Shift, the blood pressure was
137/81,

- 09/07/24, Day Shift, the blood pressure was
132/76,

- 09/07/24, Evening Shift, the blood pressure was
139/56, and

- 09/12/24, Day Shift, the blood pressure was
136/70.
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The current Care Plan for orthostatic hypotension
was provided by the ADON on 09/24/24 at 3:29
P.M. The interventions included, but were not
limited to, administer medications as ordered.

During an interview on 09/23/24 at 3:21 P.M., RN 3
indicated for medications with hold parameters,
staff should hold the medication and mark "due to
condition" on the EMAR, then notify the
physician. If there was a parameter, staff should
take the vital sign right before giving the
medication. On the EMAR there would be a
notification if a resident required vital signs to be
taken prior to medication administration. The
special instructions on each medication will say
which vital sign was required. The computer did
not read the vital sign documented and tell you to
hold the medication. The parameter would be
stated on the physician's order.

5. The clinical record for Resident 38 was reviewed
on 09/23/24 at 10:48 A.M. A Quarterly MDS
assessment, dated 08/29/24, indicated the resident
was moderately cognitively impaired. The
resident's diagnoses included, but were not
limited to, heart failure, coronary artery disease,
and renal insufficiency

An open-ended physician's order, with a start

date of 02/16/24, indicated the resident was to be
given losartan (a cardiac medication) 25 mg tablet.
Give a half tablet (12.5 mg) once a day. The
medication was to be held if the resident's systolic
blood pressure was below 130.

The June, July, August, and September 2024
EMAR indicated the resident received the
medication when her systolic blood pressure was
below 130 on the following dates:
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- 06/01/24, when the blood pressure was 129/75,
- 06/03/24, when the blood pressure was 126/80,
- 06/04/24, when the blood pressure was 128/74,
- 06/08/24, when the blood pressure was 128/78,
- 06/15/24, when the blood pressure was 122/80,
- 06/16/24, when the blood pressure was 118/74,
- 06/23/24, when the blood pressure was 118/80,
- 06/25/24, when the blood pressure was 127/86,
- 07/06/24, when the blood pressure was 128/70,
- 07/13/24, when the blood pressure was 128/74,
- 07/14/24, when the blood pressure was 128/74,
- 07/27/24, when the blood pressure was 122/75,
- 08/07/24, when the blood pressure was 122/80,
- 08/17/24, when the blood pressure was 122/76,
- 08/25/24, when the blood pressure was 123/74,
- 09/12/24, when the blood pressure was 128/72,
and

- 09/15/24, when the blood pressure was 128/74.

During an interview on 09/24/24 at 10:51 A.M.,
LPN 11 indicated if there were hold parameters for
medications, she would assess the resident's vital
signs as required and not administer the
medication if the vitals were outside the ordered
parameters.

The current facility policy, titled "PHYSICIAN
ORDERS", dated 10/2014, was provided by the
Regional Director on 09/24/24 at 3:00 P.M. The
policy indicated, "...Physician's orders are
administered upon the clear, complete, and signed
order of an individual lawfully authorized to
prescribe...Facility nursing personnel will ensure
clear, accurate, and complete physician's orders..."

3.1-37(a)
483.25(b)(1)(i)(ii)

Treatment/Svcs to Prevent/Heal Pressure
Ulcer
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Based on observation, interview, and record F 0686 F686 The facility will ensure 10/09/2024
review, the facility failed to ensure pressure ulcers pressure ulcers were accurately
were accurately assessed, monitored, and treated assessed, monitored, and treated.
for 1 of 8 residents reviewed for pressure ulcers. 1. Resident # 40 pressure ulcer
(Resident 40) is being treated per physician's
orders and assessed at daily.
Findings include: 2. All residents have the potential
to be affected. A round was
Resident 40 was observed in his room on 09/19/24 conducted immediately to ensure
at 1:37 P.M. The resident was sitting up on the all pressure ulcers are being
side of his bed with his overbed table in front of assessed, monitored and treated
him. The resident was wearing thin, mid-calf weekly. No further concerns were
length socks that covered his ankles. A pressure noted. See below for corrective
ulcer dressing was not visible. The resident measures.
indicated he had a wound on his left outer ankle 3. The Pressure Ulcer Prevention
and lowered his sock to expose the wound policy and procedure and the
dressing. The dressing was clean, dry, and intact, Physician Orders policy and
and dated for that day. procedure were reviewed with no
changes made. (See attachment
The resident's wound was observed with RN 9 on C and A) The staff was inserviced
09/20/24 at 11:50 A.M. The RN removed the on the above procedure.
resident's sock and dressing on his left outer 4. The DON or his designee will
ankle. The wound was nickel-sized, with a red conduct observe three pressure
wound bed and a small amount of slough (moist, ulcers daily to ensure pressure
non-viable tissue) present. There were no signs of ulcers are accurately assessed,
infection. RN 9 indicated the resident had been monitored and treated. The DON
laying in bed on his left side a lot when the wound or his designee will utilize the
was identified. They determined the wound was a monitoring tool daily times four
pressure ulcer. weeks, then weekly times four
weeks, then every two weeks
The resident's clinical record was reviewed on times two months, then quarterly
09/23/24 at 1:52 P.M. A Significant Change MDS thereafter until 100% compliance
(Minimum Data Set) assessment, dated 03/07/24, is obtained and maintained. (See
indicated the resident was moderately cognitively attachment B) The audits will be
impaired. The resident's diagnoses included, but reviewed during the facility’s
were not limited to, stroke, heart failure, peripheral quarterly quality assurance
vascular disease, and diabetes. The resident had meetings and the plan of
no pressure ulcers but was at risk for pressure correction will be adjusted
ulcers. accordingly if warranted. If
compliance is not obtained or
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1GGV11 Facility ID: 000058 If continuation sheet ~ Page 9 of 20
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An "INITIAL PRESSURE ULCER maintained, the staff member
ASSESSMENT", dated 04/16/24, indicated a Stage will be re-educated one on one
II pressure ulcer (Partial thickness loss of dermis regarding the importance of
presenting as a shallow open ulcer with a red-pink ensuring pressure ulcers are
wound bed without slough) was identified on accurately assessed, monitored
04/16/24. The wound measured 0.5 cm and treated per the physician
(centimeters) X (by) 0.7 cm. There was purulent orders. Additional monitoring
(containing pus), serous (clear/yellow), and will occur if compliance not
bloody exudate (drainage/fluid). There was met by having the nurse
granulation (new) tissue in the wound bed. The consultant review weekly all
assessment indicated the wound location was the pressure ulcers to ensure
right ankle, but that was crossed out and the left proper assessment is
lateral ankle was listed as the location. completed, ongoing monitoring
is occurring and treatment is
The April and May 2024 EMAR (Electronic being followed per physician's
Medication Administration Record) included the order.
following physician's orders: 5. The above corrective measures
will be completed on or before
- An order with a start date of 04/17/24 and an end October 9, 2024.
date of 05/02/24, indicated "Wound Location:
RIGHT LATERAL ANKLE." Monitor wound/peri
wound for redness, swelling, change in drainage
quantity/characteristics every shift. Notify
medical provider of complications.
The EMAR documentation indicated the wound
was not monitored on the following date:
- On 04/29/24 the evening shift nurse indicated
they did not monitor the wound. They couldn't
find the wound.
- An order with a start date of 04/17/24 and an end
date of 05/02/24, indicated "Wound Location:
RIGHT LATERAL ANKLE." Once a day, cleanse
open area with normal saline and pat dry. Apply
skin protectant to peri wound. Apply calcium
alginate to wound bed. Cover with border gauze
dressing.
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The documentation indicated the treatment was
not administered as ordered on the following
dates:

- On 04/25/24 the treatment was documented as
not administered. A comment indicated "na",

- On 04/28/24 the treatment was documented as
not administered. A comment indicated "other",
and

- On 04/29/24 the treatment was documented as
not administered. A comment indicated "Could
not find an open area."

The "ONGOING ASSESSMENT OF PRESSURE
ULCER" documentation indicated the following:

- On 04/8/24, the wound measured 0.5 cm x 0.7 cm,
with a depth of 0.1 cm. There was light serous
exudate, and the wound bed was 100%

granulation tissue. The wound was a Stage 11
pressure ulcer.

- On 04/25/24, the wound measured 1.5cm x 1.3
cm, with a depth of 0.1 cm. There was light serous
exudate, and the wound bed was 100%
granulation tissue. The wound was a Stage 11
pressure ulcer.

- On 05/02/24, the wound measured 0.9 cm x 1.0
cm, with a depth of 0.2 cm. There was moderate
serous exudate. The wound bed was 30% slough
and 70% granulation tissue. The wound was now
a Stage III pressure ulcer (Full thickness tissue
loss. Subcutaneous fat may be visible, but bone,
tendon, or muscle is not exposed. Slough may be
present but does not obscure the depth of tissue
loss).

The Wound Clinic Doctor was in to see the
resident on 05/02/24. They debrided the wound
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F 0689
SS=D
Bldg. 00

(removed non-viable tissue) at that time and
changed the wound treatment order to apply
calcium alginate with silver to the wound once a
day.

A Nurses' Note, dated 05/02/24, indicated the
facility was notified by the Wound Doctor that
the order in the computer should be for the left
ankle instead of the right ankle. The order was
corrected.

The current facility policy, titled "PRESSURE
ULCER PREVENTION", dated 10/2014, was
provided by the Regional Director on 09/24/24 at
2:38 P.M. The policy indicated, "...To prevent
pressure ulcers and promote healing..."

The current facility policy, titled "PHYSICIAN
ORDERS", dated 10/2014, was provided by the
Regional Director on 09/24/24 at 3:00 P.M. The
policy indicated, "...Facility nursing personnel will
ensure clear, accurate, and complete physician's
orders... Transcribe new order onto MAR or TAR,
as indicated..."

3.1-40(a)(2)

483.25(d)(1)(2)

Free of Accident
Hazards/Supervision/Devices

Based on observation, interview, and record
review, the facility failed to provide a safe
environment related to a resident's bed position
for 1 of 6 residents reviewed for accidents.
(Resident 15)

Findings include:

Incontinence care for Resident 15 was observed
on 09/19/24 at 1:30 P.M., with providers CNA

F 0689

F689 The facility will a safe
environment related to a resident's
bed [position.

1 Resident #15’s bed was
placed in lowest position for
safety.

2  Allresidents have the
potential to be affected. A round
was conducted immediately to
ensure all beds were placed in

10/09/2024

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

Event ID:

1GGV11

Facility ID:

000058

If continuation sheet

Page 12 of 20




PRINTED: 10/23/2024
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
155133 B. WING 09/24/2024
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER 540 BELMONT DRIVE
BELMONT HEALTH & REHABILITATION, THE COLUMBUS, IN 47201
(X4)ID SUMMARY STATEMENT OF DEFICIENCIE D ROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CR(BEZHR(‘E(?EI:‘ECJ (':\é%ATCg '_m\’;;’g’_},ggggl ATE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
(Certified Nurse Aide) 6 and CNA 7. The CNAs lowest position. No further
washed their hands, prepared a basin of water, concerns were noted. See below
had clean linens at the bedside, and raised the for corrective measures.
resident's bed to the high position to perform the 3  All staff was inserviced on
task. During the process, CNA 6 left the bedside the need to ensure a safe
and went into the resident's adjoining bathroom. environment is being provided by
After putting a bag in a trash can, CNA 7, left the placing residents bed in low
bedside as well, walked around the edge of the position.
bed and pulled privacy curtain, and was standing 4 The DON or his designee will
approximately three feet from the foot of the bed conduct rounds twice daily to
while the bed was in the high position. CNA 7 ensure all beds are in low
spoke to CNA 6, who was in the bathroom, for position. The DON or his
about a minute, then both CNAs returned to the designee will utilize the monitoring
bedside and continued with care. tool daily times four weeks, then
weekly times four weeks, then
During an observation on 09/23/24 at 10:22 A.M., every two weeks times two
the resident was in their room in bed. The bed was months, then quarterly thereafter
in the high position, chest height. No staff were until 100% compliance is obtained
observed in the room or in the immediate area in and maintained. (See attachment
the hallway. B) The audits will be reviewed
during the facility’s quarterly
On 09/23/24 at 10:36 A.M., CNA 5 was observed quality assurance meetings and
entering the resident's room and lowering the bed. the plan of correction will be
The CNA then walked across the hall into another adjusted accordingly if warranted.
resident's room, shutting the door. If compliance is not obtained
or maintained, the staff
During an interview on 09/23/24 at 10:43 A.M., member will be re-educated
CNA 5 indicated Resident 15's bed probably one on one regarding the
should not have been left in the high position. importance of placing
resident’s bed in low position.
During an interview on 09/23/24 at 3:19 P.M., RN 3 Additional monitoring will
indicated the resident had a history of seizures. occur if compliance not met by
having the administrator or his
During an interview on 09/24/24 at 9:46 A.M., LPN designee conduct rounds twice
(Licensed Practical Nurse) 4 indicated the resident daily to ensure all beds are
was non-verbal, non-responsive, and unable to placed in low position.
use their call light. The resident's hands were 5  The above corrective
contracted. measures will be completed on or
before October 9, 2024.
During an interview on 09/24/24 at 2:18 P.M., RN 3
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indicated the resident was physically unable to
adjust the height of their bed. Residents' beds
should not be left in the high position when a
resident was in the bed. Staff should not leave the
bedside when a resident was in the bed and the
bed was in the high position.

The clinical record for Resident 15 was reviewed
on 09/23/24 at 11:31 A.M. A Quarterly MDS
(Minimum Data Set) assessment, dated 08/29/24,
indicated the resident was rarely/never
understood. The Resident's diagnoses included,
but were not limited to, cancer, dementia, and
seizure disorder.

The resident's current Care Plans were provided
by the Regional Director on 09/24/24 at 2:38 P.M.,
and included, but were not limited to, the
following:

- A Care Plan for Seizure Activity indicating the
resident was at risk for injury, with interventions
that included, but were not limited to,
administering the medications of Lacosamide and
Valporic Acid per the physician's orders, and

- A Care Plan for Bed Mobility indicating the
resident needed the assistance of two staff
members due to cognitive loss, chronic pain
syndrome, neoplasm of the brain, debility, and
Alzheimer's disease.

3.1-45(a)(2)

F 0812 483.60(i)(1)(2)

SS=D Food

Bldg. 00 | Procurement,Store/Prepare/Serve-Sanitary
Based on observation and interview, the facility
failed to provide dining services in a sanitary
manner related to clothing protectors and food

F 0812 F812 The facility will provide dining 10/09/2024

services in a sanitary manner.
1. The staff was immediately

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

1GGV11

Facility ID: 000058 If continuation sheet

Page 14 of 20




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

PRINTED: 10/23/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
155133 B. WING 09/24/2024
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER 540 BELMONT DRIVE
BELMONT HEALTH & REHABILITATION, THE COLUMBUS, IN 47201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D ROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CR(BEZHR(‘E(I):‘EI:{ECJ (];\QEATCS 'm;ﬂgégg% ATE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
service for 7 of 19 residents observed in the Main educated on how to properly serve
Dining Room, for 2 of 2 dining observations. food in a sanitary manner. Staff
(Residents 38, 106, 31, 137, 85, 86, and 109) was educated on holding clothing
protector away from their body and
Findings include: not touching face their face mask
when serving food to the residents.
1. Meal service was observed in the Main Dining 2. All residents have the potential
Room on 09/17/24 at 12:03 P.M. AA (Activities to be affected. All staff was
Assistant) 2 held a clean stack of clothing immediately inserviced on how to
protectors up against their chest touching their properly serve food in a sanitary
clothes, purse strap, and a coiled wrist band that way. No further concerns were
was holding their keys. AA 2 assisted Resident noted. See below for corrective
38, Resident 106, and Resident 31 with applying measures.
clothing protectors. At 12:06 P.M., AA 2 touched 3. The linen, handling and Meal
the front of their face mask, touched the remaining Service policy and procedures
clothing protectors in their arms, then delivered a were reviewed with no changes
cup of fluid to Resident 31. AA 2 continued to made. (See attachment D and E)
hold the clothing protectors against their left The staff was inserviced on the
chest, touching the coiled wrist band holding above procedure.
keys. AA 2 touched the front of their face mask 4. The DON or his designee will
again, took a cup from Resident 137, went to a observe one meal service a day
drink station, touched the ice tongs, poured a ensuring food is served in a
drink from a common pitcher on counter into the sanitary manner. The DON or her
cup, and returned the cup to Resident 137. AA 2 designee will ensure that linen is
touched the front of their facemask, used hand carried away from staff's body and
sanitizer, and continued to hold clothing masks are not touched when
protectors to their chest. AA 2 put the clothing handling food. The DON or her
protectors down on an empty table and exited the designee will utilize the nursing
Main Dining Room. monitoring tool daily times four
weeks, then weekly times four
2. Meal service was observed in the Main Dining weeks, then every two weeks
Room on 09/24/24 at 11:40 A.M. AA 2 used hand times two months, then quarterly
sanitizer, touched the front of their face mask, thereafter until 100% compliance
fixed a cup of cocoa at a common drink station, is obtained and maintained. (See
then served the cocoa to Resident 85. At 11:56 attachment B) The audits will be
A.M,, they fixed two cups of coffee and served reviewed during the facility’s
them to Resident 86 and Resident 109. quarterly quality assurance
meetings and the plan of
During an interview on 09/24/24 at 12:20 P.M., correction will be adjusted
Administrator indicated staff members should not accordingly if warranted. If
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hold clean linens against their person and compliance is not obtained or
protective face masks should cover around the maintained, the staff member
nose and mouth. will be re-educated one on one
to ensure they are
The current "LINEN, HANDLING" policy, dated knowledgeable about how to
12/2015, was provided by the Administrator on properly serve food in a
09/24/24 at 12:28 P.M. The policy indicated, sanitary manner and/or how to
"...The facility shall handle linen in a manner to carry linens away from their
prevent spread of infection...Linen will not be body. Additional monitoring
carried against the body..." will occur if compliance not
met by having the
The current Glove Use & Meal Service policy, administrator observe one
dated 05/2018, was provided by the Regional dining room meal service a
Director on 09/24/24 at 2:49 P.M. The policy day opposite of the DON
indicated, "...All objects (ie. watches) that could observation.
potentially contaminate food should be 5. The above corrective measures
removed...If an employee...touches any area of will be completed on or before
their body - they MUST immediate [sic] wash their October 9, 2024.
hands..."
3.1-21()(3)
F 0880 483.80(a)(1)(2)(4)(e)(f)
S§S=D Infection Prevention & Control
Bldg. 00
Based on observation, interview, and record F 0880 F880 The facility will follow 10/09/2024
review, the facility failed to follow infection infection control guidelines related
control guidelines related to transmission-based to transmission-based precautions
precautions for COVID-19 and wound care for 1 of for COVID-19 and wound care.
3 residents reviewed for COVID-19 and 1 of 6 1. Physical Therapist was
residents observed for wound care. (Residents 20 immediately educated on how to
and 69) wearing the proper personal
protective equipment when caring
Findings include: for a COVID 19 resident and RN #
9 was educated on following
1. During an observation on 09/18/24 at 10:39 infection control guidelines when
A.M., Physical Therapist 8 was sitting in a chair in providing wound care.
Resident 20's room with a gown, gloves, and a 2. All residents have the potential
surgical mask on. After a few minutes he disposed to be affected. All staff was
of his gown, gloves, and surgical mask at the door immediately inserviced on how to
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and exited. Upon exiting the room he retrieved an correctly identify the proper
N95 mask, out of a three-drawer cart outside the personal protective equipment
room and donned the mask. He then walked down when caring for a resident as well
the hallway to another resident's room that was as maintaining proper infection
not on and transmission-based precautions. The control guidelines when providing
cart outside Resident 20's room contained N95 wound care. No further concerns
masks, gowns, gloves, and face shields. A sign on were noted. See below for
the door indicated the room was a red zone, corrective measures.
transmission-based precautions and contact 3. The Isolation Guidelines policy
isolation. PPE (Personnel Protective Equipment) and procedures and the
was required to enter the room. An N95 mask, face Dressing-Clean Technique policy
shield or goggles, gown, and gloves. and procedure were reviewed with
no changes made. (See
During an observation on 09/24/24 9:59 AM., attachment F and G) The staff
Resident 20 was in her room with her call light on. was inserviced on the above
There was a sign on the door that indicated the procedure.
resident was in a red zone. A three-drawer cart 4. The DON or his designee will
outside the resident's room contained N95 masks, conduct rounds twice daily
gowns, gloves, and face shields. ensuring staff staff members are
donning the correct PPE when
During an observation on 09/24/24 at 10:08 A.M., caring for someone in isolation.
LPN (Licensed Practical Nurse) 10 entered the The DON or her designee will
resident's room wearing only a surgical mask. The observe 2 dressing changes a day
LPN had a brief conversation with the resident to ensure infection control
and turned off the resident's call light. guidelines are followed when
providing wound care. The DON or
During an interview on 09/24/24 at 10:10 A.M., her designee will utilize the
LPN 10 indicated he believed the resident had nursing monitoring tool daily times
COVID. When entering a COVID room, staff four weeks, then weekly times four
should wear an N95 mask and a gown. He should weeks, then every two weeks
have worn an N95 mask and a blue gown when he times two months, then quarterly
had entered the resident's room. thereafter until 100% compliance
is obtained and maintained. (See
During an interview on 09/24/24 at 3:10 P.M., the attachment B) The audits will be
ADON (Assistant Director of Nursing) indicated reviewed during the facility’s
the resident was COVID positive on 09/14/24 and quarterly quality assurance
would be able to come out of isolation on meetings and the plan of
09/25/24. Staff were to wear an N95 face mask, face correction will be adjusted
shield, a gown, and gloves when entering the accordingly if warranted. If
residents room. compliance is not obtained or
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maintained, the staff member

The clinical record for the resident was reviewed will be re-educated one on one

on 09/23/24 at 10:18 A.M. An Admission MDS to ensure they are

(Minimum Data Set) assessment, dated 08/19/24, knowledgeable about how to

indicated the resident was cognitively intact. The properly don the correct PPE

resident's diagnoses included, but were not when caring for someone in

limited to, pulmonary embolism, anemia, anxiety, isolation. Additional

depression, and respiratory failure. monitoring will occur if
compliance not met by having

The LTC (Long Term Care) Respiratory the administrator observe 3

Surveillance Line List indicated Resident 20 had a additional staff members a day

positive nasal swab on 09/14/24. donning PPE. If compliance is
not obtained when providing

The current facility policy titled, "ISOLATION wound care with proper

(TRANSMISSION BASED PRECAUTIONS) infection control guidelines,

GUIDELINES" dated 10/2015 was provided by the the nurse consultant will

ADON on 09/24/24 at 3:29 P.M. The policy conduct 1:1 inservicing and the

indicated, "...Isolation procedures (i.e., nurse will have to provide

Transmission-Based Precautions) are designed to repeat demonstrations in front

protect other residents, personnel and visitors of a nursing management team

from the spread of confirmed or suspected member daily times five days.

infection or contagious disease...The health care 5  The above corrective

team and visitors should be instructed on the measures will be completed on or

importance and necessity of maintaining before October 9, 2024.

precautions before entering the resident's room..."

2.0n 09/20/24 at 11:34 AM., RN 9 was observed

as she provided wound care for Resident 69. The

RN gathered supplies from her cart, entered the

resident's room, and donned a gown and gloves.

With her gloved hands she used the bed

controller to raise the base of the bed, lower the

head of the bed, and move the overbed table. She

then closed the resident's door, adjusted the

window blinds, and pulled the string to adjust the

lighting above the bed. She opened a trash bag

and placed it on the end of the bed and opened

the wound dressing supplies. She sprayed

cleanser on the gauze that was inside one package

and labeled the dressing that was in the other

package. The resident rolled to her side and the
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RN pulled the resident's blankets down and
opened the resident's brief for access to the
wound. There was no dressing on the wound. The
wound was about 2 centimeters in diameter with a
red wound bed, there were no signs of infection.
The RN used a gauze pad and cleansed the
wound. She then removed her gloves and washed
her hands.

During an interview on 09/20/24 at 2:35 P.M., RN 9

indicated she normally would not have had gloves
on when she adjusted the resident's bed and
blinds. She would normally do all of that stuff and
then wash her hands and don gloves before
cleansing the wound.

The resident's clinical record was reviewed on
09/23/24 at 3:48 P.M. A Significant Change MDS
assessment, dated 07/01/24, indicated the resident
was severely cognitively impaired. The resident's
diagnoses included, but were not limited to,
cancer, atrial fibrillation, and hypertension. The
resident had an Unstageable pressure ulcer
(obscured full-thickness skin and tissue loss in
which the extent of tissue damage within the ulcer
cannot be confirmed because the wound bed is
obscured by slough [non-viable tissue] or eschar
[dead tissue] that was present on admission.

The current facility policy, titled "STEPS, INITIAL
AND FINAL - PROVISION OF CARE", dated
10/2014, was provided by the ADON on 09/24/24
at 2:05 P.M. The policy indicated, "...Gather
supplies...close curtains, drapes, and doors...wash
hands..."

The current facility policy, titled "DRESSING -
CLEAN TECHNIQUE", dated 10/2014, was
provided by the ADON on 09/24/24 at 2:05 P.M.
The policy indicated, "...Perform necessary initial
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steps...remove gloves, wash hands, and put on a
pair of clean gloves...cleanse wound..."
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3.1-40(a)(2)
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