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This visit was for the Investigation of Complaint F 0000 April 11, 2025
IN00456458. Indiana State Department of
Health Department of Health and
Complaint IN00456458 - Federal/state deficiencies Human Services Centers for
related to the allegations are cited at F684. Medicare & Medicaid Services
Survey date: March 31, 2025 To whom it may concern, Grey
Stone Health and Rehabilitation,
Facility number: 012935 CMS Certification Number 155809
Provider number: 155809 has received the 2567. Enclosed
AIM number: 201207690 is our Plan of Correction for all of
the deficiencies we received during
Census Bed Type: our
SNF/NE: 72 Survey process. We ask that our
SNF: 12 Plan of Correction be reviewed and
Total: 84 accepted as we strive to continue
operating in compliance with
Census Payor Type: CMS. We are also requesting
Medicare: 12 desk review approval to place us
Medicaid: 59 back into compliance as quickly
Other: 13 as possible. Thank you for your
Total: 84 consideration in this matter.
These deficienies reflect State Findings cited in Sincerely,
accordance with 410 IAC 16.2-3.1. Maria Diaz, Administrator
Grey Stone Health and
Quality reivew completed April 1, 2025 Rehabilitation
maria.diaz1@saberhealth.com
260-471-4770
F 0684 483.25
SS=D Quality of Care
Bldg. 00
Based on interview and record review, the facility F 0684 F684 04/18/2025
failed to ensure 1 of 3 residents reviewed were 1. What corrective action(s) will
assessed and findings reported to the physician be accomplished for those
related to a change in condition. (Resident C). residents found to have been
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Maria Diaz HFA 04/11/2025

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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affected by the deficient
Findings include: practice?
On 3/31/25 at 10:23 A.M., Resident C's record was Resident C discharged from the
reviewed. Diagnoses included colostomy status, facility on 3/25/25.
recurrent small bowel obstructions and
congestive heart failure (CHF). 2. How other residents having
the potential to be affected by
A hospital note, dated 9/17/24, indicated the the same deficient practice will
resident had been sent to the hospital with be identified and what
symptoms of abdominal pain, distention, and corrective action(s) will be
nausea developed the morning of 9/6/24. The taken?
resident denied vomiting but had indicated output
in her colostomy bag had abruptly stopped. A CT Current residents who have a
scan indicated the resident had a small bowel change in condition have the
obstruction in the right lower abdomen. She was opportunity to be affected.
admitted to the hospital for treatment of the Utilizing the Change in Condition
obstruction. Medical records indicated she had a Audit Tool the DON or designee
left hemicolectomy (removal of left side bowel) will review resident documentation
with a colostomy due to a perforated bowel (years during the clinical meetings
prior) and had been treated for a small bowel Monday - Friday to identify
obstruction on 3/17/23 and 5/24/24. residents with a change in
condition and ensure an
A hospital Emergency Department (ER) Provider assessment is documented and
Note, dated 3/24/25 at 6:32 a.m., indicated physician/provider is notified as
Resident C, had a history of CHF requiring appropriate.
continued oxygen use at 2 liters per minute by
nasal cannula, colostomy with multiple abdominal 3. What measure will be put
surgeries and recurrent small bowel obstructions. into place and what systemic
Resident C came to the ER for nausea, vomiting changes will be made to
and shortness of breath. The resident had ensure that the deficient
complained of increased fatigue and decreased practice does not recur?
oral intake. Physical exam indicated Resident C
was ill-appearing, was positive for confusion, had To prevent this from reoccurring
dry mucous membranes, fast heart and respiratory the Director of Nursing or designee
rates, decreased blood pressure, abdominal will provide education to licensed
distention, and tenderness over the right side of nurses on the Resident Change in
her abdomen. CT x-rays of her chest, abdomen, Condition Policy. This education
and pelvis indicated the resident had right sided will be completed on or before
pneumonia and small bowel obstruction. Resident 4/18/25.
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C was admitted to the medical intensive care unit
(ICU) with acute illness that posed a threat to her
life and bodily functions. 4. How the corrective action(s)
will be monitored to ensure the
A hospital Discharge Summary, dated 3/25/25 at deficient practice will not
1:17 p.m., indicated the residents' condition recur, i.e., what quality
worsened with respiratory and circulatory failure assurance program will be
and she passed away. The final discharge put into place?
diagnosis and cause of Resident C's death was
small bowel obstruction. To monitor and maintain ongoing
compliance the Director of Nursing
An annual Minimum Data Set (MDS) assessment, or designee will complete weekly
dated 1/3/25, indicated Resident C had no audits for 4 weeks them monthly
cognitive impairment and no behaviors of for 5 months utilizing the Change
rejecting care. She had a colostomy with no in Condition audit tool to ensure
constipation. an assessment is documented
and physician/provider is notified
Care plans indicated: as appropriate when a change in
condition occurs.
-Revised 2/15/25: the resident was at risk for The results of the audits will be
impaired skin integrity as she required a forwarded to the facility QAPI
colostomy related to history of colon resection committee for further review and
due to cancer. The goal was to maintain the skin recommendations.
integrity around the stoma and have no signs or
symptoms of complications related to the 5 .By what date the systemic
colostomy. Interventions included: monitor skin changes for each deficiency
for irritation around the stoma; empty and cleanse will be completed?
the ostomy pouch on a routine basis; and change
the colostomy bag as ordered. All audits, in-servicing, and
systemic changes will be in effect
The care plan did not indicate specific signs and by 4/18/2025.
symptoms for staff to monitor related to
identification of small bowel obstructions such as
nausea, vomiting, abdominal pain, or lack of
output in her colostomy pouch.
Physician orders for routine medications to
maintain bowel function and prevent
constipation/lack of stool in the colostomy pouch
were:
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-Miralax powder 17 grams by mouth 3 times per
day.

-Linzess 72 micrograms by mouth 1 time per day.
-Senna laxative 8.6 milligram tablet by mouth 2
times per day.

A Medication Administration Record (MAR),
dated March 2025, indicated Resident C's
colostomy bag was to be changed 1 time every 3
days and skin barrier appliance changed 1 time
every 7 days. Documentation indicated the bag
and skin barrier changes were completed as
ordered.

A Nurse Practitioner (NP) progress note, dated
3/7/25 at 6:27 a.m., indicated Resident C was seen
for chronic illness management. The resident
indicated stool output in her colostomy was
normal without any issues.

An NP progress note, dated 3/17/25 at 8:36 a.m.,
indicated Resident C was seen for pain
management and follow up of routine labs. The
resident had chronic pain in her back, legs and
abdomen relieved with her routine prescribed
medications. The resident had a colostomy and
denied any changes with stool output due to
narcotic medication use. Prescriptions for
Lyrica-used to manage neuropathic pain and
Tramadol-used on as needed basis for pain, were
given and refilled.

There were no further NP progress notes or nurse
progress notes from 3/18/25 through 3/23/25.

Bowel movement records, dated 3/20/25 at 11:32
a.m. indicated Resident C had a medium amount of
stool in her colostomy bag. On 3/21, 3/22, 3/23,
and 3/24/25, the records indicated there was no
stool in her colostomy bag.
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A nurse progress note, dated 3/24/25 at 3:49 a.m.,
indicated at 2:15 a.m., Resident C had been having
nausea and vomiting for the past 24 hours. She
had been administered Zofran
(anti-nausea/vomiting medication) per as-needed
orders, but it had not been effective. The resident
was weak, skin pale and cool to touch, and she
had no stool in her colostomy bag since 3/23/25.
Her blood pressure was low at 99/56, pulse 99,
respirations 24, and her oxygen saturation was
85% (normal oxygen saturation is >90%) with
oxygen on at 3 liters per minute per nasal cannula.
The resident requested to go to the hospital. The
on-call NP was notified and orders given to
transport to the hospital. The EMS arrived at 2:45
a.m. and the resident transported to the hospital.

On 3/31/25 at 12:45 P.M., Qualified Medication
Aide (QMA) 2 was interviewed. She indicated she
had worked on 3/22/25 and 3/23/35, 10:00 p.m. to
6:00 a.m. During those 2 nights, she cared for
Resident C who had been ill with nausea and
vomiting. QMA 2 indicated she had been told the
resident had been vomiting since Friday 3/21/25
but hadn't wanted to go to the hospital. Resident
C had a large emesis on the morning of 3/23/25. It
was reported to her, when she returned to work,
the resident had continued with vomiting all day
on 3/23/25. She reported the vomiting to the nurse
in charge.

On 3/31/25 at 1:00 P.M., QMA 4 was interviewed.
She indicated she had worked 3/21, 3/22, and
3/23/25. On 3/21/25, she worked 10:00 to 6:00 a.m.
and was told in report, Resident C had begun
vomiting earlier in the day. During her shift on
3/21/25, Resident C had a small emesis colored like
spit or sputum. On 3/22/25, she began her shift at
6:00 p.m. and worked until 6:00 a.m. 3/23/25. In
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report at the beginning of her shift, the off-going
QMA 2 reported the resident was still vomiting
and had been given Zofran by Licensed Practical
Nurse (LPN) 7 earlier in the day 3/22/25. QMA 4
indicated she'd intended to give the resident more
Zofran for the nausea but hadn't found an order

for the medication. QMA 4 returned on 3/23/25 for
night shift but had not worked with Resident C as
she was scheduled on another wing.

On 3/31/25 at 2:00 P.M., LPN 7 was interviewed.
She indicated she worked on 3/22/25 and 3/23/25,
from 6:00 a.m. until 6:00 p.m. When she received
report on 3/22/25, she had not been informed
Resident C had been vomiting or had been sick.
On 3/22/25, at approximately 3:00 p.m., Resident C
reported to LPN 7, she wasn't feeling good and
wanted to lie down. On 3/23/25, she was told in
report the resident had vomited 1 time during the
night. During her shift (6:00 a.m. to 6:00 p.m.) on
3/23/25, Resident C had 2 more episodes of
vomiting. LPN 7 indicated she had not contacted
the on-call NP but had put a note in the NP's
folder to be seen on Monday. When questioned,
LPN 7 indicated she had not been aware the
resident had a history of small bowel obstructions
as she was new to the facility. She indicated she
had not administered Zofran to the resident
becasue the resident had no orders for the
medication.

On 3/31/25 at 2:07 P.M., LPN 9 was interviewed.
She indicated she worked 3/22/25 and 3/23/25, on
the night shift (6P-6A). She was scheduled to
work on the memory care unit but was responsible
for covering the QMA's scheduled on the other
hall. She indicated QMA 2 reported to her
Resident C had been vomiting over the past 2
days and was ill. LPN 9 assessed the resident and
obtained her vital signs. Resident C was very ill

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

72BU11 Facility ID:

012935 If continuation sheet

Page 6 of 7




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

PRINTED: 04/21/2025
FORM APPROVED
OMB NO. 0938-039

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

155809

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
03/31/2025

NAME OF PROVIDER OR SUPPLIER

GREY STONE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP COD
10445 DUPONT OAKS BLVD
FORT WAYNE, IN 46845

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

and when asked, agreed to go to the hospital. LPN
9 indicated, she reported the information to the
on-call NP and hospital staff the resident had
been sick with nausea and vomiting the past 24
hours; she had no stool in her colostomy bag;

and had been given as needed Zofran as ordered,
which had not been effective in relieving the
resident's symptoms.

On 3/31/25 at 3:53 P.M., the Assistant Director of
Nursing (ADON) was interviewed. She indicated
she had not been made aware of Resident C being
ill with nausea and vomiting, only that she had
been sent to the hospital. When questioned, the
ADON indicated the NP/Physician should have
been notified immediately of the resident's
symptoms due to her previous small bowel
obstructions resulting in hospitalizations.

A current facility policy, titled "Resident Change
in Condition" was provided, on 3/31/25 at 4:00
P.M., by the ADON which indicated the following:
"Resident Change in Condition: The nurse will
recognize and intervene in the event of a change
in resident condition. The physician and family
will be notified as soon as the nurse had identified
the change in condition and the resident is stable.
A Significant change of condition is a decline or
improvement in the resident's status that 1. Will
not normally resolve itself without intervention by
staff or by implementing standard disease-related
clinical intervention; and/or one that 2. Impacts
more than one area of the resident's health
status...."

This Citation relates to Complaint IN00456458.

3.1-37
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