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This visit was for a Recertification and State 

Licensure Survey. This visit included the 

Investigation of Complaints IN00438109, 

IN00437388, & IN00435894.

Complaint IN00438109 - Federal/state deficiencies 

related to the allegations are cited at F692.

Complaint IN00437388 - No deficiencies related to 

the allegations are cited.

Complaint IN00435894 - No deficiencies related to 

the allegations are cited.

Survey dates: July 16, 17, 18, 19, and 22, 2024.

Facility number: 012861

Provider number: 155798

AIM number: 2010180610

Census Bed Type:

SNF/NF: 86

SNF: 24

Total: 110

Census Payor Type:

Medicare: 19

Medicaid: 63

Other: 28

Total: 110

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed July 23, 2024.

F 0000 We at the facility are hereby 

respectfully requesting this 

agency consider paper 

compliance/desk review for 

compliance for the following plan 

of correction as opposed to a post 

survey revisit. We are willing to 

submit any and all documentation 

as requested to assure our 

credible compliance with the 

deficiencies noted in the following 

CMS-2567. We are hereby 

providing our plan of correction. 

Submission of this Plan of 

correction does not constitute an 

admission or an agreement by the 

provider of the truth of facts 

alleged or corrections set forth on 

the statement of deficiencies. The 

Plan of Correction is provided as 

evidence of the facilities desire to 

comply with regulations and 

continue to provide quality care. 

Please accept this Plan of 

Correction as our credible 

allegation of compliance. 
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483.24(a)(2) 

ADL Care Provided for Dependent Residents 

§483.24(a)(2) 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;

F 0677

SS=D

Bldg. 00

Based on observation, interview and record 

review, the facility failed to ensure assistance was 

provided with managing denture care and 

grooming of facial hair for 1 of 6 residents 

reviewed (Resident 40).

Findings include:

On 7/16/24 at 9:48 AM Resident 40 was observed 

to have 5 coarse dark hairs on their chin. The hairs 

were approximately one-half inch long. Resident 

40 was observed to be missing their upper front 

teeth.

Resident 40's record was reviewed on 7/17/24 at 

9:50 AM. Diagnoses included Alzheimer's, 

Disease, anxiety, depression and a cerebral 

infarction (stroke).

Resident 40's Annual MDS dated 7/2/24 indicated 

their BIMS score was 12 (moderate cognitive loss 

according to CMS (CMS.gov, 2024). The MDS 

indicated Resident 40 required supervision or 

touching assistance with oral care and personal 

hygiene. The MDS indicated Resident 40 did not 

have issues with their dental health.

Resident 40's Care Plan dated 10/9/23 indicated 

the resident required assistance with activities of 

daily living (ADLs) due to depression, a history of 

falls, stroke and weakness. The target goal was for 

Resident 40's ADL ability to improve by 7/16/24. 

F 0677 The Director of Nursing Services 

reassessed the management of 

denture care and grooming of 

facial hair for Resident 40.  

Revisions were made to the care 

plan(s) and revised interventions 

were reviewed with staff involved in 

the care of each resident.  The 

facility has determined that all 

residents have the potential to be 

affected.  An in-service education 

program was conducted by the 

Director of Nursing Services with 

direct care staff addressing 

denture care and grooming of 

facial hair interventions including 

documentation and monitoring.  

The Director of Nursing Services 

and or designee will complete 

weekly audits of five random 

residents for four weeks, then 

biweekly for four weeks, then 

monthly for three months. 

Monitoring will continue until 100% 

compliance is achieved for a 

period of three consecutive 

months as determined by the 

Quality Assurance Performance 

Improvement committee. After 

consecutive compliance is 

achieved the Director of Nursing 

Services and/or designee will 

randomly complete the audit form 

08/16/2024  12:00:00AM
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Interventions included therapy as needed, 

supervision with eating and extensive assistance 

with toileting, bed mobility and transfers. 

The Care Plan did not include assistance with oral 

care or the resident's partial denture.

The Care Plan did not include the resident's 

preference for removal of facial hair.

A dental visit note dated 2/28/24 indicated 

Resident 40 had requested tooth replacement for 

their upper front teeth after recently having the 

teeth extracted. The note indicated Resident 40 

had a set of teeth with lots of bridge work. The 

note indicated Resident 40 should have their teeth 

brushed twice daily. The note indicated Resident 

40 should have their teeth flossed once daily.

A dental hygienist visit note dated 4/24/24 

indicated Resident 40 had heavy plaque on their 

teeth, generalized severe gingivitis and 

periodontitis (inflammation of the gums). The note 

indicated Resident 40 was to have their teeth 

brushed 2 to 3 times daily with a soft bristle brush.

A dental assistant visit note dated 5/1/24 

indicated Resident 40 received a partial denture 

that replaced the resident's upper front teeth. The 

note indicated Resident 40 should be assisted 

with placing the denture in their mouth in the 

morning, removing the denture at bedtime, 

cleaning the denture and placing the denture in a 

denture cup.

In an interview on 7/17/24 at 1:05 PM, Resident 40 

indicated they were not wearing their partial 

denture due to forgetting the denture at home. 

Resident 40 laughed and indicated their mom 

always asks them the same question.

In a phone interview on 7/17/24 at 1:41 PM, 

to ascertain continued compliance 

at least biannually. Any concerns 

noted will receive immediate 

follow-up. The Director of Nursing 

Services report of monitoring will 

be forwarded to the Administrator 

for monthly Quality Assurance 

Performance Improvement review 

and the plan of action will be 

adjusted accordingly.
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Resident 40's family member indicated the 

resident's denture was very difficult to apply. The 

family member indicated the denture interfered 

with Resident 40's speech. The family member 

indicated they had made the facility aware of the 

denture not fitting properly. The family member 

indicated they had told an unidentified CNA 

about Resident 40's denture not fitting properly. 

The family member indicated Resident 40 did not 

like the hairs on their chin. The family member 

indicated they had encouraged Resident 40 to ask 

the beautician to include facial hair removal, but 

the resident was very forgetful. The family 

member indicated Resident 40 displayed 

confusion at times.  The family member indicated 

they had forgotten to ask the beautician to shave 

or pluck the hairs from the resident's chin. The 

family member suggested to the facility they could 

bring a razor from home to shave the resident's 

chin, but had been assured the facilal hair would 

be removed by the beautician. The family member 

indicated Resident 40 visited the facility beauty 

shop because they had always wanted to look 

their best.

In an interview with Certified Nurse Aide (CNA) 

20 and CNA 21 on 7/22/24 at 9:27 AM, CNA 20 

indicated Resident 40 did not usually wear their 

denture because the denture did not fit correctly 

and Resident 40 did not like the way their tongue 

touched the deture when they talked. CNA 21 

indicated Resident 40 had declined wearing their 

denture ever since they had received the denture. 

CNA 21 indicated Resident 40's denture care was 

not on the resident's Kardex (a summary of the 

resident's care plan). 

In an interview on 7/22/24 at 9:40 AM, the Director 

of Nursing (DON) indicated they did not know 

why Resident 40 had been declining the use of 
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their partial denture. The DON indicated they did 

not know if the dentist had been made aware of 

Resident 40 not wearing their partial denture.

In an interview with the Administrator, the DON 

and the Regional Nurse Consultant on 7/22/24 at 

10:23 AM, the Regional Nurse Consultant 

provided Resident 40's undated Kardex. The 

Regional Nurse Consultant indicated Resident 40 

had refused to wear their partial denture. The 

Regional Nurse Consultant indicated Resident 40 

had never requested the removal of their facial 

hair. The Regional Nurse Consultant indicated 

Resident 40's Kardex and Care Plan included the 

resident's refusal to wear their denture. The 

Regional Nurse Consultant indicated Resident 

40's Kardex and Care Plan included the resident 

was to request facial hair removal from the staff. 

The Regional Nurse Consultant indicated the 

Kardex and Care Plan had been updated to reflect 

the denture refusal and facial hair removal either 

on Thursday 7/18/24 or Friday 7/19/24. The 

Regional Nurse Consultant indicated they were 

unaware of the partial denture not being included 

on Resident 40's Care Plan. The Administrator 

indicated they were unaware there was no 

documentation of Resident 40's refusal of to wear 

their denture. The DON indicated they were not 

aware of Resident 40's denture not fitting 

correctly. The DON indicated they were not aware 

of Resident 40's Care Plan not addressing oral 

care, denture care or the resident's preference for 

facial hair removal. The Regional Nurse 

Consultant indicated Resident 40's BIMS score 

was 12 and the resident could request staff 

assistance with facial hair removal if they chose. 

The Regional Nurse Consultant agreed facial hair 

removal should be offered by the staff and the 

resident should not be required to ask.
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A current facility policy titled "Activities of Daily 

Living" dated 11/28/23 provided by the DON on 

7/22/24 at 9:50 AM indicated the facility would 

provide care and services for bathing, dressing, 

grooming and oral care. The policy did not include 

denture care. The policy did not include facial hair 

grooming.

A current facility policy titled "Oral Care" dated 

11/29/23 provided by the DON on 7/22/24 at 9:50 

AM indicated the facility would provide oral care 

to prevent and control plaque associated oral 

diseases. The oral care policy did not include 

denture care.

According to the Centers for Medicare and 

Medicaid Services, (CMS) a BIMS score of 0-7 

indicates severe cognitive loss, a score of 8-12 

indicates a moderate cognitive loss and a score of 

13-15 indicates no cognitive loss (CMS.gov, 

2024).

3.1-38(a)(3)

483.25(g)(1)-(3) 

Nutrition/Hydration Status Maintenance 

§483.25(g) Assisted nutrition and hydration.  

(Includes naso-gastric and gastrostomy 

tubes, both percutaneous endoscopic 

gastrostomy and percutaneous endoscopic 

jejunostomy, and enteral fluids).  Based on a 

resident's comprehensive assessment, the 

facility must ensure that a resident-

§483.25(g)(1) Maintains acceptable 

parameters of nutritional status, such as 

usual body weight or desirable body weight 

range and electrolyte balance, unless the 

resident's clinical condition demonstrates 

that this is not possible or resident 

F 0692

SS=D

Bldg. 00
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preferences indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake 

to maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet 

when there is a nutritional problem and the 

health care provider orders a therapeutic diet.

Based on observation, interview, and record 

review the facility failed to ensure meal intakes 

and weights were monitored for 2 of 3 residents 

reviewed (Resident B and Resident 305).

Findings include:

1. During an interview on 7/16/24 at 11:13 AM, 

Resident B's family member indicated he was 

concerned about Resident B's nutritional status 

and meal intakes.  He indicated Resident B was 

not offered meal trays at the dinner meal on 

6/15/24 and the breakfast and lunch meals on 

6/29/24.  He indicated Resident B had poor meal 

intakes and was not provided assistance at many 

additional meals including breakfast on 6/22/24, 

the dinner meal on 6/24/24, the dinner meal on 

6/26/24, the dinner meal on 6/27/24, and the dinner 

meal on 6/28/24.  He was concerned additional 

meals may not have been offered and his father 

may not have been offered the assistance he 

needed to eat.

Resident B's record was reviewed on 7/16/24 at 

1:48 PM. Diagnoses included Alzheimer's disease 

with late onset, need for assistance with personal 

care, and cognitive communication deficit.

Resident B's current admission Minimum Data Set 

(MDS) dated 6/15/24 indicated their Basic 

Interview for Mental Status (BIMS) score was 3 

F 0692 The Director of Nursing Services 

reassessed the nutritional status 

of Resident B and Resident 305.  

Revisions were made to the care 

plan(s) and revised interventions 

were reviewed with staff involved in 

the care of each resident. The 

facility has determined that all 

residents have the potential to be 

affected.  An in-service education 

program was conducted by the 

Director of Nursing Services and 

the Registered Dietician with 

direct care staff addressing 

nutritional interventions including 

intake and weight documentation 

and monitoring. The nursing 

management team will review 

each weight report to ensure 

appropriate measurements are 

recorded, complete, and to 

monitor weight fluctuations.  The 

Director of Nursing Services or 

designee will complete weekly 

chart audits for six weeks, then 

every other week for four weeks, 

then monthly for ninety days. 

Monitoring will continue until 100% 

compliance is achieved for a 

period of three consecutive 

months as determined by the 

Quality Assurance Performance 

08/16/2024  12:00:00AM
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(cognitively impaired). The MDS indicated the 

resident required supervision or touching 

assistance with eating tasks.  The MDS indicated 

Resident B required a therapeutic diet and was not 

receiving therapy or restorative programs for 

eating assistance.

Meal intake records provided by the Director of 

Nursing (DON) on 7/18/24 at 10:46 AM indicated 

meal intake amounts were not recorded for the 

following meals:

6/13/24 dinner,

6/14/24 dinner,

6/15/24 dinner,

6/17/24 breakfast,

6/18/24, breakfast, lunch and dinner,

6/22/24, breakfast and lunch,

6/25/24, dinner,

6/26/24, breakfast, lunch, and dinner,

6/27/24, dinner, 

6/28/24, dinner,

6/30/24 dinner,

7/1/24, dinner,

7/3/24 breakfast and lunch,

7/4/24 dinner,

7/5/24 dinner,

7/6/24 lunch and dinner,

7/16/24 lunch and dinner.

An admission assessment dated 6/12/24 indicated 

Resident B weighed 148.6 lbs (pounds) and did 

not have any edema.  Additional weights 

reviewed included:

6/14/24 147.6 lbs

6/18/24 145.6 lbs

7/1/24 138.6 lbs

7/8/24 136.6 lbs

7/19/24 134.6 lbs

On 06/12/2024, the resident weighed 148.6 lbs. On 

Improvement committee. After 

consecutive compliance is 

achieved the Director of Nursing 

Services and/or designee will 

randomly complete the audit form 

to ascertain continued compliance 

at least biannually. Any concerns 

noted will receive immediate 

follow-up. The Director of Nursing 

Services report of monitoring will 

be forwarded to the Administrator 

for monthly Quality Assurance 

Performance Improvement review 

and the plan of action will be 

adjusted accordingly.
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07/01/2024, the resident weighed 138.6 pounds 

which is a -6.73 % Loss.

Progress notes dated 7/12/24 indicated Resident 

B's son had refused to have supplements offered 

to Resident B due to concerns about 

preservatives used in the supplements offered.  

A review of all other progress notes from 

admission on 6/12/24 to 7/17/24 did not indicate 

any refusals of offered food items or any refusal 

of weights.  No records of offering any alternative 

supplements or additional food offerings to offset 

weight loss were available for review.

Resident B's current care plan titled I receive 

supplements, dated 6/13/24, with a goal date of 

9/27/24 indicated Resident B should receive 

supplements as ordered. A review of current 

orders did not indicate any supplements were 

currently ordered.

Resident B's current care plan dated 6/13/24, titled 

I have specific choices, with a goal date of 9/27/24 

indicated Resident B chose to get up in the 

morning between 8 and 9 AM. The care plan did 

not indicate a preferance for whole food 

supplements.

Resident B's current care plan dated 6/13/24, titled 

I am at risk for malnutrition, with a goal date of 

9/27/24, indicated Resident B should have his 

meal intakes and weights reviewed, and should 

receive his reduced carbohydrate diet as ordered.

In an interview on 7/19/24 at 11:25 AM, the 

Regional Dietician indicated the resident should 

have had weights monitored weekly as soon as a 

weight loss was identified, and staff would benefit 

from review of meal documentation procedures.
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In an interview on 7/19/24 at 12:59 PM, the 

Regional Dietician indicated she had updated 

Resident B's care plan to reflect weight fluctuation 

due to edema.  In the same interview, the Unit 

Manager indicated upon admission, Resident B 

did not receive breakfast because he preferred to 

get up after 10 AM.

A current policy titled Nutrition at Risk (NAR) 

Policy, dated 10/21, provided by the Assistant 

Director of Nursing on 7/18/24 at 12:50 PM 

indicated the facility should aggressively review 

and address those residents exhibiting significant 

weight change, skin breakdown or potential 

nutritional decline through NAR.  The policy 

indicated residents with weight changes of 5% or 

more unplanned weight loss in 30 days should be 

monitored weekly by the clinical team with dietary 

and clinical interventions reviewed and 

documented.

2. Resident 305's record was reviewed on 7/16/24 

at 1:24 PM. Diagnoses included cerebral infarction 

(stroke), aphasia (difficulty speaking), and 

dysphagia (difficulty swallowing).

A review of Resident 305's current quarterly MDS 

indicated their BIMS (Basic Interview for Mental 

Status) score was 4 (severe cognitive impairment). 

The MDS indicated Resident 305 received a score 

of 2 during eating, which indicates a need for 

substantial to maximum assistance with eating. 

Section K (swallowing/nutritional status) 

indicated food escaping from the mouth when 

chewing, holding onto residual food in mouth 

after meals, and coughing or choking during meals 

or when swallowing medications. 

A review of Resident 305's current care plan titled 

I am malnourished, with a goal date of 9/26/24 
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indicated Resident 305 should have their weights 

reviewed, receive their supplements, and receive 

vitamin and/or mineral supplement, as ordered.

A review of Resident 305's current care plan titled 

I require an altered consistency diet due to 

difficulty swallowing, with a goal date of 9/26/24 

indicated Resident 305 will receive their 

mechanical soft diet as ordered.

A review of Resident 305's current care plan titled 

I am now receiving comfort care related to 

diagnosis of stroke, with a problem of weight loss 

is expected with a goal date of 9/26/24 indicated 

Resident 305 should have their dietary 

preferences honored to the extent possible.

A review of Resident 305's current care plan titled 

I need assistance with my ADL's (activities of 

daily living) related to stroke, fracture of right 

humerus, hypertension, diabetes type 2, and 

muscle weakness, with a goal date of 9/26/24 

indicated Resident 305 requires extensive 

assistance from 1 staff with eating.

A review of resident 305's current care plan titled I 

receive supplements, with a goal date of 9/26/24 

indicated Resident 305 would receive supplements 

as ordered.

A review of physician orders dated 7/22/24 

indicated Resident 305 would receive a glucose 

control boost supplement twice daily for 

inadequate oral intake. 

A review of Resident 305's weight indicated a 

20.32% weight loss, from 186 pounds on 6/3/24 at 

10:55 AM to 148.2 pounds on 6/10/24 at 2:13 PM. 

Subsequent weights for Resident 305 were 146 

pounds on 6/17/24 1:15 PM, 148.6 pounds on 
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6/24/24 at 11:44 AM, and 141.2 pounds on 7/11/24 

9:32 AM.

During an interview on 7/19/24 at 12:59 PM, the 

Regional Dietician indicated when a resident was 

a participant of the NAR program they should 

have weekly weights.

During an interview on 7/19/24 at 12:59 PM, 

Employee 22 indicated Resident 305 presented 

upon admission in poor condition. Resident 305 

was immediately sent to Lutheran Hospital where 

an initial weight of 200.2 pounds was recorded for 

weight on 5/2/24 at 3:42 PM. Upon admission to 

the facility on 5/10/24 at 7:38 PM Resident 305 

weighed 200 pounds.

During an interview on 7/22/24 at 10:24 AM, the 

DON, Administrator and Regional Nurse 

Consultant indicated weights were monitored 

through the NAR process. They indicated they do 

not normally have consistent staff obtaining 

weights, so a CNA obtaining a weight would not 

necessarily be aware of weight loss at the time the 

weight was obtained. They indicated the CNA 

staff would be notified of any reweights needed 

after the NAR process was completed. They were 

unable to identify why reweights were not 

obtained when a weight variance initially 

occurred.

A current policy titled Nutrition at Risk (NAR) 

Policy, dated 10/21, provided by the Assistant 

Director of Nursing on 7/18/24 at 12:50 PM 

indicated the facility should aggressively review 

and address those residents exhibiting significant 

weight change, skin breakdown or potential 

nutritional decline through NAR.  The policy 

indicated residents with weight changes of 5% or 

more unplanned weight loss in 30 days.
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This citation is related to complaint IN00438109. 

483.25(g)(1)-(3)

483.60(i)(1)(2) 

Food 

Procurement,Store/Prepare/Serve-Sanitary 

§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources 

approved or considered satisfactory by 

federal, state or local authorities.

(i) This may include food items obtained 

directly from local producers, subject to 

applicable State and local laws or 

regulations.

(ii) This provision does not prohibit or prevent 

facilities from using produce grown in facility 

gardens, subject to compliance with 

applicable safe growing and food-handling 

practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the 

facility.

§483.60(i)(2) - Store, prepare, distribute and 

serve food in accordance with professional 

standards for food service safety.

F 0812

SS=F

Bldg. 00

Based on observation, interview, and record 

review the facility failed to ensure hand hygiene 

was performed when necessary, in the meal 

preparation and service process. 110 of 110 

residents residing in the facility consumed food 

prepared in the facility kitchen.

Findings include:

F 0812 The Director of Nursing Services 

and the Registered Dietician 

reassessed 110 of 110 residents 

residing in the facility that 

consume food prepared in the 

facility kitchen. There were no 

noted negative outcomes.  The 

facility determined that all 

residents have the potential to be 

affected.  An in-service education 

08/16/2024  12:00:00AM
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During an observation on 7/16/24 at 9:15 AM the 

Dietary Manager (DM) picked up a garbage can 

lid from the floor and placed it back on top of the 

garbage can.  No hand hygiene was performed, 

and she continued the kitchen tour opening the 

ice machine door and the walk-in cooler door.

During an observation on 7/16/24 at 10:31 AM 

Cook 25 was using a blender to prepare pureed 

chicken for the lunch meal.  During the process, 

the lid became loose, splattering a small amount of 

pureed chicken onto Cook 25's hands.  Cook 25 

wiped her hands on her uniform and continued 

the puree process, then handled the clean 

container the pureed chicken was poured into and 

the clean utensils without performing hand 

hygiene.

During an observation on 7/17/24 at 11:07 am in 

the 400-hall dining room, Cook 27 was placing 

plates of food onto food trays, covering them with 

a lid, and loading them onto a cart for distribution.  

During the process, Cook 27 slapped her hands 

down onto her uniform pants, placed her hands 

on her hips, touched her uniform 5 times and 

continued touching plates of food.  Cook 27 did 

not perform any hand hygiene throughout the 

loading of the meal tray cart and meal service to 

several residents seated in the dining area.

During an observation on 7/17/24 at 11:17 AM, 

Cook 26 was observed touching his face and 

continuing with meal tray assembly without 

performing hand hygiene.  Cook 26 then spilled a 

container of packaged butter pats on the floor, 

picked up the pats, and continued with meal tray 

assembly without performing hand hygiene.  Cook 

26 did not perform any hand hygiene throughout 

the loading of the meal tray cart and meal service 

to several residents seated in the dining area.

program was conducted by the 

Dietary Manager and the 

Registered Dietician with the 

dietary staff regarding appropriate 

hand hygiene, when necessary, in 

the meal preparation and service 

process.  The Dietary Manager 

and or designee will complete 

weekly audits for compliance with 

hand hygiene.  The random audit 

will occur weekly for four weeks, 

every other week for four weeks, 

then monthly thereafter. 

Monitoring will continue until 100% 

compliance is achieved for a 

period of three consecutive 

months as determined by the 

Quality Assurance Performance 

Improvement committee. After 

consecutive compliance is 

achieved the Dietary Manager 

and/or designee will randomly 

complete the audit form to 

ascertain continued compliance at 

least biannually. Any concerns 

noted will receive immediate 

follow-up. The Dietary Manager 

report of monitoring will be 

forwarded to the Administrator for 

monthly Quality Assurance 

Performance Improvement review 

and the plan of action will be 

adjusted accordingly.
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In an interview on 7/17/24 at 11:22 AM, the 

Assistant Dietary Manager indicated staff should 

perform hand hygiene prior to taking their 

workstation and any time hands are contaminated 

throughout the meal service process.

A current policy titled Handwashing dated 10/17 

provided by the Dietary Manager on 7/17/24 at 

11:38 AM indicated hand hygiene should occur 

during food preparation as often as necessary to 

remove contamination and to prevent cross 

contamination when changing tasks.

3-1-21(i)(3)
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