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F 0000
Bldg. 00
This visit was for a Recertification and State F 0000 Preparation execution of this plan
Licensure Survey. of correction does not constitute
admission or agreement of
Survey dates: November, 4, 5, 8,9, 10 and 12, 2021 provider of the truth of the facts or
alleged or conclusions set forth on
Facility number: 000523 the State of Deficiencies. The plan
Provider number: 155496 of Correction is prepared and
AIM number: 100266930 executed solely because it is
required by the position of Federal
Census Bed Type: and State Law. The plan of
SNF/NF: 85 correction is submitted in order to
Total: 85 respond to the annual survey
recertification cited during survey
Census Payor Type: on November 4, 5, 8, 9, 10, and
Medicare: 2 12th, 2021.
Medicaid: 77
Other: 6 Please accept this plan of
Total: 85 correction as the provider's
credible allegation of compliance.
These deficiencies reflect State Findings cited in The facility would like to request a
accordance with 410 TAC 16.2-3.1. desk review for this survey.
Quality review completed on 11/19/21.
F 0574 483.10(g)(4)(i)-(vi)
SS=C Required Notices and Contact Information
Bldg. 00 | §483.10(g)(4) The resident has the right to
receive notices orally (meaning spoken) and
in writing (including Braille) in a format and a
language he or she understands, including:
(i) Required notices as specified in this
section. The facility must furnish to each
resident a written description of legal rights
which includes -
(A) A description of the manner of protecting
personal funds, under paragraph (f)(10) of this
section;
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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(B) A description of the requirements and
procedures for establishing eligibility for
Medicaid, including the right to request an
assessment of resources under section
1924(c) of the Social Security Act.

(C) A list of names, addresses (mailing and
email), and telephone numbers of all pertinent
State regulatory and informational agencies,
resident advocacy groups such as the State
Survey Agency, the State licensure office,
the State Long-Term Care Ombudsman
program, the protection and advocacy
agency, adult protective services where state
law provides for jurisdiction in long-term care
facilities, the local contact agency for
information about returning to the community
and the Medicaid Fraud Control Unit; and
(D) A statement that the resident may file a
complaint with the State Survey Agency
concerning any suspected violation of state
or federal nursing facility regulations,
including but not limited to resident abuse,
neglect, exploitation, misappropriation of
resident property in the facility,
non-compliance with the advance directives
requirements and requests for information
regarding returning to the community.

(i) Information and contact information for
State and local advocacy organizations
including but not limited to the State Survey
Agency, the State Long-Term Care
Ombudsman program (established under
section 712 of the Older Americans Act of
1965, as amended 2016 (42 U.S.C. 3001 et
seq) and the protection and advocacy system
(as designated by the state, and as
established under the Developmental
Disabilities Assistance and Bill of Rights Act
of 2000 (42 U.S.C. 15001 et seq.)

(iii) Information regarding Medicare and
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Medicaid eligibility and coverage;
(iv) Contact information for the Aging and
Disability Resource Center (established
under Section 202(a)(20)(B)(iii) of the Older
Americans Act); or other No Wrong Door
Program;
(v) Contact information for the Medicaid Fraud
Control Unit; and
(vi) Information and contact information for
filing grievances or complaints concerning
any suspected violation of state or federal
nursing facility regulations, including but not
limited to resident abuse, neglect,
exploitation, misappropriation of resident
property in the facility, non-compliance with
the advance directives requirements and
requests for information regarding returning to
the community.
Based on record review and interview, the facility F 0574 F 574 12/09/2021
failed to ensure residents were informed of the Notices and Contact
name of the current Ombudsman and were given Information
information on how to file a complaint to the state CFR(s): 483.10(g)(4)(i)-(vi)
agency about the care they received. This had the Residents will be given the
potential to affect 63 of 86 residents who resided Long-term Care Ombudsman
in the facility. name, contact information and
how to make a formal complaint to
Finding includes: the state agency about their care.
No harm occurred due to alleged
During the Resident Council meeting, on 11/8/21 deficient practice.
at 11:00 A.M., many of the residents indicated
they were unaware of the contact information for The facility will identify other
the Ombudsman and the telephone number to file situations having the potential
a complaint to the state agency. The Resident to be affected by the same
Council indicated this information had been deficient practices as follows:
posted at one time but was no longer posted in The Executive Director will ensure
the facility. that the contact information for the
Long-term Care Ombudsman is
During an observation, on 11/8/21 at 11:49 A.M., posted. Residents will receive
the Administrator walked the facility to look for information during the next
the contact information of the Ombudsman and resident council meeting 11/30/21
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state agency. This information could not be the Long-term Care Ombudsman
located. name, contact information and
how to make a formal complaint to
At the same time, during an interview, the the state agency about their care
Administrator indicated he would need to provide on or before the date of
a wall hanging of the contact information of the compliance.
Ombudsman and state agency. The Administrator
indicated this information should be available for The measures that will be put
the residents. into place or systematic
changes made to ensure that
A policy was provided, on 11/10/21 at 3:25 P.M., the deficient practice will not
entitled, "Resident Rights", by the Regional recur are as follows:
Nurse. The policy indicated, " ...iii. See any person The Executive Director will
who provides assistance to help with health, in-service the Activity Director on
social, legal or other services may at any time. 1. Required Notices and Contact
This includes the resident' doctor, a Information in Resident Facility
representative from the health department, and the and Policy: “Residents Right” on
Long-Term Care Ombudsman, among others ...." or before the date of compliance.
3.1-43)(3) The facility will monitor the
corrective actions to ensure the
deficient practice will not recur
as follows:
The Activity Director/Designee will
use the “required notices and
contact information audit tool” for
monitoring posting for contact
information. Once a week for 4
weeks then once a month going
forward x 6 months.
The Executive Director will report
all findings to the QA committee
monthly. The QAPI committee
will review systematic changes,
effectiveness and continued
compliance at least one time
monthly and determine if ongoing
monitoring is required.
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F 0576
ss=C
Bldg. 00

483.10(9)(6)-(9)

Right to Forms of Communication w/ Privacy
§483.10(g)(6) The resident has the right to
have reasonable access to the use of a
telephone, including TTY and TDD services,
and a place in the facility where calls can be
made without being overheard. This includes
the right to retain and use a cellular phone at
the resident's own expense.

§483.10(g)(7) The facility must protect and
facilitate that resident's right to communicate
with individuals and entities within and
external to the facility, including reasonable
access to:

(i) A telephone, including TTY and TDD
services;

(i) The internet, to the extent available to the
facility; and

(iii) Stationery, postage, writing implements
and the ability to send mail.

§483.10(g)(8) The resident has the right to
send and receive mail, and to receive letters,
packages and other materials delivered to the
facility for the resident through a means other
than a postal service, including the right to:

(i) Privacy of such communications
consistent with this section; and

(i) Access to stationery, postage, and writing
implements at the resident's own expense.

§483.10(g)(9) The resident has the right to
have reasonable access to and privacy in
their use of electronic communications such
as email and video communications and for
internet research.

(i) If the access is available to the facility

(i) At the resident's expense, if any additional
expense is incurred by the facility to provide
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such access to the resident.
(iii) Such use must comply with State and
Federal law.
Based on interview, the facility failed to provide F 0576 F 576 12/09/2021
mail delivery on Saturdays and unopened mail. Right to Forms of
This deficient practice had the potential to Communication w/ Privacy
affected 86 of 86 resident who reside in the CFR(s): 483.10(g)(6)-(9)
facility. Resident #69 received their mail
and indicated that they had
Findings include: received a response that it had
been a mistake when her mail was
During the resident council meeting, on 11/8/21 at opened. No harm occurred due to
11:00 A.M., the participating residents indicated alleged deficient practice.
that they do not receive mail on Saturday and The facility will identify other
personal mail has been opened at times. Resident situations having the potential
69 indicated she received mail from the to be affected by the same
courthouse concerning her daughter and the mail deficient practices as follows:
was always opened. Resident 69 stated she had All Residents who receive mail
brought this to the attention of the business have the potential to be affected
office. Resident 69 indicated she received a by the alleged deficient practice.
response that it was a mistake when her mail was Residents will receive information
opened. during the next resident council
meeting 11/30/2021 regarding mail
During an interview, on 11/10/21 at 2:54 P.M., the delivery schedule and weekend
Regional Director of Finance, indicated the delivery.
receptionist received the mail and separated the The measures that will be put
resident mail from the facility mail. The Regional into place or systematic
Director of Finance indicated business sized changes made to ensure that
envelopes go to the business office and then are the deficient practice will not
sent to the resident's power of attorney (POA) if recur are as follows:
the resident is not cognitively intact. If the The Executive Director will
resident was cognitively intact, the mail should go in-service the Business Office
to the resident unopened. If a court document was Manager on Right to Forms of
opened, it may have been mistaken for facility Communication w/ Privacy and
business. Policy: “Resident Rights” on or
before the date of compliance.
During an interview, on 11/10/21 at 3:05 P.M., the
Activity Director indicated mail was placed into The Executive Director will
her mailbox daily and was delivered daily. She in-service Activities Director on
indicated she does not work on Saturday, and Follow up in Resident Council on a
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Saturday mail is delivered on Monday. monthly basis utilizing the
questions found on her monthly
A policy was provided, on 11/10/21 at 3:25 P.M., resident council form to ensure
entitled, "Resident Rights", by the Regional on-going compliance.
Nurse. The policy indicated, " ...Privacy The facility will monitor the
concerning their Privacy, Property, and Living corrective actions to ensure the
Arrangements including but not limited to: 4. deficient practice will not recur
Have privacy in sending and getting mail ...." as follows:
3.1-3(s)(1) Utilizing “Angel Rounds- Mail
Delivery Audit Tool” for monitoring
The Business Office
Manager/Designee will ask 5
residents weekly x4 weeks, then
Manager/Designee will ask 3
residents weekly x4 weeks, and
then Manager/Designee will ask 2
residents weekly x4 weeks for at
least 6 months, then will be
maintained per policy:
1. If they have received their mail
timely and
2. If they received their mail
unopened.
The Executive Director will report
all findings to the QA committee
monthly. The QAPI committee
will review systematic changes,
effectiveness and continued
compliance at least one time
monthly and determine if ongoing
monitoring is required.
F 0578 483.10(c)(6)(8)(g)(12)(i)-(v)
§S=D Request/Refuse/Dscntnue Trmnt;Formite Adv
Bldg. 00 | Dir
§483.10(c)(6) The right to request, refuse,
and/or discontinue treatment, to participate in
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or refuse to participate in experimental
research, and to formulate an advance
directive.

§483.10(c)(8) Nothing in this paragraph
should be construed as the right of the
resident to receive the provision of medical
treatment or medical services deemed
medically unnecessary or inappropriate.

§483.10(g)(12) The facility must comply with
the requirements specified in 42 CFR part
489, subpart | (Advance Directives).

(i) 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 resident's option, formulate an advance
directive.

(i) This includes a written description of the
facility's policies to implement advance
directives and applicable State law.

(iii) Facilities are permitted to contract with
other entities to furnish this information but
are still legally responsible for ensuring that
the requirements of this section are met.

(iv) If an adult individual is incapacitated at
the time of admission and is unable to
receive information or articulate whether or
not he or she has executed an advance
directive, the facility may give advance
directive information to the individual's
resident representative in accordance with
State Law.

(v) The facility is not relieved of its obligation
to provide this information to the individual
once he or she is able to receive such
information. Follow-up procedures must be in
place to provide the information to the
individual directly at the appropriate time.
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Based on observation, interview and record F 0578 F 578 12/09/2021
review, the facility failed to ensure that Advanced Request/Refuse/Dscntnue
Directives were signed by the physician for 1 out Trmnt;Formlte Adv Dir
of 1 records reviewed. (Resident 238) CFR(s): 483.10(c)(6)(8)(g)(12)(i)-
v)
Finding includes: Resident #238 medical record was
updated to include resident’s code
A clinical review was completed, on 11/9/2021 at status with physician’s signature.
9:40 A.M., and indicated Resident 238's diagnoses No harm occurred due to alleged
included but were not limited to: malignant brain deficient practice.
neoplasm of the brain, dysphagia, displaced The facility will identify other
fracture of 2nd cervical vertebrae, systemic lupus, situations having the potential
restless leg syndrome and anxiety. The resident to be affected by the same
was admitted on 10/11/2021. deficient practices as follows:
All current residents’ have the
An Admission MDS (Minimum Data Set) potential to be affected by alleged
assessment, dated 10/19/2021, indicated Resident deficient practice. The Director of
238's BIMS (Brief Interview for Mental Status - Nursing/Designee will audit all
cognitive assessment) score was 6, indicating resident’s code status
severely cognitively impaired. documentation to ensure a
physician’s signature utilizing
An Advanced Directive indicating CPR “Code Status Audit Tool” on or
(Cardiopulmonary Resuscitation) status, signed before the date of compliance.
by the spouse on 10/11/2021, indicated Resident Any residents identified as not
238 chose a CPR status, but no physician having the appropriate code status
signature was present. documentation have had their
physician and family notified and
During an interview, on 11/09/2021 at 10:45 A.M., the appropriate documentation has
the Admission Director indicated the Advance been completed and their plan of
Directive should have been signed by the doctor. care updated accordingly
The measures that will be put
On 11/09/2021 at 3:56 P.M., the Regional Nurse into place or systematic
provided a policy titled, "INDIANA changes made to ensure that
Physician-Order-for-Scope-of-Treatment, dated the deficient practice will not
5/01/2018, and indicated the policy was the one recur are as follows:
currently used by the facility. The policy The Executive Director will
indicated"...Requirements for a valid code status educate the Social Service
must include at least the completion of the Director on Request/Refused/
following sections/areas of the form: i. the Discontinue Treatment and
resident's name, ii. residents date of birth, iii. code Formulate Advance Directive and
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status order selection, iv. signature of resident or
authorized representative, v. signature of the
physician...."

3.1-4(d)

F 0585 483.10(j)(1)-(4)

SS=E Grievances

Bldg. 00 | §483.10(j) Grievances.
§483.10(j)(1) The resident has the right to
voice grievances to the facility or other
agency or entity that hears grievances
without discrimination or reprisal and without
fear of discrimination or reprisal. Such
grievances include those with respect to care
and treatment which has been furnished as

Policy: “INDIANA
Physician-Order-for-Scope-of-Treat
ment” on or before the date of
compliance.

The facility will monitor the
corrective actions to ensure the
deficient practice will not recur
as follows:

Utilizing the “Code Status Audit
Tool” the Social Service
Director/Designee will audit M-F
all new admissions x4 weeks,
resident’s code status
documentation to ensure
Physician signature is obtained.
To ensure compliance is
maintained Social Service
Director/Designee will continue to
monitor MWF x 4 Weeks, then
every Friday x 4 weeks, then
monthly for 6 months.

The Executive Director will report
all findings to the QA committee
monthly. The QAPI committee
will review systematic changes,
effectiveness and continued
compliance at least one time
monthly and determine if ongoing
monitoring is required.
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well as that which has not been furnished,
the behavior of staff and of other residents,
and other concerns regarding their LTC
facility stay.

§483.10(j)(2) The resident has the right to and
the facility must make prompt efforts by the
facility to resolve grievances the resident may
have, in accordance with this paragraph.

§483.10(j)(3) The facility must make
information on how to file a grievance or
complaint available to the resident.

§483.10(j)(4) The facility must establish a
grievance policy to ensure the prompt
resolution of all grievances regarding the
residents' rights contained in this paragraph.
Upon request, the provider must give a copy
of the grievance policy to the resident. The
grievance policy must include:

(i) Notifying resident individually or through
postings in prominent locations throughout
the facility of the right to file grievances orally
(meaning spoken) or in writing; the right to file
grievances anonymously; the contact
information of the grievance official with whom
a grievance can be filed, that is, his or her
name, business address (mailing and email)
and business phone number; a reasonable
expected time frame for completing the
review of the grievance; the right to obtain a
written decision regarding his or her
grievance; and the contact information of
independent entities with whom grievances
may be filed, that is, the pertinent State
agency, Quality Improvement Organization,
State Survey Agency and State Long-Term
Care Ombudsman program or protection and
advocacy system;
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(ii) Identifying a Grievance Official who is
responsible for overseeing the grievance
process, receiving and tracking grievances
through to their conclusions; leading any
necessary investigations by the facility;
maintaining the confidentiality of all
information associated with grievances, for
example, the identity of the resident for those
grievances submitted anonymously, issuing
written grievance decisions to the resident;
and coordinating with state and federal
agencies as necessary in light of specific
allegations;

(iii) As necessary, taking immediate action to
prevent further potential violations of any
resident right while the alleged violation is
being investigated;

(iv) Consistent with §483.12(c)(1),
immediately reporting all alleged violations
involving neglect, abuse, including injuries of
unknown source, and/or misappropriation of
resident property, by anyone furnishing
services on behalf of the provider, to the
administrator of the provider; and as required
by State law;

(v) Ensuring that all written grievance
decisions include the date the grievance was
received, a summary statement of the
resident's grievance, the steps taken to
investigate the grievance, a summary of the
pertinent findings or conclusions regarding
the resident's concerns(s), a statement as to
whether the grievance was confirmed or not
confirmed, any corrective action taken or to
be taken by the facility as a result of the
grievance, and the date the written decision
was issued,;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged
violation of the residents' rights is confirmed
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by the facility or if an outside entity having
jurisdiction, such as the State Survey
Agency, Quality Improvement Organization,
or local law enforcement agency confirms a
violation for any of these residents' rights
within its area of responsibility; and
(vii) Maintaining evidence demonstrating the
result of all grievances for a period of no less
than 3 years from the issuance of the
grievance decision.
F 0585 F585 12/09/2021
Based on observation and interview, the facility Grievances
failed to provide readily available grievance forms CFR(s): 483.10(j)(1)-(4)
and the ability to voice a grievance anonymously. The facility will educate the
This deficient practice had the potential to affect residents and provide the
the 63 cognitively intact residents who reside in residents readily available
the facility. grievance forms
to be able to voice grievances
Findings include: anonymously on or before the date
of compliance. No harm occurred
During the resident council meeting, on 11/8/21 at due to alleged deficient practice.
11:00 A.M., the participating residents indicated The facility will identify other
that they do not know where to find a grievance situations having the potential
form or have the ability to file a grievance to be affected by the same
anonymously. At one time, the forms were located deficient practices as follows:
outside the business office in a wall folder but The alleged deficient practice has
were no longer there. the potential to affect all
cognitively intact residents who
During an observation, on 11/8/21 at 11:49 A.M. reside in the facility.
with the Administrator, the grievance forms were
located in a wall folder at the back of a table in the Cognitively intact residents will be
business office copier room. The grievance forms educated by the ED/Designee
were folded over and not identifiable. where the grievance forms are
kept and where to submit them
During an interview, on 11/8/21 at 11:49 A.M., the anonymously at the next Resident
Administrator indicated the business office copier Council meeting on or before the
room door is always open. Recent construction date of compliance. Families of
had happened at the facility and the wall folder residents who are identified as not
may have been removed. being cognitively intact will be
informed of the location of
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During an interview, on 11/10/21 at 2:50 P.M., the grievance forms and how to submit
Social Service Director (SSD) indicated the anonymously. No harm occurred
grievance forms were located in the social service with alleged deficient practice.
office and the activity room office upon request.
The residents can ask anyone from management The executive Director will ensure
for a grievance form. The SSD indicated grievance that the grievance forms and box
forms were not available anonymously for the are placed in an accessible and
residents to complete. private place for the
residents/families to be able to file
A policy was provided, on 11/10/21 at 3:25 P.M., anonymous
entitled "Resident Rights" by the Regional Nurse. The measures that will be put
The policy indicated, " ...vii. Receive proper into place or systematic
medical care including but not limited to: 8. To changes made to ensure that
express any complaints (sometimes called the deficient practice will not
"grievances") about care or treatment ...." recur are as follows:
The Executive Director/Designee
3.1-7(a)(1) will in-service the Interdisciplinary
Team on the Grievance Process,
and the Policy: “Resident Rights”
on or before the date of
compliance.
The Executive Director/Designee
will educate the Social Worker on
the grievance log/process and
completion utilizing the “Grievance
Log Audit Tool” on or before the
date of compliance.
The facility will monitor the
corrective actions to ensure the
deficient practice will not recur
as follows:
Utilizing “Angel Rounds- Grievance
Audit Tool.”
Social Service will ask 5
cognitively intact residents weekly
x4 weeks, then monthly x6
months:
1. If they are aware where the
grievance forms are located.
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2. If they feel their grievances can
be submitted anonymously.
To ensure compliance is
maintained Social Service
Director/Designee will continue to
monitor MWF x 4 Weeks, then
every Friday x 4 weeks. Social
Service will provide education to
the resident at the time of
questioning if needed.
The Executive Director will report
all findings to the QA committee
monthly. The QAPI committee
will review systematic changes,
effectiveness and continued
compliance at least one time
monthly and determine if ongoing
monitoring is required.
F 0657 483.21(b)(2)(i)-(iii)
SS=D Care Plan Timing and Revision
Bldg. 00 | §483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan
must be-
(i) Developed within 7 days after completion
of the comprehensive assessment.
(i) Prepared by an interdisciplinary team, that
includes but is not limited to--
(A) The attending physician.
(B) A registered nurse with responsibility for
the resident.
(C) A nurse aide with responsibility for the
resident.
(D) A member of food and nutrition services
staff.
(E) To the extent practicable, the
participation of the resident and the resident's
representative(s). An explanation must be
included in a resident's medical record if the
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participation of the resident and their resident
representative is determined not practicable
for the development of the resident's care
plan.
(F) Other appropriate staff or professionals in
disciplines as determined by the resident's
needs or as requested by the resident.
(iii)Reviewed and revised by the
interdisciplinary team after each assessment,
including both the comprehensive and
quarterly review assessments.
Based on record review, and interview, the facility F 0657 F 657 12/09/2021
failed to ensure care plans were revised related to Care Plan Timing and Revision
fluid restrictions for 1 of 23 residents whose care Resident #42 Care Plan was
plans were reviewed. (Resident 42) updated to discontinue fluid
restriction Care Plan. No harm
Fining includes: occurred due to alleged deficient
practice.
A clinical record review was completed on The facility will identify other
11/08/2021 at 10:00 A.M., and indicated Resident situations having the potential
42's diagnoses included, but were not limited to: to be affected by the same
anemia, renal insufficiency, diabetes, and seizure deficient practices as follows:
disorder. All Residents with fluid restriction
physician orders have the potential
A Quarterly MDS (Minimum Data Set) to be affected by alleged deficient
assessment, dated 9/3/2021 indicated Resident 42 practice.
required extensive assist with bed mobility,
transfers dressing and toilet use and received All residents identified with fluid
dialysis. restriction physician orders will be
reviewed for orders and care plans
A current care plan, dated, 12/04/2020 and revised for fluid restrictions to ensure that
on 10/28/2021, indicated the resident had impaired care plans are consistent with
nutrition related to diabetes and obesity, planned orders utilizing “Fluid Restriction
significant weight loss x 30 days using diuretic, Audit Tool” on or before the date of
dialysis and 1500 ml compliance.
(milliliter) fluid restriction. Approaches included The measures that will be put
provide 1500 ml /day fluid restriction with nursing into place or systematic
controlling all fluids. No fluids served from changes made to ensure that
kitchen on meal trays. the deficient practice will not
recur are as follows:
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The current physician orders lacked an order for The Regional RAC
the fluid restriction. Nurse/Designee will in-service the
MDS nurse on the policy: “Plan of
During an interview on 11/12/2021 at 9:37 A.M., Care Overview” on or before the
LPN (Licensed Practical Nurse) 5 indicated the date of compliance.
resident was not on a fluid restriction and the care The facility will monitor the
plan was not updated. corrective actions to ensure the
deficient practice will not recur
On 11/9/2021 at 11:39 A.M., Regional Nurse 2 as follows:
provided the policy titled,"Plan of Care The DON/MDS will monitor M-F for
Overview", dated 7/26/2018, and indicated the any d/c orders relating to fluid
policy was the one currently used by the facility. restrictions and ensure that care
The policy indicated"...d. iii. Review care plans plans are updated accordingly.
quarterly and/or with significant changes in This will be an ongoing practice for
care...IL. 2. Nurses are expected to participate in no less than 6 months.
the resident plan of care for reviewing and The Director of Nursing will report
revising the care plan of residents they provide all findings to the QA committee
care for as the resident's condition warrants...." monthly. The QAPI committee
will review systematic changes,
3.1-35(d)(2)(B) effectiveness and continued
compliance at least one time
monthly and determine if ongoing
monitoring is required.
F 0676 483.24(a)(1)(b)(1)-(5)(i)-(iii)
SS=D Activities Daily Living (ADLs)/Mntn Abilities
Bldg. 00 | §483.24(a) Based on the comprehensive
assessment of a resident and consistent with
the resident's needs and choices, the facility
must provide the necessary care and
services to ensure that a resident's abilities in
activities of daily living do not diminish unless
circumstances of the individual's clinical
condition demonstrate that such diminution
was unavoidable. This includes the facility
ensuring that:
§483.24(a)(1) A resident is given the
appropriate treatment and services to
maintain or improve his or her ability to carry
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out the activities of daily living, including
those specified in paragraph (b) of this
section ...
§483.24(b) Activities of daily living.
The facility must provide care and services in
accordance with paragraph (a) for the
following activities of daily living:
§483.24(b)(1) Hygiene -bathing, dressing,
grooming, and oral care,
§483.24(b)(2) Mobility-transfer and
ambulation, including walking,
§483.24(b)(3) Elimination-toileting,
§483.24(b)(4) Dining-eating, including meals
and snacks,
§483.24(b)(5) Communication, including
(i) Speech,
(ii) Language,
(iii) Other functional communication systems.
Based on observation, record review and F 0676 12/09/2021
interview, the facility failed to provide the ability
for a resident to effectively communicate and F676
participate in social conversations for 1 of 4 Activities Daily Living
residents reviewed for communication difficulty (ADLs)/Mntn Abilities
and/or sensory problems. (Resident 46) CFR(s): 483.24(a)(1)(b)(1)-(5)(i)-
(iii)
Findings include: Resident #46 will receive a new
device for continued assistance
During an interview on 11/4/21 at 10:06 A.M., with translation for preferred
Resident 46 answered questions with a response cultural language preference for
of, "No English." effective communication and help
participate in social
Resident 46 was observed sitting in her room on conversations. No harm occurred
11/4/21 at 10:06 A.M. The room had no lights with alleged deficient practice.
illuminated and no television or radio playing. At The facility will identify other
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2:45 P.M., Resident 46 was noted sitting by the situations having the potential
window in her dark room looking outside. to be affected by the same
deficient practices as follows:
On 11/5/21 at 9:33 A.M., Resident 46 was noted to All current and new residents with
be sitting in her dark room with no activity going cultural language preferences
on in the room. other than English have the
potential to be affected by the
On 11/8/21 2:48 P.M., Resident 46 was noted to be alleged deficient practice.
sitting in her dark room talking to herself in
Spanish. The Reflections Manager and/or
Activities Director/ Designee will
A record review was completed for Resident 46 on identify any residents that have a
11/8/21 at 3:12 P.M. Diagnosis included but were cultural language preferences and
not limited to, dementia with Lewy Bodies, complete an Activity Preferences
diabetes mellitus with diabetic neuropathy, and Interview UDA to ensure
chronic kidney disease. preferences are care planned on or
before the date of compliance.
The Admission Minimum Data Set (MDS)
assessment, dated 9/10/21, indicated the resident Reflections Manager and/or
had moderate cognitive impairment. Resident 46's Activities Director/ Designee will
preferred language was Spanish and the resident update care plans accordingly with
needed or wanted an interpreter to communicate identified types of assistance
with a doctor or health care staff. residents prefers to ensure cultural
language preference to assist with
There was no care plan initiated for a effective communication and
communication barrier. participation in social conversation
on or before the date of
During an interview, on 11/9/21 at 1:47 P.M., CNA compliance.
23 indicated Resident 46 did not go to activities or
meals because no one understood her when The Executive Director will review
speaking Spanish. CNA 23 indicated Resident 46 the facility assessment and
was isolating herself to her room. update accordingly on or before
the date of compliance.
During an interview, on 10/9/21 at 2:00 P.M., the The measures that will be put
Resident Service Director indicated Resident 46 into place or systematic
didn't speak much English. She would watch changes made to ensure that
Resident 46's body language to determine if she the deficient practice will not
understood the English spoken to her. She recur are as follows:
indicated the resident would come out for a little The Executive Director/ Designee
while, but then retreated to her room. She will educate Reflections Manager
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indicated this was due to the language barrier. and/or Activities Director/
Designee on the policy: “Plan of
During an interview, on 11/10/21 at 1:38 P.M., the Care Overview" on or before the
Director of Nursing (DON) indicated Resident 46 date of compliance.
should have activities of choice that interested The facility will monitor the
her and in her preferred language when possible. corrective actions to ensure the
There were approximately 8-10 Spanish speaking deficient practice will not recur
employees who work across various shifts. A as follows:
language line was also available to the staff. Reflections Manager and/or
The DON indicated, "We know we have a problem Activities Director/ Designee will
there." monitor 5 residents 3x weekly x 4
weeks, then 3 residents weekly x
There was no documentation to indicate the 6 months, the ability of residents
resident was receiving any translation services to effectively communicate and
and none was observed throughout the survey. participate in activities utilizing,
“Resident Activities Participation
A policy was provided, on 11/10/21 at 3:25 P.M., Record.”
entitled "Plan of Care Overview", by the Regional The Executive Director will report
Nurse. The policy indicated, " ....1. General Care all findings to the QA committee
Planning (PoC) Goals and Guidelines d. The monthly. The QAPI committee
facility will: vi. Incorporate the resident's personal will review systematic changes,
and cultural preferences in developing goals of effectiveness and continued
care ...." compliance at least one time
monthly and determine if ongoing
3.1-38(2)(E) monitoring is required.
F 0679 483.24(c)(1)
S§S=D Activities Meet Interest/Needs Each Resident
Bldg. 00 | §483.24(c) Activities.
§483.24(c)(1) The facility must provide, based
on the comprehensive assessment and care
plan and the preferences of each resident, an
ongoing program to support residents in their
choice of activities, both facility-sponsored
group and individual activities and
independent activities, designed to meet the
interests of and support the physical, mental,
and psychosocial well-being of each resident,
encouraging both independence and
interaction in the community.
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Based on observation, record review and F 0679 F 679 12/09/2021
interview the facility failed to implement an Activities Meet Interest/Needs
activities program that incorporated the resident's Each Resident
interests, hobbies and cultural preferences for 1 of CFR(s): 483.24(c)(1)
3 residents reviewed for activities. (Resident 46) The Reflections Manager will
interview resident #46 using
Findings include: “Activity Preference Review UDA”
to identify the resident's interests,
During an interview on 11/4/21 at 10:06 A.M., hobbies and cultural preferences
Resident 46, answered questions with a response to incorporate into their personal
of, "No English." activities program. Resident #46
Care Plan will be updated to
Resident 46 was observed sitting in her room on identify personal activity choices
11/4/21 at 10:06 A.M. The room had no lights on or before the date of
illuminated and no television or radio playing. At compliance. No harm occurred
2:45 P.M., Resident 46 was noted sitting by the related to alleged deficient
window in her dark room watching outside. practice.
The facility will identify other
On 11/5/21 at 9:33 A.M., Resident 46 was noted to situations having the potential
be sitting in her dark room with no activity going to be affected by the same
on in the room. deficient practices as follows:
All current and new Residents who
On 11/8/21 2:48 P.M., Resident 46 was noted to be have moderate cognitive
sitting in her dark room talking to herself in impairment or language barrier
Spanish. have the potential to be affected
by alleged deficient practice. The
A record review was completed for Resident 46 on Director of Nursing will identify all
11/8/21 at 3:12 P.M. Diagnosis included but were residents that have a language
not limited to, dementia with Lewy Bodies, barrier and/or moderate cognitive
diabetes mellitus with diabetic neuropathy, and impairment. (BIMs 8-12)
chronic kidney disease.
The Reflections Manager
The Admission Minimum Data Set (MDS) /Designee will then interview
assessment, dated 9/10/21, indicated the resident residents utilizing “Activity
had moderate cognitive impairment. Preference Review UDA” to
determine resident’s preferences.
The Activity Preference Assessment, dated Care plans will be updated to
9/3/21, indicated the resident had a current reflect current interests on or
preference for games (slot games), before the date of compliance.
crafts/arts/hobbies (drawing), and past preference The measures that will be put
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of gardening. There was no care plan for into place or systematic
activities. changes made to ensure that
the deficient practice will not
During an interview, on 11/9/21 at 1:47 P.M., CNA recur are as follows:
23, indicated Resident 46 would not go to The Executive Director/ Designee
activities or meals because no one understood her will educate the Reflections
when speaking Spanish. CNA 23 indicated Manager and Activities Director
Resident 46 was isolating herself to her room. utilizing the policy: "Activities
Program" on or before the date of
During an interview, on 10/9/21 at 2:00 P.M., the compliance.
Resident Service Director, indicated Resident 46 The facility will monitor the
liked to look out the window. She indicated the corrective actions to ensure the
resident would come out for a little while, but then deficient practice will not recur
retreated to her room. She indicated this is due to as follows:
the language barrier. The Resident Service The Reflections Manager and/or
Director could not provide any documentation of Activities Director will monitor
activities Resident 46 has participated in since activities of 5 residents with
admission. moderate cognitive impairment
and/or language barrier 3x weekly
During an interview, on 11/10/21 at 1:38 P.M., the x4 weeks utilizing “Activities
Director of Nursing (DON) indicated Resident 46 Monitoring Tool” to ensure
should have activities of choice that interested residents are participating in
her and in her preferred language when possible. activities indicated in their care
There were approximately 8-10 Spanish speaking plans. To ensure deficient
employees who worked across various shifts and practice does not recur monitoring
language line was available to the staff. will continue 3 residents weekly x
The DON indicated, "We know we have a problem 6 months.
there." The Executive Director will report
all findings to the QA committee
There was no documentation to indicate the monthly. The QAPI committee
resident was receiving any structured 1:1 will review systematic changes,
programming and none was observed throughout effectiveness and continued
the survey. compliance at least one time
monthly and determine if ongoing
A policy was provided, on 11/9/21 at 3:55 P.M., monitoring is required.
entitled "Activities Program", by the Regional
Nurse. The policy indicated, " ...It is the policy of
this facility to provide resident centered care that
meets the psychosocial, physical and emotional
needs and concerns of the residents. 1. The
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activity program is: c. Consists of individual and
small and large group activities which are
designed to meet the needs and interests of each
resident ...."
3.1-33(a)
F 0684 483.25
SS=D Quality of Care
Bidg. 00 | § 483.25 Quality of care
Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the
comprehensive assessment of a resident, the
facility must ensure that residents receive
treatment and care in accordance with
professional standards of practice, the
comprehensive person-centered care plan,
and the residents' choices.
Based on observation, record review and F 0684 F684 12/09/2021
interview, the facility failed to provide proper Quality of Care
positioning for 1 of 1 resident reviewed for CFR(s): 483.25
hospice services. (Resident 25) Resident # 25 positioning will be
evaluated by therapy any
Findings include: recommendations will be shared
with hospice services and
During observations, on 11/4/21 at 10:24 AM., implemented on or before the date
Resident 25 was observed sitting in her of compliance. No harm occurred
wheelchair in an activity with her head and body due to alleged deficient practice.
leaning to the right side with her eyes closed. At The facility will identify other
11:09 A.M., Resident 25 was in the activity room situations having the potential
leaning forward with head down and eyes closed. to be affected by the same
At 2:45 P.M., Resident 25 was noted to be in bed deficient practices as follows:
with eyes closed. Resident 25's neck/head had
hyperflexion from the pillow. 1. All current and new admits
who are dependent on positioning
During observation on 11/5/21 at 9:24 A.M., have the potential to be affected
Resident 25 was noted sitting in her wheelchair in by alleged deficient practice. An
an activity with her chin against her chest with her audit will be completed to identify
eyes closed and leaning to the right. At 12:16 residents who are dependent with
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P.M., Resident 25 was observed slumped to the positioning utilizing MDS
right with her head down and her eyes closed, still assessment, therapy will screen
sitting in the same location. residents to identify any
wheelchair positioning issues and
During observation on 11/8/21 at 10:01 A.M., will be correct as applicable.
Resident 25 was in bible study with her head The measures that will be put
down, leaning to the right and sleeping. At 2:26 into place or systematic
P.M.,, Resident 25 was sleeping in her wheelchair changes made to ensure that
leaning to the right with her head on the right the deficient practice will not
wheelchair arm rest. recur are as follows:
1. The Director of Nursing/
During observation on 11/10/21 12:05 P.M., Designee will educate the nursing
Resident 25 was sitting in her wheelchair in her staff will be educated and proper
room. She was leaning towards the right with her body alignment while up in
head on the right wheelchair arm rest. wheelchair and while in bed
utilizing “positioning policy” on or
A record review was completed on 11/8/21 at 9:43 before the date of compliance.
A.M. Diagnosis included but were not limited to,
COPD (chronic obstructive pulmonary disease), The facility will monitor the
dementia with behavioral disturbance, and anxiety corrective actions to ensure the
disorder. deficient practice will not recur
as follows:
The Quarterly Minimum Data Set (MDS)
assessment, dated 8/24//21, indicated the resident 1. The Director of Nursing/
had severe cognitive impairment, required Designee will monitor 3 residents
extensive assistance with two persons for 3x a week x 6 months for proper
transfers and extensive assistance with one body alignment in wheelchair and
person for bed mobility. in bed for residents dependent on
proper body alignment.
During an interview, on 11/9/21 at 2:12 P.M., the The Executive Director will report
Resident Service Director, indicated if Resident 25 all findings to the QA committee
was slumped over in the wheelchair and sleeping, monthly. The QAPI committee
then she should be laid down in bed. Resident 25 will review systematic changes,
neck/head was always hyperflexed. effectiveness and continued
compliance at least one time
During an interview, 11/10/21 at 12:10 P.M., LPN 7 monthly and determine if ongoing
indicated that Resident 25 should not be left to monitoring is required.
sleep in her wheelchair and should be placed in
bed if leaning or sleeping.
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A policy was requested but none was provided.
3.1-38(a)

F 0692 483.25(g)(1)-(3)

SS=D Nutrition/Hydration Status Maintenance
Bldg. 00 | §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
preferences indicate otherwise;

§483.25(g)(2) Is offered sulfficient 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 verify weights when
changes in weight occurred for 1 of 1 residents
reviewed for nutrition. (Resident 77)

Finding includes:

A clinical record review was completed, on
11/10/21 at 10:49 AM, Resident 77's diagnoses
included but not limited to: cerebral infarction,
diabetes type I, schizophrenia, dementia with
behavioral disturbances, Parkinson's disease, and

F 0692

F692

Nutrition/Hydration Status
Maintenance

CFR(s): 483.25(g)(1)-(3)
Resident #77 weight will be
reviewed and addressed by
Registered Dietician on or before
the date of compliance. No harm
occurred due to alleged deficient
practice.

The facility will identify other

12/09/2021
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hypertension. situations having the potential
to be affected by the same
A Quarterly MDS (Minimum Data Set) deficient practices as follows:
assessment, dated 10/1/2021, indicated a BIMS All current and new admitted
(Brief Interview of Mental Status - cognitive residents have the potential to be
assessment) score of 14, indicating intact affected by alleged deficient
cognition. practice. All residents’ weights
will be audited on the weight QAPI
Resident 7 had documented weights of 210 on Tool. They will be reviewed and
9/1/2021, 220.1 on 10/6/2021 and 198 on 11/2/2021. reweighed as needed per policy.
Notification to Registered Dietician
The Dietary Progress Note, dated 10/25/2021, (RD) will occur. Any
indicated the resident had an 18-pound (8.9%) recommendations by RD will
weight increase in 90 days which was a significant addressed with the physician and
weight gain. He had an increase in his insulin on family on or before the date of
9/30/2021 with a likely reason for 10-pound gain in compliance.
30 days. He had good meal intake of 75-100% on a The measures that will be put
NAS (no added salt)/CCD regular texture diet. into place or systematic
changes made to ensure that
The dietary progress note, dated 11/8/2021, the deficient practice will not
indicated he had a significant weight loss of -22 recur are as follows:
pounds (9.9 %) in 30 days. Good meal intakes of The Director of Nursing/ Designee
75-100%. No difficulty with chewing or will educate nursing staff on the
swallowing. policy: "Resident Height and
Weight" on or before the date of
On 11/10/21 at 02:01 PM., the Regional Nurse compliance.
indicated if a change in weight occurred, they The facility will monitor the
should obtain a re-weight and then consult with corrective actions to ensure the
the dietitian. deficient practice will not recur
as follows
On 11/10/2021 at 3:25 P.M., the Regional Nurse The Director of Nursing/Designee
provided a policy titled, "Resident Height and will monitor all residents’ weights
Weight", dated 5/19/2016 and revised 7/16/2021, obtained M-F x1 month utilizing
and indicated the policy was the one currently “Weight Monitoring Tool” to ensure
used by the facility. The policy indicated " ...9) re-weighs occur and are notified to
Reweight Parameters: a) A plus/minus of 5 RD and addressed accordingly.
pounds of weight in one week will result in: i) This will be an ongoing practice.
reweight within 24 hours (1) Validation with nurse The Director of Nursing will report
for accurate weight (2) Notify IDT all findings to the QA committee
team/doctor/family, if indicated ...." monthly. The QAPI committee
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will review systematic changes,
3.1-46 effectiveness and continued
compliance at least one time
monthly and determine if ongoing
monitoring is required.
F 0695 483.25(i)
SS=D Respiratory/Tracheostomy Care and
Bldg. 00 | Suctioning
§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including
tracheostomy care and tracheal suctioning,
is provided such care, consistent with
professional standards of practice, the
comprehensive person-centered care plan,
the residents' goals and preferences, and
483.65 of this subpart.
Based on observation, interview and record F 0695 12/09/2021
review, the facility failed to ensure that all F 695
emergency equipment was available at the Respiratory/Tracheostomy Care
bedside for immediate use for 1 of 1 resident and Suctioning
reviewed for tracheostomy care. (Resident 19) CFR(s): 483.25(i)
Emergency equipment was
Finding includes: immediately brought to Resident
#19 room. Resident #19 refused
On 11/04/21 at 12:07 P.M., a suction machine was to allow all Emergency Equipment
observed on the nightstand covered in clear be placed in her room. Resident
plastic bag, tubing loose in the bag, and no #19 Care plan was updated
catheters, ambu bag, extra trach or oxygen in the regarding refusal on or before the
room. date of compliance. No harm
occurred due to alleged deficient
On 11/08/21 09:23 A.M., a suction machine was practice.
observed on the night stand covered in clear Resident educated 12/9/21 and is
plastic bag tubing loose in the bag, with no now allowing emergency
catheters, ambu bag, extra trach or oxygen in the equipment in her room.
room. The facility will identify other
situations having the potential
A clinical record review was completed on, to be affected by the same
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11/9/2021 at 10:02 A.M., Resident 19's diagnoses deficient practices as follows:
included but were not limited to: chronic All current and new admissions
respiratory failure, hemiplegia and hemiparesis, with tracheostomies have the
dysphagia, anxiety, tracheostomy status and potential to be affected by the
hyperlipidemia. alleged deficient practice. The
Director of Nursing will complete
An Annual MDS (Minimum Data Set) assessment, an audit using “Trach Audit Tool”
dated 8/6/2021, indicated Resident 19 had a BIMS to ensure all emergency supplies
(Brief Interview for Mental Status - cognitive are at bedside for immediate use
assessment) score of 14, indicating intact on or before the date of
cognition. compliance.
The measures that will be put
A Physician Order, dated 2/09/2019, indicated into place or systematic
"...Trach: Ambu bag, oxygen(e.g., E-cylinder), changes made to ensure that
suction canister and catheters in room at all the deficient practice will not
times...." recur are as follows:
The Director of Nursing will
During an interview, on 11/09/2021 at 9:15 P.M., educate the nurses on
the Regional Nurse indicated that if there was an tracheostomy emergency
order for an ambu bag and oxygen to be at equipment and/or supplies per MD
bedside then it should have been in the room. order needed at bed side on or
before the date of compliance.
3.1-47(a)(4) The facility will monitor the
3.1-47(a)(5) corrective actions to ensure the
3.1-47(a)(6) deficient practice will not recur
as follows
The Director of Nursing will
monitor all residents with
tracheostomy to ensure all
emergency equipment is present
in the resident’s room 3x weekly
x6 months utilizing “Tracheostomy
Monitoring Tool.”
The Director of Nursing will report
all findings to the QA committee
monthly. The QAPI committee
will review systematic changes,
effectiveness and continued
compliance at least one time
monthly and determine if ongoing
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