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This visit was for a Recertification and State 

Licensure Survey.

Survey dates: July 17, 18, 19 and 20 , 2023

Facility number: 000215

Provider number: 155322

AIM number: 100275010

Census Bed Type:

SNF/NF: 82

Total: 82

Census Payor Type:

Medicare: 1

Medicaid: 77

Other: 4

Total: 82

This deficiency reflects State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed July 21, 2023

F 0000 The creation and submission of 

this plan of correction does not 

constitute an admission by this 

provider of any conclusion set forth 

in the statement of deficiencies, or 

of any violation of regulation. This 

provider respectfully requests that 

the 2567 Plan of Correction be 

considered the Letter of Credible 

Allegation and requests a Post 

Survey Desk Review.

 

483.90(i) 

Safe/Functional/Sanitary/Comfortable Environ 

§483.90(i) Other Environmental Conditions

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

F 0921

SS=E

Bldg. 00

Based on observation, interview, and record 

review the facility failed to ensure environmental 

Mintenance for 14 of 82 residents residing in the 

facility. 

Findings include:

F 0921 What Corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice?¿¿ 

 

-The bathroom door trim in room 
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1. During an observation on 7/17/23 at 9:43 AM, 

trim along the length of the right side of the 

bathroom door in room 217 was missing.  8 raised 

metal clips were spaced along the length of the 

space where trim would normally be placed.  Each 

clip was 2 cm by 6 cm and protruded 3 cm from the 

wall.  2 residents resided in room 217.

In an observation and interview on 7/19/23 at 

10:34 AM, the Administrator indicated the 

protruding clips could cause injury and should 

have been addressed.  He indicated maintenance 

needs should have been identified during routine 

room rounds.  He indicated the facility did not 

have a specific policy for room rounds.

2. During a continuous observation beginning on 

7/18/23 at 3:10 PM, a door to the maintenance 

office across the hall from the dining room was 

propped open with a 5- gallon bucket.  A white 

bottle containing cleaning supplies such as 

window cleaner and toilet cleaner were on shelves 

adjacent to the door and visible from the hallway.  

No staff members were in the office or in the 

hallway near the office.  Residents were in the 

process of gathering in the dining room for the 

scheduled bingo activity across the hall.  

In an observation and interview with the 

Administrator on 7/18/23 at 3:25 PM, the 

Administrator indicated the door should not be 

propped open when not in direct attendance of a 

staff member due to the presence of potentially 

harmful chemicals.

A list of residents who attended the bingo activity 

received from the Activity Director on 7/20/23 at 

11:59 AM indicated 12 residents were in the 

dining room during the observations.

217 was replaced covering the 8 

metal clips. The maintenance door 

that was propped open was shut 

and the  bucket was removed.  

   

How  be identified and what 

corrective action(s be taken?¿ 

 

- All residents that reside in the 

facility have the potential to be 

affected by the same deficient 

practice. All door frames were 

inspected to ensure that 

no additional hazards were 

present. All  to hazardous areas 

were inspected to ensure that they 

were shut and locked.  

 

 

What measures will be put 

into place and what systematic 

changes will be made to ensure 

that the  will not recur?¿ 

 

-All staff will be 

educated  identifying, 

preventing, and reporting 

potentially hazardous 

environmental conditions.  

 

¿ 

How the corrective actions will 

be monitored to ensure the 

deficient practice will not 

recur¿(what¿quality assurance 

program will be put into place)¿ 

-Audit will be completed 

by the Maintenance Director or 

designee as follows daily X 4 

weeks, 3X week X4 weeks, 2X 
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A current policy dated 7/17 provided by the 

Director of Nursing indicated examples of hazards 

included open areas that should be locked when 

not in use, and access to toxic chemicals.  The 

policy also indicated any element of the resident 

environment that has the potential to cause injury 

and is accessible to a vulnerable resident.

3.1-19(f)

week X and 1X week X8 

weeks using the Environmental 

Safety and Security audit tool. If 

100% compliance is not obtained 

an action plan will be developed. 

This information will be presented 

monthly for the QAPI 

committee.     
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