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This visit was for a Recertification and State F 0000 Preparation and/or execution of
Licensure Survey. This visit included the this plan of correction in general,
Investigations of Complaints IN00434443, or this corrective action does not
IN00434350, and IN00433834. constitute an admission
agreement by this facility of the
Complaint IN00434443 - No deficiencies related to facts alleged or conclusions set
the allegations are cited. forth in this statement of
deficiencies. The plan of correction
Complaint IN00434350 - No deficiencies related to and specific corrective actions are
the allegations are cited. prepared and/or executed in
compliance with state and federal
Complaint IN00433834 - No deficiencies related to laws. This plan of correction
the allegations are cited. constitutes our credible allegation
of compliance with all regulatory
Survey dates: September 9, 10, 11, and 12, 2024. requirements. Our date of
compliance is October 15, 2024.
Facility number: 00118
Provider number: 155211 This provider respectfully requests
AIM number: 100290470 that this 2567 Plan of Correction
be considered the Letter of
Census Bed Type: credible Allegation of Compliance
SNF/NF: 43 and requests a desk review in
Total: 43 lieu of a revisit.
Census Payor Type:
Medicaid: 34
Other: 9
Total: 43
These deficiencies reflect State Findings cited in
accordance with 410 IAC 16.2-3.1.
Quality review completed on September 23, 2024.
F 0554 483.10(c)(7)
SS=D Resident Self-Admin Meds-Clinically Approp
Bldg. 00
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Chris Peter Administrator 10/10/2024

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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Based on observation, record review, and F 554 : Resident Self-
interview, the facility failed to ensure a resident Administration Meds-Clinically
had a self-adminstration asessment for a Appropriate
medication (Ventolin) stored at bedside for 1 of 12
residents (Resident 34) reviewed for medications It is the intent of this facility to
at bedside. ensure a resident has a
self-administration assessment for
Findings include: stored medications at bedside.
What corrective action will be
On 9/10/24 at 10:12 a.m., an inhaler of Ventolin (a accomplished for those
bronchodilator) used to treat chronic obstructive residents found to have been
pulmonary disease (COPD) was observed on affected by the deficient
Resident 34's bedside table. Resident 34 was not practice.
observed in her room. The medication was left Ventolin inhaler of resident #34
unattended. was immediately removed from
bedside table, by the
On 9/10/24 11:28 a.m., a record review was DON/Designee on 9/10/2024.
completed for Resident 34. She had the following How other residents having the
diagnoses which included but not limited to potential to be affected by the
COPD, heart failure, dementia, and anxiety same deficient practice will be
disorder. identified and what corrective
action will be taken.
She had an order for Ventolin HFA inhalation DON/designee completed room
aerosol solution 108 (90 base) mcg/act rounds to ensure no medications
(micrograms/actuation) (albuterol sulfate) take two were kept at bedside. All residents
puffs inhale orally every four hours as needed for requesting to self-administer
shortness of breath (SOB). medications have
self-administration assessments
Residnet 34's record lacked a medication completed.
self-administration assessment. What measures will be put in
place and what systemic
On 9/10/24 at 11:00 a.m., during an interview with changes will be made to
the Director of Nursing, she indicated the ensure that the deficient
medication should not have been left in resident's practice does not recur.
room. DON/designee to educate nursing
staff by 10/15/24 on ensuring
A policy titled, "Self-Administration of medications are stored under lock
Medication by Residents" with a date of March in medication carts or medication
2023, was provided by the Director of Nursing room unless self-administration
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(DON) on 9/10/24 at 11:52 a.m. It indicated, "An
interdisciplinary team determines resident's ability
to self-administer medications by means of a skill
assessment as follows ...."

3.1-45(a)

assessment has been completed
and medications in room are
appropriate. Additionally, any staff
that fails to comply with the points
of the in-service will be further
educated/disciplined as indicated.
How the corrective action will
be monitored to ensure the
deficient practice will not

recur, i.e what quality
assurance program will be put
into place.

The DON/Designee will complete
random room rounds 5 times a
week x 4 weeks, to verify no
medications are stored in the
residents rooms, then 3 times a
week x 3 weeks, then once a
week x 4 weeks, then once a
month x 3 months.

The DON/Designee will audit new
admissions and readmission for
request to self-administer
medications and provide a lock
box to store medications x 6
months.

If the facility is within 95%
compliance at the end of the 6
months; then monitoring can be
stopped. Results of the monitoring
will be reviewed at the monthly
QAPI meeting. Any concerns will
have been addressed. However,
any patterns will be identified. Any
needed Action Plan will be written
by the QAPI committee. Any
written Action Plan will be
monitored by the Administrator
weekly until resolved.
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Based on and interview, and record review, the F 0641 F 641 — Accuracy of 10/15/2024
facility failed to ensure the Minimum Data Set Assessments
(MDS) assessments were accurately coded for 5 It is the intent of this facility to
of 12 residents reviewed for resident assessments ensure assessments are coded
(Residents 6, 34, 13, 43 and 29). accurately.
What corrective action will be
Findings include: accomplished for those
residents found to have been
1. On 9/10/24 at 11:16 a.m., a record review was affected by the deficient
completed for Resident 6. She had the following practice
diagnoses which included, but were not limited to, The MDS Nurse/Designee
End Stage Renal Disease (ESRD- disease and modified the MDS Assessments
degeneration of the kidneys), type 2 diabetes (an for Resident 6, MDS dated
inability for the body to produce/process blood 08/23/2024 was corrected on
sugar), and muscle weakness. 09/10/24 to indicate resident had
received dialysis treatments.
She had a physician's order, dated 1/27/24, which Resident #34, MDS dated
indicated she may attend dialysis on Monday, 05/28/24 was corrected on
Wednesday, and Friday at a specific center. 09/10/24 to indicate her level Il
status Resident #13, MDS dated
She had a comprehensive care plan, dated 1/26/24, 08/19/24 was corrected on
which indicated she had a diagnosis of ESRD and 09/10/24 to indicate no use of
required dialysis treatment. anticoagulant during assessment
period. Resident #43, MDS dated
A Minimum Data Set (MDS) assessment, dated 08/07/24 was corrected on
8/23/24, indicated Resident 6 had not recieved 09/09/24 to indicate no use of
dialysis treatments. anticoagulant during assessment
period. Resident #29, MDS dated
2.0n 9/10/24 at 11:35 a.m., a record review was 07/10/24 was corrected on
completed for Resident 34. She had the following 09/10/24 to indicate she had
diagnoses which included, but were not limited to, received hospice services.
heart failure, muscle weakness, schizophrenia How other residents having the
unspecified, and psychosis (a set of symptoms potential to be affected by the
that can cause a person to lose touch with reality, same deficient practice will be
making it difficult to distinguish what is real and identified and what corrective
what is not). action will be taken.
All residents had the potential to
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An undated comprehensive care plan indicated be affected. The Regional MDS
she qualified for classifcation of a Level II related Consultant/Designee completed a
to her diagnosis of schizophrenia, but did not facility wide audit on residents to
require specialized services. verify MDS Accuracy. Any
inaccurate MDS assessments
A MDS assessment, dated 5/28/24, was not coded were modified for accuracy on
to accuratly reflect her Level II status. 9/13/2024.
What measures will be put in
3. On 9/10/24 at 11:05 a.m., a record review was place and what systemic
completed for Resident 13. He had the following changes will be made to
diagnoses which included but not limited to heart ensure that the deficient
failure, sleep apnea, major depression, chronic practice does not recur.
kidney disease, and hyperlipidemia (high MDS Consultant completed
cholesterol). education with MDS Coordinator
on 10/15/24 related to accurate
A MDS assessment, dated 8/19/24, was coded to coding of MDS assessments.
indicated her recieved an anticoagulant Additionally, any employee who
medication. fails to comply with the points of
the in-service may be further
Resident 13's physician orders were reviewed and educated and/or progressively
laked docuemntation that he recieved an disciplined as indicated.
anticoagulant medication.
How the corrective action will
During an interview on 9/10/24 at 11:44 a.m., the be monitored to ensure the
Regional MDS Consultant (MDSC) indicated, the deficient practice will not
facility should follow the RAI (Rap Assessment recur, i.e what quality
Instrument) for information and guidance related assurance program will be put
to anticoagulant medication coding. Resident 13 into place?
recieved an antiplatlet medication which had been MDS Consultant/Designee will
miscoded as an anticogulant. 4. On 9/11/24 at audit 10 random MDS
11:41 a.m., Resident 43's record was reviewed. His assessments weekly x 4 weeks,
diagnoses included, but were not limited to, then 5 random MDS assessments
diabetes mellitus (blood sugar disorder), essential weekly x 4 weeks, then 3 random
hypertension (high blood pressure), and MDS assessments weekly x 4
cerebrovascular disease (conditions that affect weeks, then 3 random MDS
blood flow to the brain). assessments monthly x 3 months
for acute coding. If the facility is
His quarterly MDS assessment, dated 8/7/24, within 95% compliance at the end
indicated Resident 43 was on an anticoagulant. of the 6 months; then monitoring
can be stopped. Results of the
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His physician orders, dated 7/20/24, indicated
Resident 43 had an order for aspirin 81 mg, give 1
tablet one time a day related to cerebrovascular
disease and essential hypertension. An
anticoagulant was not observed.

During an interview, on 9/12/24 at 9:45 a.m., the
Director of Nursing (DON) indicated aspirin
should not have been coded on the MDS
(Minimum Data Set) as an anticoagulant and the
MDS Coordinator (MDSC) should have followed
the RAI (Resident Assessment Instrument)
Manual.

During an interview, on 9/12/24 at 10:18 a.m., the
Regional MDS Consultant (RMDSC) indicated
she went back to the MDS record and changed
the aspirin use from anticoagulant to antiplatelet
use.

A review of, "Long-Term Care Facility Resident
Assessment Instrument 3.0 User's Manual,

Version 1.17," dated October 2019, was completed.
It indicated, " ...Anticoagulant ...Record the
number of days an anticoagulant medication was
received by the resident at any time during the
7-day look-back period ...Do not code antiplatelet
medications such as aspirin ...here ...."5. On
9/10/24 at 11:00 a.m., Resident 29's medical record
was reviewed. She was a long-term care resident
with diagnoses which included, but were not
limited to, chronic obstructive pulmonary disease
(COPD- a group of disease which affect lung
tissue and capacity making breathing more
difficult), congestive heart failure, and lung

cancer.

She had a current and active physician order,
initiated 7/5/24, to receive hospice services.

monitoring will be reviewed at the
monthly QAPI meeting. Any
concerns will have been
addressed. However, any patterns
will be identified. Any needed
Action Plan will be written by the
QAPI committee. Any written
Action Plan will be monitored by
the Administrator weekly until
resolved.
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A nursing progress note, dated 7/6/24 at 9:10 p.m.,
indicated, " ... Resident admitted to hospice
during previous shift ..."
A comprehensive admission minimum data set
(MDS) assessment, dated 7/10/24, indicated
Resident 29 did not receive hospice services.
During an interview on 9/10/24 at 12:09 p.m., the
Regional MDS Consultant, (MDSC) indicated
Resident 29's admission MDS should have coded
that she received Hospice services since the MDS
was dated 5 days after her Hospice services
began. At that time, the MDSC indicated, there
was no MDS policy, but the facility followed the
RAI (Resident Assessment Instrument)
guidelines.
F 0686 483.25(b)(1)(i)(ii)
SS=D Treatment/Svcs to Prevent/Heal Pressure
Bldg. 00 | Ulcer
Based on observation, interview, and record F 0686 10/15/2024
review, the facility failed to ensure a resident who F 686 — Treatment/Svcs to
was at risk for developing pressure ulcers, Prevent/Heal Pressure Ulcer
received a pressure reducing device for her It is the intent of this facility to
wheelchair for 1 of 2 residents reviewed for provide necessary treatments and
pressure ulcers (Resident 29). services to promote prevention of
pressure ulcers.
Findings include: What corrective action(s) will
be accomplished for those
On 9/9/24 at 10:10 a.m., Resident 29 was observed. residents found to have been
She was seated in a wheelchair (WC) with her affected by the deficient
overbed table in front of her. She rested her head practice?
in her hand with her eyes closed. No Pressure
reducing cushion was observed on her WC seat Resident #29 was provided a
at that time. pressure relieving cushion to her
wheelchair on 09/09/24 by
On 9/9/24 at 12:33 p.m., Resident 29 was observed. DON/Designee.
She remained seated in her WC, no pressure
reducing cushion was observed, as lunch trays How other residents having the
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were delivered. potential to be affected by the
same deficient practice will be
On 9/9/24 at 1:23 p.m., Resident 29 was observed. identified and what corrective
She remained seated in her WC and no pressure action(s) be taken?
reducing cushion was observed in place.
The DON/Designee completed a
On 9/10/24 at 11:00 a.m., Resident 29's medical Braden Assessment for all
record was reviewed. She was a long-term care residents, those identified at being
resident with diagnoses which included, but were at risk for skin breakdown had
not limited to, chronic obstructive pulmonary prevention interventions
disease (COPD- a group of disease which affect implemented and care plan
lung tissue and capacity making breathing more updated on 10/9/24.
difficult), congestive heart failure, and lung
cancer. What measures will be put into
place and what systemic
A comprehensive admission Minimum Data Set changes will be made to
(MDS) assessment, dated 7/10/24, indicated ensure that the deficient
Resident 29 was at risk for the development of practice does not recur?
pressure ulcers and required a pressure reducing
device for her chair. The DON/Designee in-serviced
that nursing staff on preventions
Resident 29 had an admission comprehensive care interventions for skin breakdown
plan, dated 7/2024, which indicated, she was at on October 15, 2024. Additionally,
risk for the development of pressure ulcer related any staff member that fails to
to her diagnoses and required interventions which comply with points of the
included but were not limited to, follow education will be further
preventative measures as ordered. educated/disciplined as indicated.
During an interview on 9/11/24 at 10:00 a.m., the How will the corrective
Director of Nursing (DON) indicated Resident 29 action(s) will be monitored?
had not come to the facility with a WC, but
shortly after her admission to Hospice, she had The DON/Designee will audit 10
been evaluated by therapy and was provided a random residents for skin
WC with a pressure reducing cushion. The DON breakdown prevention interventions
indicated Resident 29 should have the cushion on weekly x 4 weeks, then 5 random
her WC seat and she would go look for it. residents weekly x 4 weeks, then
3 random residents weekly x 4
On 9/11/24 at 10:30 a.m., the DON indicated weeks, then 3 random residents
nursing had not been able to locate Resident 29's monthly x 3 months. If the facility
cushion and she did not know how long Resident is within 95% compliance at the
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29 had gone without it. end of the 6 months, the
monitoring will be stopped.
On 9/11/24 at 10:30 a.m., the DON provided a copy Results of the monitoring will be
of Resident 29's order invoice which indicated a reviewed at the monthly QAPI
16-inch gel pressure reducing cushion had been meeting. Any concerns will have
provided. been addressed. However, any
patterns will be identified. Any
On 9/11/24 at 10:30 a.m., the DON provided a copy needed Action Plan will be written
of current facility policy titled, "S-W-A-T by the QAPI committee. Any
Program, Skin Weight Assessment Team Program written Action Plan will be
Meeting Guidance," dated 10/9/23. The policy monitored by the Administrator
indicated, " ...it is the intent of the facility to weekly until resolved.
assess the nutritional status as well as the skin
condition status of each resident and to timely
address any issues or any potential for issues
related to weight and/or skin. The SWAT Team
will monito residents who meet the criteria on a
weekly basis to ensure that measures are in place
to avoid weight loss in "at risk" for weight loss
resident; as well as to avoid skin breakdown in
residents "at risk" for skin breakdown- based on
their medical assessments an overall health status
... interventions decided upon by the team will be
recorded on the individual resident monitoring
and record form. The appropriate disciplines will
address interventions requiring a physician's
order, will have that order obtained. Any new
intervention will be added to the resident's care
plan...."
3.1-40(a)
F 0688 483.25(c)(1)-(3)
SS=D Increase/Prevent Decrease in ROM/Mobility
Bldg. 00
Based on record review and interview, the facility F 0688 10/15/2024
failed to assess on a quarterly basis to determine F 688- Increase/Prevent
any improvement, decline or remained the same Decrease in ROM/Mobility
level with mobility and Range of Motion (ROM) It is the intent of the facility to
for 2 of 3 residents reviewed (Resident 1 and 36). assess on a quarterly basis
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residents ROM to determine any
Findings include: improvement, decline or remained
the same level of ROM
1. On 9/10/24 at 2:04 p.m., a record review was What corrective action(s) will
completed for Resident 1. He had the following be accomplished for those
diagnoses which included but not limited to type residents found to have been
2 diabetes, difficulty walking, heart failure, and affected by the deficient
history of falling. practice?
Resident 1 had undated care plans that indicated The MDS Nurse/Designee
he required assistance with his ADLs related to a completed an assessment on
history of falls, weakness, and decreased mobility. resident 1 and 36 on October 4,
2024.
He had an undated care plan that indicated he
required a restorative program for Active Range of
Motion (AROM) to restore or maintain his How other residents having the
functional range of motion (the amount of potential to be affected by the
movement a joint or body part can make, usually same deficient practice will be
measured in degrees). Interventions included to identified and what corrective
evaluate and revise the program as needed and to action(s) be taken?
notify nursing of decline or improvement for
further evaluation, possible therapy and or MD The MDS nurse/Designee
(Medical Director) notification. completed an assessment for
residents receiving Restorative
He had an undated care plan indicating he nursing ROM on October 9, 2024.
required a restorative program for
dressing/grooming to restore or maintain his What measures will be put into
ability to dress and undress, bathe, wash, and place and what systemic
complete personal hygiene. Interventions changes will be made to
included to evaluate and revise the program as ensure that the deficient
needed and to notify the restorative nurse of practice does not recur?
decline or improvement for further evaluation,
possible therapy or MD notification. The MDS Consultant/Designee
completed an in-service with the
His record lacked a comprehensive quarterly MDS nurse on October 7, 2024 on
assessment to measure his extent of movement in Restorative Programs and
his joints and the identification of limitations, completing a quarterly
along with any improvements, decline, or if he assessment on ROM status.
functionally remained at the same level of care. Additionally, any staff that fails to
comply with the points of this
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2. On9/11/24 at 11:43 a.m., a record review was in-service will be further educated
completed for Resident 36. He had the following and/or disciplined as indicated.
diagnoses which included but not limited to
difficulty swallowing, difficult speaking, Chronic How will the corrective
Obstructive Pulmonary Disease (COPD) (a lung action(s) will be monitored?
disease that damages the airways and makes it
hard to breathe), essential hypertension, and high The MDS Consultant will audit 10
cholesterol. random residents a week x 4
weeks for ROM status, then 5
He had a care plan, dated 3/17/21, that indicated random residents weekly x 4
he required a restorative program for weeks, then 3 random residents
dressing/grooming to restore or maintain his weekly x 4 weeks, then 3 random
ability to dress and undress, bathe, wash and residents monthly x 3 months. If
complete personal hygiene tasks. Interventions the facility is within 95%
included to provide the program as scheduled, compliance at the end of the 6
evaluate and revise the program as needed, and months, the monitoring will be
notify the restorative nurse of decline or stopped. Results of the monitoring
improvement for further evaluation, possible will be reviewed at the monthly
therapy or MD notification. QAPI meeting. Any concerns will
have been addressed. However,
His MDS, dated 8/15/24, indicated he did not any patterns will be identified. Any
receive the program as indicated. needed Action Plan will be written
by the QAPI committee. Any
His record lacked a comprehensive quarterly written Action Plan will be
assessment to measure his extent of movement in monitored by the Administrator
his joints and the identification of limitations, weekly until resolved.
along with any improvements, decline, or if he
functionally remained at the same level of care.
During an interview with the Regional MDS
Consultant on 9/12/24 at 10:44 a.m. She indicated
therapy will evaluate and recommend residents to
restorative. Certified Nursing Assistants (CNA)
provide the restorative programs. They document
in Point of Care (POC) but the facility failed to
refresh and initiate (pull) into the POC in order for
information to transfer to the MDS. They were
supposed to do assessments on a quarterly basis.
She indicated they were working on performing
assessment and checking for minutes.
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During an interview with the Regional Nurse
Consultant on 9/10/24 at 11:44 a.m., the Regional
MDS Consultant indicated they followed the
Resident Assessment Instrument (RAI) manual
for policies pertaining to restorative programs.
3.1-42(a)(1)
3.1-42(a)(2)
F 0695 483.25(i)
SS=D Respiratory/Tracheostomy Care and
Bldg. 00 | Suctioning
Based on observation, interview and record F 0695 10/15/2024
review, the facility failed to ensure a resident F 695
received oxygen as ordered for 1 of 1 resident Respiratory/Tracheostomy Care
reviewed for Oxygen services (Resident 29). and Suctioning
Findings include: It is the intent of this facility to
ensure residents receive oxygen
On 9/9/24 at 10:10 a.m., Resident 29 was observed. therapy as ordered.
She was seated in a wheelchair (WC) with her What corrective action will be
overbed table in front of her. She rested her head accomplished for those
in her hand with her eyes closed. An oxygen (02) residents found to have been
concentrator was observed against the wall with affected by the deficient
tubing in a clear plastic bag. The Nasal Canula practice.
(NC) was not in place, and the concentrator was Resident #29 order for oxygen was
not turned on. changed to prn and care plan was
updated on 09/11/2023, by the
On 9/9/24 at 12:33 p.m., Resident 29 was observed. DON/Designee.
She remained seated in her WC with her eyes
closed. Her O2-concentrator remained off and no How other residents having the
02 was applied to Resident 29. potential to be affected by the
same deficient practice will be
On 9/9/24 at 1:23 p.m., Resident 29 was observed. identified and what corrective
She remained seated in her WC with her eyes action will be taken.
closed. Her O2 was not in place, and the All residents that receive oxygen
concentrator remained off. therapy have the potential to be
affected by this alleged deficiency,
On 9/10/24 at 10:56 a.m., Resident 29 was therefore, this plan of correction
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observed in bed with her eyes closed. Her O2 was applied to all residents with
not in place, and the concentrator remained off. oxygen therapy.
On 9/10/24 at 12:00 p.m., Resident 29 was What measures will be put in
observed. She remained in bed, but her eyes were place and what systemic
open and she indicated she did not feel good. changes will be made to
Resident 29 indicated she was uncomfortable, and ensure that the deficient
needed her pants pulled up. She pulled her sheet practice does not recur.
down and revealed her pants which were pulled The DON or designee to educate
down to the middle of her thighs, she indicated nursing staff by 10/15/24 on
the aide forgot to pull them up after she got Oxygen Policy to include
changed. Resident 29 indicated she was in pain. physician order for administration,
liters, and when residents are to
On 9/10/24 at 12:02 p.m., Qualified Medication wear oxygen. Additionally, any
Aide (QMA) 23 was notified that Resident 29 was staff that fails to comply with the
in pain and needed assistance to pull her pants points of this in-service will be
up. QMA 23 pulled Resident 29's scheduled pain further educated and/or disciplined
medication and entered her room within five as indicated.
minutes. QMA 23 attempted to help Resident 29
reposition to pull up her pants, but Resident 29 How the corrective action will
struggled to roll from side to side and quickly be monitored to ensure the
became out of breath with her excursion. Resident deficient practice will not
29 became frustrated and asked QMA 23 to stop recur, i.e what quality
and just give her the medicine. Around that time, assurance program will be put
Registered Nurse (RN) 13 entered the room to into place.
assist QMA 23. RN 13 helped the resident put her The DON/Designee will audit
hair in a ponytail and resituated her over-bed table random residents receiving oxygen
within the resident's reach. therapy to ensure residents are
receiving per physician orders 5
When Resident 29 was comfortable, RN 13 and times a week x 4 weeks, then 3
QMA 23 left her room, and neither offered to place times a week x 4 weeks, then
the oxygen on her before they left. once a week x 4 weeks, then
once a month x 3 months. If the
On 9/11/24 at 9:08 a.m., Resident 29 was observed facility is within 95% compliance
in bed. Her eyes were open and she indicated she at the end of the 6 months, the
felt much better than she had the day before. Her monitoring will be stopped.
02 NC was observed on the floor. Results of the monitoring will be
reviewed at the monthly QAPI
On 9/11/24 at 9:10 a.m., RN 13 indicated Resident meeting. Any concerns will have
29 had previous orders for O2 to be applied to been addressed. However, any
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keep her oxygen saturation level above 90, but RN
13 believed that order had been changed to "as
needed," since Resident 29 was often
noncompliant with wearing her O2. She did not
like the way it felt in her nose, and she often
pulled the tubing off herself.

On 9/11/24 at 9:15 a.m., RN 13 entered Resident
29's room. She picked up the O2 canula from the
floor and detached it from the concentrator. She
tidied the room a little bit before she left and
pleasantly engaged with Resident 29. Upon
leaving Resident 29's room, RN 13 did not offer
placing a new O2 NC.

On 9/10/24 at 11:00 a.m., Resident 29's medical
record was reviewed. She was a long-term care
resident with diagnoses which included, but were
not limited to, chronic obstructive pulmonary
disease (COPD- a group of disease which affect
lung tissue and capacity making breathing more
difficult), congestive heart failure, and lung
cancer.

She had a current and active physician order to
apply O2 via NC every shift at 3 Liters, to maintain
oxygen saturations above 90.

A comprehensive admission minimum data set
(MDS) assessment, dated 7/10/24, indicated
Resident 29 received oxygen services.

Resident 29 had an admission comprehensive care
plan, dated 7/24, which indicated she was at risk
for complications with gas exchanges related to
her diagnosis of lung cancer and that she received
oxygen therapy.

The care plan lacked revision to include details
and/or interventions for her refusals to wear the

patterns will be identified. Any
needed Action Plan will be written
by the QAPI committee. Any
written Action Plan will be
monitored by the Administrator
weekly until resolved.
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F 0761
SS=D
Bldg. 00

02 or noncompliance with oxygen therapy.

The care plan lacked revision to include standing
or "as needed" clarification of her physician's
order for oxygen therapy.

During an interview on 9/11/24 at 10:00 a.m., the
Director of Nursing (DON) indicated, Resident 29
had an order for oxygen therapy to be applied
every shift, but it should have been changed to

"as needed" since she did often refuse or was
noncompliant with wearing her NC.

On 9/11/24 at 10:30 a.m., the DON provided a copy
of current facility policy titled, "Baseline Care Plan
Assessment/Comprehensive Care Plans," revised
3/21/21. The policy indicated, " ...the
comprehensive care plan will further expand on
the resident's risks, foals and interventions using
the "Person-Centered" Plan of Care approach for
each resident that includes measurable objectives
and timetables to meet the resident's medical,
nursing, physical functioning, mental and
psychosocial needs. These needs will be defined
from observation, interviews, clinical medical
record review with the resident, residents; family

3.1-47(a)(6)

483.45(g)(h)(1)(2)
Label/Store Drugs and Biologicals

Based on record review and interview, the facility
failed to label tuberculosis testing serum
appropriately for 1 of 2 medications rooms

F 0761
Biologicals

F 761 Label/Store Drugs and

10/15/2024

reviewed (100 hall).

Findings include:

It is the intent of this facility to
ensure that medication and
biologicals are stored, labeled,
and dated appropriately.
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On 9/9/24 at 10:38 a.m., a vial of tuberculin serum What corrective action will be
was observed undated and in the specimen accomplished for those
refrigerator. LPN 21 removed the serum from the residents found to have been
refrigerator. The freezer was approximately 2 affected by the deficient
inches deep with ice buildup in this refrigerator. practice.
Vial of tuberculin serum was
On 9/10/24 at 10:40 a.m., during an interview with immediately discarded by the
the Director of Nursing (DON), she indicated the DON/Designee on 9/9/2024.
serum should have been dated when it was How other residents having the
opened. potential to be affected by the
same deficient practice will be
A policy titled, "Tuberculosis Testing (Mantoux identified and what corrective
Test)," dated March 2023, was provided by the action will be taken.
Director of Nursing on 9/10/24 at 11:52 a.m. It The DON/Designee audited the
indicated, " ...After a physician's order is secured, medication rooms for proper
acquire the dose necessary from the vial located labeling and dating on
in the medication refrigerator. If opening a new Tuberculosis testing serum on
vial, it must be initiated and dated, as it is only 9/13/24.
good for 30 days after opening the vial ...". What measures will be put in
place and what systemic
3.1-25() changes will be made to
3.1-25(m) ensure that the deficient
3.1-25(n) practice does not recur.
The DON/Designee in-serviced the
nursing staff on dating
Tuberculosis serum when opening
a bottle on storage on 10/15/24.
Additionally, any staff that fails to
comply with the points of this
in-service will be further educated
and/or disciplined as indicated.
How the corrective action will
be monitored to ensure the
deficient practice will not
recur, i.e what quality
assurance program will be put
into place.
The DON/Designee will audit the
medication rooms weekly x 4
weeks, then monthly x 5 months
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to ensure Tuberculosis serum is
dated and stored appropriately. If
the facility is within 95%
compliance at the end of the 6
months, the monitoring will be
stopped. Results of the monitoring
will be reviewed at the monthly
QAPI meeting. Any concerns will
have been addressed. However,
any patterns will be identified. Any
needed Action Plan will be written
by the QAPI committee. Any
written Action Plan will be
monitored by the Administrator
weekly until resolved.
F 0812 483.60(i)(1)(2)
SS=D Food
Bldg. 00 | Procurement,Store/Prepare/Serve-Sanitary
Based on observation, interview, and record F 0812 F 812 Food procurement, 10/15/2024
review the facility failed to ensure effective store/prepare/serve-sanitary
handwashing of staff delivering lunch trays for 2 It is the intent of this facility to
of 4 residents observed for receiving lunch trays ensure that staff utilize effective
(Residents 42 and 43). handwashing techniques prior to,
during and after delivery of resident
Findings include: meal trays.
What corrective action will be
On 9/9/24 11:56 a.m., the Social Services Director accomplished for those
(SSD) was observed removing Resident 42's lunch residents found to have been
tray from the mobile kitchen cart and not using affected by the deficient
hand hygiene before entering and after leaving his practice.
room. A sign on his door indicated to stop The DON/Designee assessed the
because the resident required EBP. The sign cited residents on 10/8/24, an no
indicated, " ...Everyone must: Clean their hands, negative outcome related to
including before entering and when leaving the alleged deficiency.
room ...." How other residents having the
potential to be affected by the
Then, without using hand hygiene, she returned same deficient practice will be
to the mobile kitchen cart and removed and identified and what corrective
provided lunch for Resident 43. action will be taken.
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All residents had the potential to
During an interview, on 9/9/24 at 11:59 a.m., the be affected by the alleged deficient
SSD indicated that she thought she had gelled her practice, therefore, this plan of
hands before entering and after leaving Resident correction applied to all residents.
42 and Resident 43's room.
What measures will be put in
During an interview, 9/9/24 at 12:00 p.m., the place and what systemic
Assistant Director of Nursing (ADON) indicated changes will be made to
the SSD should have used hand sanitizer before ensure that the deficient
entering and leaving Resident 42 and Resident practice does not recur.
43's room. The DON/Designee in-serviced
staff on proper handwashing during
During an interview, on 9/12/24 at 11:27 a.m., the meal service on 10/15/24.
Director of Nursing (DON) indicated Resident 42's Additionally, any staff member
roommate, Resident 43, had enhanced barrier that fails to comply with the points
precautions because he had a suprapubic catheter of this in-service will be further
(urinary drainage system). educated and/or disciplined as
indicated.
On 9/11/24 at 11:46 a.m., Resident 43's record was How the corrective action will
reviewed. His physician order, dated 7/20/24, be monitored to ensure the
indicated, " ...Enhanced Barrier Precautions ever deficient practice will not
shift for catheter ...." recur, i.e what quality
assurance program will be put
A current policy, titled, "Guidelines for Enhanced into place.
Barrier Precautions - (EBP), An extension of The DON/Designee will audit 10
Personal Protective Equipment - (PPE)," dated random staff members during
December 2022, was provided by the DON, on random meal services for proper
9/11/24 at 2:10 p.m. A review of the policy handwashing weekly x 4 weeks,
indicated, " ...Proper hand hygiene is a critical then 5 random staff members
requirement in all aspects of resident care to weekly x 4 weeks, then 3 random
include any precautions such as staff members weekly x 4 weeks,
Universal/Standard/Contact/Droplet/Airborne as then 3 random staff members
well as Enhanced (EBP) ...." monthly x 3 months. If the facility
is within 95% compliance at the
3.1-21(1)(2) end of the 6 months, the
3.1-21(1)(3) monitoring will be stopped.
Results of the monitoring will be
reviewed at the monthly QAPI
meeting. Any concerns will have
been addressed. However, any
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patterns will be identified. Any
needed Action Plan will be written
by the QAPI committee. Any
written Action Plan will be
monitored by the Administrator
weekly until resolved.
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