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F 0557 Honor the resident's right to be treated with respect and dignity and to retain and use personal possessions.

Level of Harm - Minimal harm 20580
or potential for actual harm
Based on record review and interview, the facility failed to ensure residents on the Memory Care Unit were
Residents Affected - Some treated with respect and dignity, related to a staff member yelling and using foul language in the hallway
where residents could hear the staff member. This had the potential to affect all the residents on the Memory
Care Unit. (Terminated Employee 1 and Resident G). The deficient practice was corrected on 12/16/24, prior
to the start of the survey, and was therefore past noncompliance.

Finding includes:

A facility initiated staff to resident incident reported to the Indiana Department of Health (IDOH), dated
12/6/24, was reviewed on 1/15/25 at 1:03 p.m. The incident indicated an altercation between Terminated
Employee 1 and Resident G.

Review of the facility's finished investigation of the incident, dated 12/11/24, indicated staff to resident abuse
had not occurred. Terminated Employee 1 was immediately placed on administrative leave and was
instructed to leave the building. She admitted to using some profanity in front of the residents.

A typed statement from the ED, dated 12/6/24 at 9 p.m., indicated CNA 2 indicated Resident G had grabbed
Terminated Employee 1's hair. CNA 2 and RN 1 assisted and and separated the resident from Terminated
Employee 1. Terminated Employee 1 was upset and called RN 1 a, f****** b**** when RN 1 instructed her to
leave the facility.

A typed statement from the ED, dated 12/6/24 at 9 p.m., indicated RN 1 and CNA 2 assisted Terminated
Employee 1 with freeing the grasp Resident G had on her hair. Terminated Employee 1 called RN 1 a f******
b**** when she was instructed to leave the facility. The ED and Administrator were contacted immediately.

A typed statement from the Administrator and Executive Director (ED), dated 12/9/24, indicated Terminated
Employee 1 indicated during the incident with Resident G the employee began to yell out profanity due to the
pain of the resident pulling her hair. She stated, get this b**** off of me. The co-workers assisted with the
resident and the employee's hair was released. Terminated Employee 1 then indicated she was yelling at RN
1, *** you b**** because she was upset about the incident.

(continued on next page)
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F 0557 During an interview on 1/15/25 at 2:18 p.m., RN 1 indicated Terminated Employee 1 was not violent with the
resident and the altercation was a reaction from the CNA and not purposeful harm. Terminated Employee 1
Level of Harm - Minimal harm or had refused to leave the unit/facility when instructed to do so and was yelling foul language and calling her a
potential for actual harm b****, and saying f*** you as she was walking down the hallway. There were residents in the hallway and the
common area when this occurred and could hear Terminated Employee 1 using the foul language. She
Residents Affected - Some indicated the incident occurred on the Memory Care Unit and the residents on the unit have diagnoses of

Alzheimer's disease and/or dementia.

The deficient practice was corrected by 12/16/24 after the facility implemented a systemic plan that included
the following actions: staff were interviewed, head to toe assessments were completed on all the residents
with severely impaired cognitive status on Memory Care Unit with no negative findings, all residents who had
a moderate to intact cognitive status on the units Terminated CNA 1 had worked in the past 30 days were
interviewed to determine if there were concerns. There were no negative findings. All staff members were
educated on abuse prevention/policy and reporting abuse. The background checks for all CNA's were
audited and validated they were completed with no outstanding background check. Weekly audits have been
and continue to be completed for abuse concerns of five random residents are to be completed until it is
deemed compliant in the QAPI (quality assurance and performance improvement) meeting. Weekly audits
have been and continue to be completed of five random staff members in regards to how they respond to
aggressive dementia residents and the abuse policy until deemed compliant in the QAPI meeting reviews. All
grievances were reviewed fro the last 30 days to identify trends and no trends were found. Resident G has
psychosocial follow up assessments with no concerns or change of behavior.

This citation relates to Complaints IN00449543 and IN00449574.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm or

potential for actual harm 20580

Residents Affected - Few Based on observation, interview, and record review, the facility failed to ensure care-planned interventions to

prevent injuries due to a fall were in place, related to a non-slip pad not on the wheelchair pad when the
resident was sitting in the wheelchair and a mat not placed on the floor next to the bed when the resident
was lying in bed, for 1 of 3 residents reviewed for falls and fall interventions. (Resident D)

Finding includes:

Resident D was observed on 1/14/25 at 9 a.m., 10:05 a.m. and 11:31 a.m,, sitting by herself in the
wheelchair in her room.

During an observation on 1/14/25 at 11:35 a.m., QMA 3 and CNA 4 assisted the resident from the wheelchair
to the bed. The resident was assisted to stand from the wheelchair. A non-slip pad was not under the
resident in the wheelchair. During an interview at the time of the observation, QMA 3 and CNA 4 indicated
they were unsure if a non-slip pad was to be on the wheelchair pad and both indicated it was not on the
wheelchair. The resident was assisted in a lying position on the bed and incontinence care was completed.
She was positioned for comfort in bed and CNA 4 indicated the resident would be assisted up in the
wheelchair before lunch. QMA 3 and CNA 4 left the room. The floor mat was not placed on the floor next to
the resident's bed and was left leaning against the wall in the room.

During an interview on 1/14/25 at 12:26 p.m., CNA 4 indicated the staff have care cards available with the
interventions to be used to prevent falls and other care information. Review of the care card with CNA 4
indicated a non-slip pad was to placed on the wheelchair. The floor mat next to the bed was not on the care
card. CNA 4 indicated the care cards were not always kept up to date.

Resident D's record was reviewed on 1/14/25 at 10:15 a.m. The diagnoses included, but were not limited to,
dementia and repeated falls.

A Quarterly Minimum Data Set assessment, dated 12/24/24, indicated a moderately impaired cognitive
status and a past fall.

A Care Plan, dated 2/10/20, indicated a risk for falls and a history of falls. The interventions included on
11/5/24, a non-slip pad would be applied to the seat of the wheelchair and on 3/15/20, a mat was to placed
on the floor next to the bed.

This citation relates to Complaints IN00449543 and IN00449574.
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F 0732 Post nurse staffing information every day.

Level of Harm - Potential for 20580
minimal harm
Based on observation, record review, and interview, the facility failed to ensure the posted Nurse Staffing
Residents Affected - Many information was up-to-date and current. THis had the potential to affect all residents in the facility.

Finding includes:

The Nurse Staffing Information was posted on the desk by the front door of the facility and was observed on
1/13/25 at 9:13 a.m. The information posted was dated 1/8/25.

During an interview on 1/13/25 at 9:15 a.m., the Administrator indicated either the Scheduler or the Nursing
Supervisor was responsible for posting the current Nurse Staffing Information daily.

This citation relates to Complaints IN00449509 and IN00450162.
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