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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44036

Residents Affected - Few Based on interview and record review the facility failed to report a fall with a fracture to the Indiana

Department of Health (IDOH) for 1 of 3 falls reviewed (Resident H).
Findings Include:

A facility reported incident was provided by the Administrator on 10/1/24 at 10:14 AM. The report, dated
9/25/24 at 10:01 AM, indicated Resident H was found on the floor in her room in a pool of blood coming from
her nose. The report indicated Resident H was sent to the hospital and was found to have a probable subtle
acute nondisplaced bilateral nasal bone fracture.

Resident H's record was reviewed on 10/1/24 at 1:33 PM. Diagnosis included chronic pulmonary disease
and type 2 diabetes mellitus.

A nursing note, dated 9/22/2024 at 3:22 PM, indicated Resident H was found on the floor in her room in a
pool of blood. The note indicated Resident H had a hematoma to her head and a swollen/bruised nose. The
note also indicated Resident H was sent to the hospital.

A nursing note, dated 9/22/24 at 10:19 PM, indicated a nurse spoke with the hospital regarding Resident H.
The note indicated the nurse was informed Resident H was admitted for a fall, septal fracture and subdural
hematoma.

An interdisciplinary team (IDT) note, 9/24/24 at 11:05 AM, indicated a meeting was completed with the IDT
team to determine the root cause and result of Resident H's fall.

During an interview on 9/24/24 at 1:43 PM, the Administrator indicated Resident H fell on [DATE] with the
result of a nasal fracture. The Administrator indicated she reported the incident to the IDOH on 9/25/24. The
Administrator indicated she should have reported the fall with fracture within 24 hours of being notified of the
fracture.

A current policy, last reviewed 3/1/20, titled Abuse, Neglect and Exploitation Policy, was provided by the
Administrator on 10/1/24 at 2:24 PM. The policy did not indicate when a fall with fracture should be reported.

This citation relates to Complaint INO04440438.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 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 disclosable 14 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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