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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40241

Based on interview and record review, the facility failed to report an incident of a resident leaving the facility 
and the facility being unsure of her whereabouts for 1 of 1 resident reviewed for an unusual occurrence. 
(Resident C)

Findings include:

Resident C's clinical record was reviewed on 6/24/24 at 10:27 a.m. Diagnoses included unspecified severe 
protein-calorie malnutrition, adult failure to thrive, difficulty in walking, type II diabetes mellitus without 
complications, history of falling, attention and concentration deficit following other cerebrovascular disease, 
and other speech and language deficits following other cerebrovascular disease.

Orders included insulin lispro (short acting) insulin per sliding scale three times daily, metformin (treat 
diabetes) 750 mg twice daily, mirtazapine (treat depression) 7.5 mg daily, acetaminophen (treat pain) 1000 
mg three times daily, and cleanse coccyx wound with wound cleanser, pat dry, apply Medihoney (for wound 
healing) to wound bed and cover with a foam dressing every Monday, Wednesday and Friday. 

An admission Minimum Data Set (MDS) assessment, dated 6/5/24, indicated the resident was severely 
cognitively impaired. She required the assistance of two staff members for bed mobility, transfers and toilet 
use. She was frequently incontinent of bowel and bladder. 

She had two emergency contact relatives. She did not have a Power of Attorney (POA) or guardian. 

A nurses note, dated 6/20/24 at 1:58 a.m., indicated Resident C returned from the hospital at 1:30 a.m. via 
private automobile, accompanied by a family member. Resident C was treated for hyperglycemia (high blood 
sugar) and an altered mental status. The hospital administered insulin at 9:45 p.m., due to her blood sugar 
being over 400 mg/dL. She was assisted to her room, provided peri care and changed into a nightgown. Vital 
signs were obtained, and a head-to-toe assessment was completed with no new injuries or skin issues 
found. 
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A social service note, dated 6/20/24 at 10:42 a.m., indicated the social worker met with Resident C for a 
psychosocial visit in the common area as she watched TV and ate breakfast. Resident C was asked how she 
was doing, and she stated good. She was able to carry a conversation and was very pleasant. 

A nurses note, dated 6/20/24 at 11:41 a.m., indicated Resident C stated she was afraid due to the incident 
that happened the day prior and asked staff not to hurt her. She was ensured she would not be hurt 
intentionally in the building by anyone. 

The clinical record lacked indication as to why the resident had been at the hospital, or when/how she had 
left the facility. 

During an interview with Resident C's Emergency Contact 2, on 6/24/24 at 11:22 a.m., he indicated on 
6/19/24 around 3:30 p.m. to 4:00 p.m., a family member took Resident C out of the facility and intended to 
keep her. The family member told CNA 17 that she was going to take Resident C and CNA 17 realized 
something was wrong and reported it. Resident C was taken to the hospital because her blood sugar had 
spiked. The hospital released her between 1:00 a.m. to 1:30 a.m. and she came back to the facility. 

During an interview with the Administrator, on 6/24/24 at 12:19 p.m., he indicated Resident C's family 
member came into the facility on [DATE] and visited Resident C in the activity room for 5 to 10 minutes. The 
family member was going to take Resident C to her room but went to the parking lot instead. Another 
resident, sitting outside, saw the family member struggling to get Resident C into her car and let the 
receptionist know. The receptionist called the nurses station and CNA 17 was sent up front to help. CNA 17 
asked Resident C's family member how long she was going to be gone and if she signed out. The family 
member indicated they were going for a drive a would be right back, which prompted CNA 17 to tell the 
ADON. The facility tried to contact the other family members and let them know that this family member had 
taken Resident C out of the building, and they indicated she was not supposed to leave with that family 
member. The facility contacted the family member who took Resident C in her car, and she indicated she 
had no intention of bringing Resident C back to the facility. The ADON called the police per the family 
request. He did not report the incident to the Indiana Department of Health because Resident C was with a 
family member. At the current time, no one was allowed to take Resident C out of the building until a POA 
was established. 

During an interview with CNA 17, on 6/24/24 at 2:02 p.m., she indicated around 4:00 p.m., on 6/19/24, 
Receptionist 9 called the nurses station to assist Resident C into the family member's car. CNA 17 went 
outside to the family member's car. The family member indicated her shoes were slippery and she couldn't 
get Resident C into the car. Resident C pointed to the facility and indicated she was going home. CNA 17 
assisted Resident C into the car. The family member indicated to Resident C you don't have to take this sh-- 
anymore or sit in the activity room watching the f---king [NAME] of Hazard. CNA 17 observed that Resident C 
had been incontinent and she was wet. She asked the family member if she would like the CNA to provide 
care and the family member indicated she would change the residents' brief when she got her home. CNA 
17 walked back into the facility and reported what the family member said to Receptionist 9 and the Director 
of Marketing and Admissions. 
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During an interview with the Director of Marketing and Admissions, on 6/24/24 at 2:52 p.m., she indicated 
she had been in her office and CNA 17 was going out to the parking lot to assist Resident C in getting in a 
car. The person had taken Resident C from the activity room and took her outside. The way the family 
member took the resident outside and the comments about how she could take better care of the resident at 
home alerted her to do something about that person taking Resident C. Initially, they were not sure who had 
taken Resident C. They went back to Resident C's room to see if her belongings were still in her room, and 
they were. On her nightstand was a name and telephone number, so they looked up the name on social 
media and CNA 17 indicated that was the same person she helped get Resident C into her car. If it wasn't 
for finding the name and phone number on Resident C's nightstand, they would not had known who Resident 
C left with. She had seen a cognitive decline in Resident C since she was admitted to the facility. Herself, 
Receptionist 9 and the ADON called her two emergency contact relatives and the Administrator, who came 
to the facility. The ADON called the police. The police were able to identify the car Resident C left in, through 
video footage at a gas station, but the license plate did not match the car. 

A current facility policy, titled Incident Reporting Policy for Indiana Communities, indicated the following: .B. 
The following incidents must be reported to the Indiana State Department of Health as soon as possible after 
an allegation is made or the incident occurred, but minimally must be reported within 24 hours .4. 
Occurrences that directly threaten the welfare, safety, or health of a resident .d. Elopement of a resident .ii. 
Whose whereabouts had been unknown or whose return to the Community involves law enforcement or 
emergency personnel 

This citation relates to Complaint IN00437112. 

3.1-28(c)
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Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

32663

Based on observation, interview, and record review, the facility failed to ensure medication carts were kept 
locked when unattended, and failed to ensure proper labeling of medications for 2 of 3 carts observed for 
medication storage on the 200 Hall. 

Findings included:

On 6/24/24 at 3:12 p.m., the two medication carts on the Southeast 2 unit were observed to be unlocked and 
unattended by staff. Residents were observed in the hallways and in the lounge area at this time.

During an interview on 6/24/24 at 3:17 p.m., RN 1 indicated the nurse (LPN 2) responsible for the medication 
cart had stepped off the unit. She indicated the nurse also had the keys for the 2nd (overflow) medication 
cart. The overflow medication cart contained oral pills. The top drawer contained oral pills (identified as 19 
melatonin (supplement for sleep) and 8 potassium chloride 10 meq) without resident indicators. RN 1 
indicated she did not know why theses medications were not in a box with a resident's name or identifiers.

During an interview on 6/24/24 at 3:22 p.m., LPN 2 she would normally lock the medication cart when she 
walked away from it. The top drawer of the medication cart contained breathing treatments, nasal sprays, 
eye drops, oral pills, insulin pen needles and lancets. Drawers 2-7 included all oral medications (pills). The 
8th drawer (bottom drawer) contained patches, liquids, breathing treatments. The top drawer to the right 
contained insulin pens. The second drawer contained locked narcotic drawer. The 3rd drawer down on the 
right contained various liquid medications and powdered medications. The bottom drawer on the right 
contained povidone iodine solution (skin antiseptic) and cleaning wipes.

A current undated policy, titled Drug Storage, and provided by the Administrator on 6/24/24 at 4:14 p.m., 
indicated the following: .Medications are dispensed in containers that meet or exceed official standards. 
These containers will be stored orderly in a secured area accessible to pharmacy personnel and to licensed 
nursing personnel designated by the facility per resident care policies. Procedure 

3. Only licensed nurses, pharmacy personnel, and those lawfully authorized to administer medications (such 
as medication aides) are allowed access to medications. Medication rooms, carts, and medication supplies 
are locked or attended by persons with authorized access 
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