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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 20580

Residents Affected - Few Based on record review and interview, the facility failed to report an allegation of abuse/neglect to the

Administrator of the facility, for 1 of 1 resident with an allegation of abuse/neglect voiced by a family member.
(Resident B)

Finding includes:

Resident C's record was reviewed on 5/13/24 at 8:09 a.m. The diagnoses included, but were not limited to,
Alzheimer's disease, dementia, and diabetes mellitus.

A Quarterly Minimum Data Set assessment, dated 2/17/24, indicated the resident had a moderately impaired
cognitive status, had no behaviors, and was dependent for eating.

A Care Plan, dated 7/21/23, indicated a risk for falls. An intervention, dated 7/21/23, indicated no hot drinks
were to be served in the room or with meals.

A Nurse's Progress Note, dated 5/8/24 at 4:29 a.m., indicated Agency LPN 1 was summoned to the
resident's room by a CNA and observed the resident in bed with reddened skin to the upper abdomen and
underneath the left breast. The areas were tender to touch and the resident grimaced and winced when the
area was touched. Resident B had indicated she had spilled her coffee while trying to take a drink. A cold
compress was applied to the affected area. The Nurse Practitioner was notified and the Responsible Party
had not answered the phone.

A Nurse's Progress Note, dated 5/8/24 at 6:18 a.m., indicated Agency LPN 1 had placed a call to the
Responsible Party and informed him of the spilled coffee incident and thee reddened skin on the upper
abdomen and underneath the left breast. The Responsible Party then informed the nurse, the resident was
not to have food or drinks in the room and accused the facility of, willful and criminal neglect.

During an interview on 5/13/24 at 9:47 a.m., the Director of Nursing (DON) indicated no investigation had
been completed because there had been no redness of the skin when she observed the resident. The
allegation of abuse/neglect had not been reported to the Administrator or the Indiana Department of Health
(IDOH). The Responsible Party had entered the facility later that day and had not said anything to her about
neglect.
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F 0609 During an interview on 5/14/24 at 9:53 a.m., Agency LPN 1 indicated the CNA on the night shift had given a
cup of hot coffee to the resident while the resident was still in bed. Agency LPN 1 was able to get a hold of
Level of Harm - Minimal harm or the Responsible Party after the third time of calling. She reported the phone call to the day shift nurse
potential for actual harm coming on duty and the DON had called into the facility and she reported the statement to her.

Residents Affected - Few During an interview on 5/14/24 at 10:10 a.m., the DON indicated she had called in to the facility and the
nurse had informed her about the phone call, but had not said he made an allegation of neglect.

The facility abuse policy, dated 9/20/22, and identified as current by the Interim Administrator, indicated an
allegation of abuse, neglect, and exploitation would be investigated immediately and all allegations were to
be reported to the Administrator, state agency, adult protective services, and all other required agencies,
immediately, but not later than 2 hours after the allegation was made.

This citation relates to Complaint INO0434136.
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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 record review and interview, the facility failed to ensure adequate supervision was provided and

care plan interventions were followed to prevent a fall (Resident D) and spillage of hot coffee on the skin
(Resident C), for 2 of 3 residents reviewed for accidents and supervision.

Findings include:

1. Resident D's record was reviewed on 5/14/24 at 8:58 a.m. The diagnoses included, but were not limited
to, dementia.

A Quarterly Minimum Data Set (MDS) assessment, dated 4/22/24, indicated the resident had a severely
impaired cognitive status, no behaviors, no impairments of the upper and lower extremities, was dependent
for toileting, and required maximum assistance for bed mobility and transfers. She was independent with
wheelchair mobility and had no falls since the last review.

During an interview on 5/14/24 at 10:04 a.m., The RN MDS Nurse indicated the MDS assessment was
incorrect and the resident had a fall on 2/29/24 and the MDS would be modified.

A revised Care Plan, dated 5/4/24, indicated a risk for injuries related to falls and falls had occurred on
12/15/23, 1/29/24, 2/29/24, and 5/4/24. An intervention, dated 2/29/24, was added to the care plan that
indicated she would not be left alone in her room while sitting in the wheelchair.

A Nurse's Progress Note, dated 5/3/24 at 9:33 p.m., indicated RN 2 was called to the resident's room after
the resident fell . Resident D was on the floor next to the bed and had hit her head and the head was
bleeding. CNA 4 applied pressure to the head, the resident had not been moved, and EMS (Emergency
Management Services) were notified and she was transferred to the emergency room (ER) for an evaluation
and treatment. The resident had informed the nurse she forgot to lock her wheelchair.

A Nurse's Progress Note, dated 5/4/24 at 4:29 a.m., indicated the resident returned from the ER around 4:15
a.m. with two staples in the back of the head due to a laceration. The neurological exam was stable and 30
minute safety checks were to be continued.

A facility investigation of the fall, dated 5/4/24, indicated the resident forgets to lock her wheelchair when she
tries to transfer. She received a 2 centimeter by 1 centimeter laceration with two staples required and had an
overlying hematoma (bruising) of the lacerated area. Anti-roll back brakes were to be applied to the
wheelchair.

During an interview on 5/14/24 at 10:10 a.m., the Director of Nursing (DON) indicated the resident was left in
her room by herself while in the wheelchair.

(continued on next page)
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 5/14/24 at 10:43 a.m., QMA 3 indicated she had given the resident her pain
medication and eye drops and had just left the room when her and CNA 4 heard a crash and the resident yell
out. They went to her room immediately and the resident was on the floor next to her bed. The resident had
said she was reaching for the TV remote on her bed and slid out of the wheelchair. The brakes on the
wheelchair were no locked. The resident was in her room by herself.

During an interview on 5/14/24 at 11:30 a.m., CNA 4 indicated she had been in the resident's room about 15
minutes prior to the fall. CNA 4 and QMA 3 were in the hall when they heard the crash and they both
responded immediately. The resident was not moved, the nurse was notified and responded immediately.
The resident had said she was reaching for her remote control on her bed.

2. Resident C's record was reviewed on 5/13/24 at 8:09 a.m. The diagnoses included, but were not limited
to, Alzheimer's disease, dementia, and diabetes mellitus.

A Quarterly Minimum Data Set assessment, dated 2/17/24, indicated the resident had a moderately impaired
cognitive status, had no behaviors, and was dependent for eating.

A Care Plan, dated 7/21/23, indicated a risk for falls. An intervention, dated 7/21/23, indicated no hot drinks
were to be served in the room or with meals.

The CNA Care Sheet, dated 4/11/23, indicated she was not to have meals, snacks, or hot drinks in her room.

A Nurse's Progress Note, dated 5/8/24 at 4:29 a.m., indicated Agency LPN 1 was summoned to the
resident's room by a CNA and observed the resident in bed with reddened skin to the upper abdomen and
underneath the left breast. The areas were tender to touch and the resident grimaced and winced when the
area was touched. Resident B had indicated she had spilled her coffee while trying to take a drink. A cold
compress was applied to the affected area.

A Nurse's Progress Note, dated 5/8/24 at 5:36 a.m., indicated there was no further redness to the upper
abdomen and left breast. Cold compresses were continued.

A Nurse Practitioner's Progress Note, dated 5/9/24 at 1:52 p.m., indicated there was no redness, swelling,
pain, or visual burn of the upper abdomen and left breast.

During an interview on 5/13/24 at 10:24 a.m., the Director of Nursing and Assistant Director of Nursing
indicated the staff had access to the CNA Care Sheet which had the 4/11/23 intervention of no hot drinks in
the room.

This citation related to Complaint INO0434136.
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