
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

155761 09/04/2025

Brownsburg Meadows 2 E Tilden
Brownsburg, IN 46112

F 0689

Level of Harm - Actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

(continued on next page)

155761 2

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

155761 09/04/2025

Brownsburg Meadows 2 E Tilden
Brownsburg, IN 46112

F 0689

Level of Harm - Actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

Based on observation, interview, and record review, the facility failed to ensure a resident was mechanically 
transferred using proper technique, resulting in harm when a resident had a fall resulting in an avulsion 
fracture at the tip of the distal fibula for 1 of 3 residents reviewed for falls with injury (Resident D). Findings 
include: A Facility Reported Incident (FRI), dated 8/30/25 at 4:39 p.m., indicated on 8/29/25 Resident D was 
being assisted with a transfer out of her wheelchair by Certified Nursing Assistant (CNA) 10 when the 
resident began to experience pain in her right foot. The resident was gently lowered to the floor. On 8/31/25 
Resident D was diagnosed with a probable subacute nondisplaced demineralized medial cuneiform (bones 
between the toes and ankle) fracture. The resident's activity level was upgraded to include non-weight 
bearing on the right lower extremity (RLE), and total mechanical lift for all transfers. On 9/3/25 at 2:28 p.m., 
Resident D was observed in a wheelchair (WC) at bedside, wearing a controlled ankle motion boot (CAM 
boot - a specialized walking boot designed for injuries to the foot, ankle and lower leg) on her right foot that 
extended to her knee, and her call light had been activated. The resident indicated she was waiting for staff 
to come and help change her brief. An unidentified staff member was observed entering the resident's room 
with a Hoyer lift (a mechanical device with a sling used to lift and transfer a resident from one surface to 
another) and indicated she would return with help. On 9/3/25 at 2:35 p.m., Resident D indicated, on 8/29/25, 
CNA 10 who was a new CNA and who had not been assigned to her care before, had responded to her call 
light for assistance. During the process of hooking the resident to a standup mechanical lift, the CNA had not 
properly strapped the resident to the lift, and ultimately the resident had been on the floor with pain in her 
right foot. Resident D had been to an orthopedic appointment on 9/3/25, and the orthopedic physician had 
confirmed she had a fractured bone located on the outside of her right foot. The physician had explained, 
when her foot had been twisted and bent at an odd angle, the ligaments had stretched so far that the bone 
was pulled away from the other bone. Resident D's clinical record was reviewed on 9/3/25 at 2:30 p.m. 
Diagnoses on Resident D's profile included osteopenia (low bone mineral density), osteoporosis (decreased 
bone mass and density), paraparesis (partial loss of motor function in both lower legs), monoplegia (paralysis 
or weakness) of the right lower limb, dependence on a wheelchair, and obesity (body mass index [BMI] over 
33.0). A quarterly Minimum Data Set (MDS) assessment, completed on 6/11/25, assessed the resident as 
being cognitively intact. The resident required substantial/maximum assistance for bed mobility, was 
dependent on staff for transfers, and did not walk. A WC was used for mobility. There was no documentation 
of falls in the six months prior to the assessment. A care plan, dated 3/19/23, indicated Resident D required 
assistance with activities of daily living (ADLs) to include bed mobility and transfers. An approach, dated 
9/28/23, indicated two people assist with transfers with use of a stand-up lift. A physical therapy (PT) 
discharge note, dated 2/12/25, indicated Resident D had multiple long-term goals to include, but not limited 
to: to safely perform WC to bed or WC to toilet transfers using assistive equipment with minimum assistance 
of one person, safely transition from supine to sitting position with minimum assistance of one person, and to 
improve bed mobility from supine to sitting position with maximum assistance of one person. These goals 
were not achieved due to the resident reaching maximum rehab potential. The clinical impression indicated 
PT services were discontinued due to the resident reaching her maximum rehab potential and would require 
maximum assistance of one to two people for bed mobility and stand up lift. A nursing progress note, dated 
8/29/25 at 4:42 p.m., indicated the nurse was called to Resident D's room by CNA 10, and when she entered 
the resident's room, she observed the resident on the floor. CNA 10 stated that she was transferring the 
resident but had to lower her to the floor when Resident D started complaining about her leg hurting. A care 
plan for resident falls was updated on 8/29/25 to include resident to use passive mechanical lift for all 
transfers. A physician's order for activity level, dated 8/30/25, indicated up ad lib (as wanted or requested) 
with total mechanical lift with assistance of two members to wheelchair, and non- weight bearing (NWB) to 
the right foot. Mobile x-ray diagnostics reports included,a. On 8/29/25 at 7:33 p.m., concern for a 
nondisplaced medial cuneiform fracture.b. On 8/30/25 at 3:26 p.m., an addendum was added to include, 
there was a minimally displaced fracture of the first cuneiform bone.c. On 8/30/25 at 4:39 p.m., an addendum 
was added to include, there was a slight step off medial aspect cuneiform, margins not sharp. Subacute 
fracture cannot be excluded. Stress type injury cannot be excluded.d. On 9/2/25 at 1:03 a.m., images of the 
right foot demonstrate normal osseous alignment. No definite fracture, including the medial cuneiform. An 
orthopedic physician report, dated 9/3/25, indicated Resident D presented today for evaluation of her right 
foot and ankle. Last Friday, the resident was in a standing hoyer (sic) lift which got tangled around her foot 
and ankle causing pain and discomfort. She had a fairly significant amount of swelling, and she was then 
placed in a CAM boot which had made her ankle feel better and she had noted significant improvement in 
the swelling. Resident D was assessed for a nondisplaced distal avulsion fracture (a bone injury that occurs 
when a strong force pulls a tendon or ligament away from the bone, taking a small piece of bone with it) of 
the right fibula. Findings indicated radiographs of the right foot and ankle were obtained on 9/3/25 and 
reviewed. Review of these radiographs revealed a small avulsion fracture at the tip of the distal fibula that 
was nondisplaced. Also noted, a healed distal fibula fracture in anatomic alignment. The plan indicated the 
physician discussed the etiology of her pain and treatment plan, continued use of a CAM boot that would 
likely be required for 2 to 4 weeks, 2 daily skin checks around the foot and ankle for any breakdown, and 
return to the physician as needed. A pain specialist progress note, dated 9/4/25 at 2:18 p.m., indicated 
Resident D had been seen on rounds that day after a fall that resulted in right foot/ankle pain, and right 
shoulder pain. The resident indicated she had a fall on 8/29/25 and was seen at the orthopedic clinic where 
imaging demonstrated an avulsion fracture, and ortho was managing the resident conservatively with a CAM 
boot. Additionally, the resident reported exacerbation of right shoulder pain after a failed hoyer (sic) transfer. 
The plan indicated RTC tendinopathy (rotator cuff tissue connecting muscle to bone had become inflamed) 
as well as biceps tendonitis which was new. The physician would re-order diclofenac gel (used to decrease 
inflammation) and a lidocaine patch (used to relieve nerve pain) for the right shoulder/bicep tendon. Orders 
would also be placed for Resident D to have a repeat injection at the next visit pending further progress. 
CNA 10's job specific orientation record indicated she was hired on 7/30/25. Validation skills for day 2 that 
included mechanical lift and stand-up lift, were signed by the Staff Development Coordinator (SDC) as 
completed on 8/10/25. A handwritten note indicated the employee was a little timid and was instructed on 
ways to ask for help, and to never do anything she was nervous about. A Mechanical Lift/Hoyer Lift Safety 
protocol, signed by CNA 10 on 7/30/25, indicated, .1. I understand that all mechanical lifts, including hoyer 
lifts require the use of 2 trained people to operate safely.3. I understand that if I operate a mechanical lift by 
myself, I am subject to disciplinary action up to and including termination. 4. I understand that if I operate a 
mechanical lift by myself and an injury to a resident occurs, I may be reported to the nurse aide registry, 
Attorney General, and/or law enforcement for investigation of negligent care.8. I understand that I must 
follow the manufacturer's guidelines for the specific mechanical lift that is utilized. During an interview on 
9/3/25 at 10:49 a.m., the Assistant Director of Nursing Services (ADNS) indicated Resident D was alert and 
oriented to person, place, and time. The resident required a mechanical lift for transfers to an electric WC, 
where she drove herself around the facility ad lib. On 8/29/25 around 4:30 p.m., Resident D was being 
transferred from her bed into her chair with the assistance of CNA 10, and when maneuvering the resident's 
body, the resident began complaining of pain and she told the aide to put her down. The lift only lowered a 
resident down far enough to be in a sitting position, so the aide had to manually lower the resident the rest of 
the way onto the floor. The transfer with only one new CNA had somehow gone wrong and resulted in the 
resident having a fracture. Nurse Practitioner (NP) 13 ordered x-rays for 8/29/25, 8/30/25, and 9/2/25 that 
were completed with differing results, and an orthopedic consult was scheduled for 9/3/25. During an 
interview on 9/3/25 at 2:35 p.m., Resident D indicated she had been utilizing a stand-up lift for transfers since 
her admission 2 years ago. On 8/29/25, CNA 10 had responded to her need to have her brief changed. The 
entire process was not done correctly, from not making sure the torso belt was tight enough to support her, 
the CNA seemed flustered when told she'd have to hurry as the resident was slipping and the CNA hit the 
wrong control button, and the CNA attempted to transfer the resident by herself instead of getting assistance 
due to the resident being a big girl and the CNA being a tiny little thing who had difficulty maneuvering the 
resident in the lift. Resident D indicated x-rays had been taken in-house three times after the incident, all with 
different results. CNA 10 was new to the facility, very sweet, and was just attempting to help, but due to not 
having a second CNA as a spotter like she was supposed to, the resident ultimately ended up with a 
fractured foot. The resident indicated she had little strength in her right leg/foot and hoped being NWB would 
not cause her to lose what strength she had in her left leg that allowed for her to use the stand-up lift versus 
a Hoyer lift. During an interview on 9/4/25 at 3:20 p.m., Resident D indicated on 8/29/25 CNA 10 had come 
to change the resident's brief. The resident explained the process of utilizing the stand-up lift so the resident 
could be stood up, and while standing within the straps of the lift, her brief could be changed. CNA 10 made 
mistakes when she did not have the torso belt/strap tight enough, and she did not strap the resident's legs so 
her feet would remain in position on the lift platform. When the CNA stood the resident, the torso belt/strap 
started slipping and ended up under the resident's armpits. The resident then prompted CNA 10 to hurry up 
the process as the resident was slipping. Instead of pushing the button to raise the resident up higher so she 
could sit back onto the seat of the WC, the CNA accidentally pushed the wrong button and the lift went down. 
The resident ended up in a crouched position with her right foot off the platform and bent at an odd angle 
under her. At that point, the resident could not reach the handgrips and could not stand herself back up. CNA 
10 swung the resident around with the intent of placing her onto the bed, but the resident had slipped too far 
down to sit onto the bed. At that point the resident told the CNA she had to go get help. The CNA went to the 
doorway to summon help, and other staff came immediately. The resident could not stand back up and staff 
had to put her onto the floor. The resident indicated she saw the pain physician 9/4/25 for her right shoulder 
that hurt, and he told her she potentially had messed up her rotator cuff when suspended by the belt/straps 
under her arms, and he would be ordering occupational therapy (OT) for the shoulder. A physical therapy 
(PT) evaluation had been ordered to assess her legs, more specifically to help retain her ability to stand and 
bear weight on her left leg. During an interview on 9/4/25 at 11:00 a.m., the Director of Nursing Services 
(DNS) indicated in her opinion Resident D had not been injured with a mechanical lift or during the lift 
process, she had already been standing when the safety belt slipped, and she complained of foot pain. The 
manufacturer's general information for the mechanical lift indicated the lift could be used with one staff 
member, although it was the facility protocol to use two staff members when transferring residents with 
mechanical lifts. During an interview on 9/4/25 at 1:19 p.m., a representative from the Orthopedic physician's 
office indicated Resident D had been seen by the Orthopedic physician on the day prior and diagnosed with 
a newly acquired acute avulsion fracture (a break in the bone that occurred when a piece of bone was pulled 
away from the main part of the bone by a strong force from a ligament or tendon) at the tip of the distal fibula, 
that was nondisplaced. This was a separate finding from a prior healed distal fibula fracture in anatomic 
alignment that was also viewed on the x-ray. On 9/4/25 at 11:00 a.m., the DNS provided a printout of the 
manufacturer's general information for the stand-up mechanical lift, undated. The information indicated 
passive and active series lifts were designed for safe usage with one caregiver. There were circumstances 
such as obesity of the patient that may dictate the need for a two-person transfer. It was the responsibility of 
each facility and medical professional to determine if a one or two-person transfer was more appropriate, 
based on the task, patient load, environment, capability, and skill level of the staff member. On 9/4/25 at 2:56 
p.m., the ADNS provided a Fall Management Policy, dated 6/25, and indicated the policy was the one 
currently being used by the facility. The policy indicated, A fall is defined as unintentionally coming to rest on 
the ground, floor, or other lower level.3. A care plan will be developed at the time of new move-ins with care 
plan interventions to address the resident specific fall risk factors.5. The resident specific fall risk factors will 
be communicated to the assigned caregiver utilizing the resident profile or the CNA assignment sheet. This 
citation relates to Intakes 2566173, 2603419, and 2606522. 3.1-45(a)(2)
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