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155770 09/26/2025

Waters of Georgetown, The 1002 Sister Barbara Way
Georgetown, IN 47122

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observation, interview and record review, the facility failed to ensure monitoring and flush orders 
were in place for a resident (Resident D and Resident G) with a midline; failed to ensure documentation was 
in place for the removal of a midline (Resident D); failed to ensure a pulse was obtained, as ordered, prior to 
the administration of a hypertensive medication (Resident L); and failed to ensure a blood pressure 
medication was held, as ordered, for a resident (Resident C) with out of parameter blood pressures for 4 of 6 
residents reviewed for quality of care. Findings Include:1.The clinical record for Resident C was reviewed on 
9/23/25 at 1:29 p.m. The resident's diagnosis included, but was not limited to, chronic hypotension. The 
physician's order, dated 6/18/25, indicated the resident was to receive Midodrine HCl (medication used to 
increase blood pressure) 5 mg (milligrams) by mouth three times a day at 8:00 a.m., 2:00 p.m. and 10:00 p.
m. The medication was to be held for a systolic blood pressure (SBP) greater than 130 or less than 90. The 
care plan, dated 4/24/25, indicated the resident had a diagnosis of hypotension and to administer 
medications as ordered.Review of the August 2025 and September 2025 medication administration record 
indicated the resident was administered the medication with an out of parameter SBP on the following dates 
and times:-On 8/07/25 at 10:00 p.m., when the resident's SBP was 89.-On 8/15/25 at 8:00 a.m., when the 
resident's SBP was 137.-On 8/19/25 at 10:00 p.m., when the resident's SBP was 133.-On 8/20/25 at 8:00 a.
m., when the resident's SBP was 133.-On 8/25/25 at 8:00 a.m., when the resident's SBP was 132.-On 
8/30/25 at 8:00 a.m., when the resident's SBP was 138.-On 9/06/26 at 8:00 a.m. and 2:00 p.m., when the 
resident's SBP was 163.-On 9/12/25 at 8:00 a.m., when the resident's SBP was 131.-On 9/16/25 at 8:00 a.m. 
and 2:00 p.m., when the resident's SBP was 147.-On 9/21/25 at 8:00 a.m., when the resident's SBP was 
132. During the survey period, between 9/22/25 and 9/26/25, Staff Member 18 indicated if a resident's blood 
pressure was out of parameters, the medication should have been held. 2. The clinical record for Resident D 
was reviewed on 9/23/25 at 1:50 p.m. The resident's diagnoses included, but were not limited to, vascular 
dementia, right sided hemiplegia and hemiparesis and neuromuscular dysfunction of the bladder. On 9/23/25 
at 12:10 p.m., the resident was observed sitting up in a scoot chair in the dining room eating dinner. The 
resident was not observed with a midline in place. The September 2025 medication administration record 
indicated, on 9/7/25, a midline was to be placed for IV (intravenous) antibiotic therapy. The physician's order, 
with a start date of 9/8/25, indicated the resident was to receive Piperacillin Sod-Tazobactam (antibiotic for 
urinary tract infections), 3.375 grams intravenously every 6 hours for 7 days at 12:00 p.m., 6:00 p.m., 12:00 a.
m. and 6:00 a.m. The September 2025 medication administration record lacked documentation of the 
administration of the medication on 9/9/25 at 6:00 a.m., midline flush orders before/after medication 
administration, monitoring the midline site for infiltration and signs/symptoms of infection and the removal of 
the midline to ensure the midline catheter tip was in place upon removal. During the survey period, between 
9/22/25 and 9/26/25, Staff Member 18 indicated residents with a midline should have flush orders in place 
prior to and after administration. The nurse should be monitoring the site for signs and symptoms of infection 
and infiltration every shift. 3. The clinical record for Resident G was reviewed on 9/23/25 at 3:22 p.m. The 
resident's diagnoses included, but were not limited to, encephalopathy, diabetes and a urinary tract infection. 
The September 2025 medication administration record indicated on 9/23/25, the resident was to have a 
midline placed for intravenous antibiotic therapy for a urinary tract infection. On 9/23/25 at 1:10 p.m., the 
resident was observed with a midline to his right upper arm, dated 9/23/25. The physician's order, dated 
9/23/25, indicated the resident was to receive Meropenem, one gram intravenously for a urinary tract 
infection every 8 hours at 12:00 a.m., 8:00 a.m. and 4:00 p.m. On 9/25/25 at 10:30 a.m., the September 
2025 medication administration record indicated the resident had been administered the following doses of 
the antibiotic medication:-9/24/25 at 12:00 a.m., 8:00 a.m. and 4:00 p.m.-9/25/25 at 12:00 a.m. and 8:00 a.m. 
The clinical record lacked documentation of the midline flush orders before/after medication administration, 
monitoring the midline site for infiltration and signs/symptoms of infection from 9/24/25 at 12:00 a.m. through 
9/25/25 at 8:00 a.m. 4. The clinical record for Resident L was reviewed on 9/23/25 at 4:18 p.m. The 
resident's diagnosis included, but was not limited to, hypertension. The current care plan, dated 11/18/21, 
indicated the resident had a diagnosis of hypertension and to administer medications as ordered. The August 
2025 and September 2025 medication administration record indicated the resident was to receive Succinate 
(medication for high blood pressure) extended release, 50 mg daily. The medication was to be held if the 
resident's pulse was less than 60.Review of the August 2025 and September 2025 vital signs report lacked 
documentation of an obtained pulse for the resident on the following dates: 8/12/25 through 8/14/25, 8/16/25, 
8/17/25, 8/26/25, 8/30/2, 9/11/25 through 9/13/25, 9/18/25, and 9/22/25. During the survey period, between 
9/22/25 and 9/26/25, Staff Member 18 indicated all physician's orders should be followed. This Citation 
relates to Intakes 2597221, 2608512 and 2613322 3.1-37 62155770
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155770 09/26/2025

Waters of Georgetown, The 1002 Sister Barbara Way
Georgetown, IN 47122

F 0690

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

Based on interview and record review, the facility failed to ensure a resident's (Resident D) urine output was 
documented, as ordered, for 1 of 3 residents reviewed for Indwelling catheters. Findings include: The clinical 
record for Resident D was reviewed on 9/23/25 at 1:50 p.m. The resident's diagnosis included, but was not 
limited to, neuromuscular dysfunction of the bladder. The physician's order, dated 5/3/25, indicated staff 
were to monitor the resident's Indwelling catheter output every shift. The August 2025 and September 2025 
medication administration records indicated the resident's urine output was not documented on the following 
dates and shifts:-On 8/07/25 on day shift,-On 8/12/25 on day shift,-On 9/08/25 on night shift,-On 9/16/25 on 
night shift, and-On 9/18/25 on night shift. During the survey period, between 9/22/25 and 9/26/25, Staff 
Member 18 indicated physician orders must be followed. On 9/26/25 at 10:39 a.m., the Regional Director of 
Operations provided a current, undated copy of the document titled Physician Orders. It included, but was 
not limited to, Policy .It is the policy of the facility to follow the orders of the physician .The facility will follow 
physician orders to provide essential care to the resident, consistent with the resident's .physical status This 
Citation relates to Intake 2599540 3.1-41(a)(2)
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Waters of Georgetown, The 1002 Sister Barbara Way
Georgetown, IN 47122

F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

(continued on next page)
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Waters of Georgetown, The 1002 Sister Barbara Way
Georgetown, IN 47122

F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure the facility was sufficiently staffed to 
provide adequate care related to medication administration and assistance with daily living for the residents. 
This deficient practice had the potential to affect 64 of 64 residents residing in the facility. Finding include:1.a. 
During the survey period, between 9/22/25 and 9/26/25 at 10:10 a.m., Staff Member 5 was observed passing 
medications in Villa 2. The staff member indicated the facility was running one aide in each villa and the 
nurse had 2 [NAME]. Staff Member 5 had only given medications to 5 residents in Villa 2 and 3 residents in 
Villa 4. It was now after 10:00 a.m. and the medications in villa 2 were due at 8 a.m. Staff Member 5 had to 
frequently stop the medication administration to assist the aides in providing resident care and in getting the 
residents up that required two staffs' physical assistance for mobility out of bed. The facility was supposed to 
have aides that floated between [NAME]; however, they were rarely seen. Most of the time, the floats were 
pulled due to other staff calling off work. Staffing issues were daily. Staff Member 5 had checked the 
residents blood sugar levels (BS) but had not yet given insulin and she was out of compliance (within timely 
medication administration) on the medication pass. Medications should be given either an hour before or an 
hour after the due time. When Staff Member 5 works 2 [NAME], the medication pass was always out of 
compliance. Staff member 5 indicated there were 2 to 3 residents in Villa 4 that required two physical staff 
members for mobility/transfer and 5 residents that required two staff assistance for mobility in Villa 2. During 
the survey period, between 9/22/25 and 9/26/25 at 10:15 a.m., Staff Member 6 indicated she spends at least 
6 hours, sometimes more, on warming, preparing and serving 3 meals a day as well as washing the dishes 
after each meal. It makes it very hard to provide good quality patient care. If the facility does not assign more 
than one float, Staff Member 6 cannot even start on her showers until after lunchtime. The nurses have 2 
[NAME] each and it does not allow them to help the aides out at all. It was not a safe working environment, 
for the residents or staff. Staff Member 6 refused to get residents up that requires a full body mechanical lift 
by herself. The residents have to wait until she can get someone to help her. The residents then get upset 
because they are still in bed and call their families, who then call Staff Member 6, upset, wanting to know 
why their loved one was not up yet. They need at least 2 people at all times in the [NAME] to provide care. 
During the survey period, between 9/22/25 and 9/26/25 at 11:01 a.m., Staff Member 7 indicated the facility 
was short staffed. She can complete all her patient care assigned but cannot get the assigned deep cleaning 
and laundry done. She has had residents miss showers as she did not have time to give them. The nurses 
have 2 [NAME] and when the nurse was at another villa, it was hard to provide care and watch the residents 
who are a fall risk. The night shift staff were supposed to do laundry and don't because they are short staffed 
too. The aides spend too much time in the kitchen when the nurse has 2 [NAME]. It makes it very hard to get 
cleaning, showers and patient care completed. They really need one nurse and one aide per villa and things 
would go smoother. During the survey period, between 9/22/25 and 9/26/25 at 1:57 p.m., Staff Member 8 
indicated the facility was utilizing one nurse and 2 aides per villa on day shift. Then, two weeks after State 
cleared them, they changed it back to one aide per villa and one nurse for 2 [NAME]. They put on the staffing 
sheets that there would be aides floating and then they end up not have any. Aides are providing care by 
themselves because the nurses are in the other villa. If the aide was in a room providing care to a resident, 
and then a fall alarm goes off, you have to stop what you are doing and go check on the alarm, and then go 
back and finish. The residents deserve better care than they are getting. The aides are expected to provide 
care, prepare 3 meals, serve 3 meals, clean the kitchen, clean resident rooms and complete laundry. The 
management does not help at all. During the survey period, between 9/22/25 and 9/26/25 at 11:26 a.m., Staff 
Member 9 indicated medications were not given timely and out of compliance (the window of appropriate 
administration times) when passing medications for 2 [NAME]. During the survey period, between 9/22/25 
and 9/26/25 at 11:35 a.m., Staff Member 10 indicated she could never get the assigned cleaning completed 
or activities done with residents because she did not have time. Patient care came first. The facility needs 
more staff. The facility was staffing 2 aides in each villa. Last month, in August, it changed to one aide in 
each villa and the nurses had 2 [NAME] each. They also assigned 2 to 3 aides to float but someone usually 
called in which took one of the floats away. There were 3 residents in Villa 7 that required the assistance of 2 
staff members for transfers and 3 residents in Villa 5. During the survey period, between 9/22/25 and 9/26/25 
at 11:47 a.m., Staff Member 11 indicated she could not complete the medication pass for 2 [NAME] timely. 
Staff Member 11 had to consistently stop the medication pass and assist the aides in the [NAME] with patient 
care and transfers. They try to have aides float to help, but usually someone calls in and the float had to fill 
the spot of the call in. There were a total of 2 residents in Villa 3 that required two physical staff members 
with assistance for the transfers. During the survey period, between 9/22/25 and 9/26/25 at 12:15 p.m., Staff 
Member 12 indicated there are times when she had been unable to complete all her assigned tasks. Staff 
Member 12 worked 12-hour shifts and half of the day was in the kitchen for 3 meals. The aides warm up 
each meal, serve the meal and then do the dishes. It was just hard to provide good care to the residents 
when the aides were responsible for serving 3 meals daily, housekeeping and completing laundry. There 
were 6 residents in Villa 6 that required 2 staff members for transfers. During the survey period, between 
9/22/25 and 9/26/25 at 1:45 p.m., Staff Member 15 indicated having 2 [NAME] to pass medications for, and 
complete timely, was very difficult. Once you complete the morning medication pass in one villa, you go to 
the next villa and do the medication pass over there. An hour later, the nurse must start another medication 
pass for both [NAME] and then again in the late afternoon. It felt like passing medications was all she did. 
Staff Member 15 felt the accuracy of the resident assessments were not safe and not fair to the residents 
when the nurse worked 2 [NAME]. During an interview, on 9/24/25 at 11:10 a.m., Resident T indicated the 
nighttime medication pass was the worst. She did not get her Sunday night medications until 11:15 p.m. She 
was supposed to get them by 10 p.m. The nurses' having 2 [NAME] makes them run late with the medicine. 
The resident resided in Villa 2 During an interview, on 9/24/25 at 1:10 p.m., Resident E indicated her night 
medications were usually late because the nurse passes the medication in the other villa first. She received 
her night medications usually between 10:00 p.m. and 11:00 p.m. when they were due way before then. The 
resident resided in Villa 4 During an interview, on 9/24/25 at 1:18 p.m., Resident P indicated she received 
her medications late on both days and nights. It was not the nurse's fault because they pass medications in 2 
[NAME] and everyone wants their medicine. One night she did not receive her medication until midnight. On 
dayshift, the latest she received her medication was between 11:00 a.m. and 12:00 p.m. The aides have too 
much to do. They give showers, serve breakfast, lunch and dinner, wash dishes and clean all while trying to 
provide care to the residents, which was ridiculous. She turned her light on to go to the bathroom. It took the 
aide 45 minutes to get to her. They need more staff. The resident resided in Villa 4. Between 9/22/25 and 
9/26/25, during the survey period, Staff Member 18 indicated she could not pass medication in 2 [NAME] 
without being out of compliance. Between 9/22/25 and 9/26/25, during the survey period, the following 
number of residents per villa that require two physical staff members assistance for transfers and/or used a 
full body mechanical lift were as follows: Villa 2 - total of 5 residentsVilla 3 - total of 2 residentsVilla 4 - total of 
2 to 3 residentsVilla 5 - total of 3 residentsVilla 6 - total of 6 residentsVilla 7 - total of 3 residents 1. 1.b. The 
clinical record for Resident D was reviewed on 9/23/25 at 1:50 p.m. The resident's diagnosis included, but 
was not limited to, diabetes. The resident resides in Villa 6.The physician's order, dated 5/1/25, indicated the 
resident was to receive Lantus (long-acting insulin), 12 units twice daily for diabetes at 8:00 a.m. and 9:00 p.
m.The August 2025 and September 2025 medication administration records (MAR) indicated the medication 
was administered late on the following dates and times:-On 8/08/25, the resident's 9:00 p.m. insulin was 
administered on 8/9/25 at 12:43 a.m.-On 8/11/25, the resident's 8:00 a.m. insulin was administered at 9:20 a.
m.-On 8/14/25, the resident's 8:00 a.m. insulin was administered at 9:30 a.m.-On 8/14/25, the resident's 9:00 
p.m. insulin was administered at 10:41 p.m.-On 8/15/25, the resident's 9:00 p.m. insulin was administered on 
8/16/25 at 5:38 a.m.-On 8/21/25, the resident's 8:00 a.m. insulin was administered at 9:14 a.m.-On 8/22/25, 
the resident's 8:00 a.m. insulin was administered at 10:19 a.m.-On 8/22/25, the resident's 9:00 p.m. dose of 
insulin was administered on 8/23/25 at 12:20 a.m.-On 8/23/25, the resident's 9:00 p.m. dose of insulin was 
administered at 10:51 p.m.-On 8/24/25, the resident's 9:00 p.m. dose of insulin was administered on 8/25/25 
at 1:32 a.m.-On 8/26/25, the resident's 9:00 p.m. dose of insulin was administered at 10:22 p.m.-On 8/29/25, 
the resident's 9:00 p.m. dose of insulin was administered on 8/30/25 at 12:57 a.m.-On 9/03/25, the resident's 
9:00 p.m. dose of insulin was administered at 10:26 p.m.-On 9/04/25, the resident's 8:00 a.m. dose of insulin 
was administered at 9:37 a.m.-On 9/05/25, the resident's 9:00 p.m. dose of insulin was administered at 10:59 
p.m.-On 9/08/25, the resident's 9:00 p.m. dose of insulin was administered at 12:45 a.m. on 9/09/25-On 
9/09/25, the resident's 9:00 p.m. dose of insulin was administered at 10:18 p.m.-On 9/12/25, the resident's 
8:00 a.m. dose of insulin was administered at 9:22 a.m.-On 9/12/25, the resident's 9:00 p.m. dose of insulin 
was administered at 10:27 p.m.-On 9/15/25, the resident's 8:00 a.m. dose of insulin was administered at 
11:25 a.m.-On 9/19/25, the resident's 9:00 p.m. dose of insulin was administered at 10:59 p.m.-On 9/24/25, 
the resident's 9:00 p.m. dose of insulin was administered at 11:09 p.m. The physician's order, dated 5/1/25, 
indicated the resident was to receive Novolog (short-acting insulin) per sliding scale before meals and 
bedtime at 7:30 a.m., 11:30 a.m., 4:30 p.m. and 9:00 p.m.The August 2025 and September 2025 MAR's 
indicated the medication was administered late on the following dates and times:-On 8/08/25, the resident's 
7:30 a.m. dose of insulin was administered at 8:55 a.m.-On 8/08/25, the resident's 9:00 p.m. dose of insulin 
was administered at 12:43 a.m. on 8/09/25-On 8/11/25, the resident's 7:30 a.m. dose of insulin was 
administered at 9:19 a.m.-On 8/12/25, the resident's 11:30 a.m. dose of insulin was administered at 1:51 p.m.
-On 8/14/25, the resident's 7:30 a.m. dose of insulin was administered at 9:29 a.m.-On 8/14/25, the 
resident's 9:00 p.m. dose of insulin was administered at 10:41 p.m.-On 8/15/25, the resident's 9:00 p.m. dose 
of insulin was administered at 5:38 a.m. on 8/16/25-On 8/19/25, the resident's 11:30 a.m. dose of insulin was 
administered at 1:16 p.m.-On 8/19/25, the resident's 4:30 p.m. dose of insulin was administered at 6:21 p.m.
-On 8/21/25, the resident's 4:30 p.m. dose of insulin was administered at 5:45 p.m.-On 8/22/25, the 
resident's 9:00 p.m. dose of insulin was administered at 12:19 a.m. on 8/23/25-On 8/23/25, the resident's 
7:30 a.m. dose of insulin was administered at 8:52 a.m.-On 8/23/25, the resident's 9:00 p.m. dose of insulin 
was administered at 10:51 p.m.-On 8/24/25, the resident's 9:00 p.m. dose of insulin was administered at 1:31 
a.m. on 8/25/25-On 8/26/25, the resident's 9:00 p.m. dose of insulin was administered at 10:22 p.m.-On 
8/27/25, the resident's 7:30 a.m. dose of insulin was administered at 9:07 a.m.-On 8/27/25, the resident's 
11:30 a.m. dose of insulin was administered at 12:47 p.m.-On 8/28/25, the resident's 7:30 a.m. dose of 
insulin was administered at 9:08 a.m.-On 8/28/25, the resident's 4:30 p.m. dose of insulin was administered 
at 6:26 p.m.-On 8/29/25, the resident's 11:30 a.m. dose of insulin was administered at 1:11 p.m.-On 8/29/25, 
the resident's 4:30 p.m. dose of insulin was administered at 5:41 p.m.-On 8/30/25, the resident's 7:30 a.m. 
dose of insulin was administered at 9:09 a.m.-On 9/01/25, the resident's 4:30 p.m. dose of insulin was 
administered at 6:31 p.m.-On 9/03/25, the resident's 9:00 p.m. dose of insulin was administered at 10:26 p.m.
-On 9/08/25, the resident's 4:30 p.m. dose of insulin was administered at 5:57 p.m.-On 9/09/25, the 
resident's 4:30 p.m. dose of insulin was administered at 6:35 p.m.-On 9/10/25, the resident's 7:30 a.m. dose 
of insulin was administered at 8:51 a.m.-On 9/10/25, the resident's 11:30 a.m. dose of insulin was 
administered at 1:17 p.m.-On 9/11/25, the resident's 4:30 p.m. dose of insulin was administered at 5:52 p.m.
-On 9/13/25, the resident's 4:40 p.m. dose of insulin was administered at 5:52 p.m.-On 9/15/25, the 
resident's 11:30 a.m. dose of insulin was administered at 2:20 p.m.-On 9/17/25, the resident's 7:30 a.m. dose 
of insulin was administered at 8:46 a.m.-On 9/18/25, the resident's 7:30 a.m. dose of insulin was 
administered at 8:51 a.m.-On 9/18/25, the resident's 11:30 a.m. dose of insulin was administered at 1:27 p.m.
-On 9/23/25, the resident's 4:30 p.m. dose of insulin was administered at 5:56 p.m.-On 9/24/25, the 
resident's 11:30 a.m. dose of insulin was administered at 1:10 p.m.-On 9/24/25, the resident's 4:30 p.m. dose 
of insulin was administered at 6:01 p.m.-On 9/24/25, the resident's 9:00 p.m. dose of insulin was 
administered at 11:09 p.m. 2. 1.c. The clinical record for Resident F was reviewed on 9/23/25 at 2:57 p.m., 
the resident's diagnosis included, but was not limited to, diabetes.During an interview, on 9/24/25 at 10:50 a.
m., Resident F indicated that, at times, he received his medication and insulin later than he should. The 
physician's order, dated 2/22/25, indicated the resident was to receive Insulin Glargine (long-acting insulin), 
10 units subcutaneously, at 8:00 a.m. and 10:00 p.m. for diabetes.The August 2025 and September 2025 
MAR's indicated the medication was administered late on the following dates and times:-On 8/09/25, the 
resident's 10:00 p.m. dose of insulin was administered at 11:54 p.m.-On 8/10/25, the resident's 10:00 p.m. 
dose of insulin was administered on 8/11/25 at 12:57 a.m.-On 8/12/25, the resident's 8:00 a.m. dose of 
insulin was administered at 9:34 a.m.-On 8/13/25, the resident's 10:00 p.m. dose of insulin was administered 
on 8/14/25 at 12:49 a.m.-On 8/15/25, the resident's 10:00 p.m. dose of insulin was administered at 11:29 p.m.
-On 8/18/25, the resident's 10:00 p.m. dose of insulin was administered on 8/19/25 at 2:59 a.m.-On 8/19/25, 
the resident's 10:00 p.m. dose of insulin was administered on 8/20/25 at 12:59 a.m.-On 8/20/25, the 
resident's 10:00 p.m. dose of insulin was administered at 11:45 p.m.-On 8/22/25, the resident's 8:00 a.m. 
dose of insulin was administered at 11:58 a.m.-On 8/24/25, the resident's 8:00 a.m. dose of insulin was 
administered at 9:22 a.m.-On 8/25/25, the resident's 8:00 a.m. dose of insulin was administered at 10:16 a.m.
-On 8/25/25, the resident's 10:00 p.m. dose of insulin was administered on 8/26/25 at 3:07 a.m.-On 8/26/25, 
the resident's 8:00 a.m. dose of insulin was administered at 9:37 a.m.-On 8/26/25, the resident's 10:00 p.m. 
dose of insulin was administered at 11:53 p.m.-On 8/27/25, the resident's 10:00 p.m. dose of insulin was 
administered at 11:36 p.m.-On 9/01/25, the resident's 10:00 p.m. dose of insulin was administered on 
9/02/25 at 1:00 a.m.-On 9/02/25, the resident's 8:00 a.m. dose of insulin was administered at 9:58 a.m.-On 
9/02/25, the resident's 10:00 p.m. dose of insulin was administered at 11:30 p.m.-On 9/04/25, the resident's 
10:00 p.m. dose of insulin was administered at 11:24 p.m.-On 9/06/25, the resident's 8:00 a.m. dose of 
insulin was administered at 10:55 a.m.-On 9/07/25, the resident's 8:00 a.m. dose of insulin was administered 
at 10:05 a.m.-On 9/09/25, the resident's 10:00 p.m. dose of insulin was administered on 9/10/25 at 12:07 a.m.
-On 9/10/25, the resident's 10:00 p.m. dose of insulin was administered at 11:58 p.m.-On 9/15/25, the 
resident's 8:00 a.m. dose of insulin was administered at 10:30 a.m.-On 9/15/25, the resident's 10:00 p.m. 
dose of insulin was administered on 9/16/25 at 12:06 a.m.-On 9/16/25, the resident's 10:00 p.m. dose of 
insulin was administered on 9/17/25 at 1:51 a.m.-On 9/18/25, the resident's 8:00 a.m. dose of insulin was 
administered at 9:30 a.m.-On 9/18/25, the resident's 10:00 p.m. dose of insulin was administered at 11:58 p.
m.-On 9/20/25, the resident's 10:00 p.m. dose of insulin was administered on 9/21/25 at 12:53 a.m.-On 
9/21/25, the resident's 8:00 a.m. dose of insulin was administered at 9:36 a.m.-On 9/21/25, the resident's 
10:00 p.m. dose of insulin was administered on 9/22/25 at 4:56 a.m.-On 9/22/25, the resident's 8:00 a.m. 
dose of insulin was administered at 9:22 a.m.-On 9/22/25, the resident's 10:00 p.m. dose of insulin was 
administered on 9/23/25 at 12:04 a.m. 3. 1.d. The clinical record for Resident G was reviewed on 9/23/25 at 
3:22 p.m. The resident's diagnoses included, but was not limited to encephalopathy and diabetes.During an 
interview, on 9/23/25 at 1:10 p.m., the resident indicated he had received his medications late.The 
physician's order, dated 9/18/25, indicated the resident was to receive Insulin Glargine, 20 units 
subcutaneously, at 8:00 a.m.The September 2025 MAR's indicated the medication was administered late on 
the following dates and times:-On 9/22/25, the resident's 8:00 a.m. dose was administered at 11:55 a.m.-On 
9/24/25, the resident's 8:00 a.m. dose was administered at 9:14 a.m.-On 9/25/25, the resident's 8:00 a.m. 
dose was administered at 9:33 a.m. 4. 1.e. The clinical record for Resident H was reviewed on 9/23/25 at 
3:35 p.m. The resident's diagnoses included, but were not limited to, diabetes and hyperlipidemia. The 
resident resided in Villa 6.The physician's order, dated 8/13/25, indicated the resident was to receive Insulin 
Glargine, 15 units subcutaneously, at 9:00 p.m. for diabetesThe August 2025 MAR indicated the insulin was 
administered late on the following dates and times:-On 8/15/25, the resident's 9:00 p.m. dose was 
administered on 8/16/25 at 4:29 a.m.-On 8/20/25, the resident's 9:00 p.m. dose was administered at 10:42 p.
m.-On 8/22/25, the resident's 9:00 p.m. dose was administered on 8/23/25 at 12:16 a.m.-On 8/23/25, the 
resident's 9:00 p.m. dose was administered on 8/24/25 at 5:03 a.m.-On 8/24/25, the resident's 9:00 p.m. 
dose was administered on 8/25/25 at 1:37 a.m. 5. 1.f. The clinical record for Resident L was reviewed on 
9/23/25 at 4:18 p.m. The resident's diagnoses included, but were not limited to, depression and diabetes. 
The resident resided in Villa 5.During an interview, on 9/24/25 at 1:53 p.m., the resident indicated there were 
times that he received his medication later than usual, but the staff are very busy.The physician's order, 
dated 10/15/24, indicated the resident was to receive Insulin Aspart (fast-acting insulin), 25 units 
subcutaneously, twice daily at 8:00 a.m. and 5:00 p.m. for diabetes.The August 2025 and September 2025 
MAR indicated the insulin was administered late on the following dates and times:-On 8/08/25, the resident's 
8:00 a.m. dose was administered at 9:30 a.m.-On 8/15/25, the resident's 8:00 a.m. dose was administered at 
9:30 a.m.-On 8/20/25, the resident's 8:00 a.m. dose was administered at 9:38 a.m.-On 8/23/25, the resident's 
8:00 a.m. dose was administered at 10:00 a.m.-On 8/24/25, the resident's 8:00 a.m. dose was administered 
at 9:59 a.m.-On 8/25/25, the resident's 8:00 a.m. dose was administered at 10:23 a.m.-On 8/31/25, the 
resident's 8:00 a.m. dose was administered at 9:48 a.m.-On 9/02/25, the resident's 8:00 dose was 
administered at 10:46 a.m.-On 9/04/25, the resident's 8:00 a.m. dose was administered at 9:24 a.m.-On 
9/05/25, the resident's 5:00 p.m. dose was administered at 6:33 p.m.-On 9/10/25, the resident's 5:00 p.m. 
dose was administered at 6:20 p.m.-On 9/12/25, the resident's 5:00 p.m. dose was administered at 6:17 p.m.
-On 9/13/25, the resident's 8:00 a.m. dose was administered at 11:04 a.m.-On 9/14/25, the resident's 5:00 p.
m. dose was administered at 6:17 p.m.-On 9/16/25, the resident's 8:00 a.m. dose was administered at 11:54 
a.m.-On 9/18/25, the resident's 8:00 a.m. dose was administered at 9:41 a.m.-On 9/19/25, the resident's 5:00 
p.m. dose was administered at 6:33 p.m.-On 9/20/25, the resident's 8:00 a.m. dose was administered at 9:49 
a.m. 6. 1.g. The clinical record for Resident M was reviewed on 9/23/25 at 4:40 p.m. The resident's 
diagnoses included. but were not limited to, hyperlipidemia and diabetes. The resident resided in Villa 5 
During an interview, on 9/24/25 at 2:35 p.m., the resident indicated that sometimes her medications were on 
time and sometimes they were late, depending on where the nurse starts. The nurse had to pass 
medications in 2 [NAME] and her medications were late sometimes. The physician's order, dated 5/20/25, 
indicated the resident was to receive Basaglar (long-acting insulin), 12 units subcutaneously, at 8:00 a.m. 
and 10:00 p.m. for diabetes. The September 2025 MAR indicated the insulin was administered late on the 
following dates and times:-On 9/01/25, the resident's 10:00 p.m. dose was administered at 11:20 p.m.-On 
9/02/25, the resident's 8:00 a.m. dose was administered at 11:32 a.m.-On 9/03/25, the resident's 10:00 p.m. 
dose was administered on 9/4/25 at 2:01 a.m.-On 9/04/25, the resident's 10:00 p.m. dose was administered 
at 11:52 p.m.-On 9/06/25, the resident's 10:00 p.m. dose was administered on 9/7/25 at 12:54 a.m.-On 
9/07/25, the resident's 10:00 p.m. dose was administered at 11:34 p.m.-On 9/12/25, the resident's 8:00 a.m. 
dose was administered at 10:20 a.m.-On 9/13/25, the resident's 8:00 a.m. dose was administered at 11:31 a.
m.-On 9/17/25, the resident's 10:00 p.m. dose was administered at 11:30 p.m.-On 9/19/25, the resident's 
8:00 a.m. dose was administered at 9:12 a.m.-On 9/20/25, the resident's 8:00 a.m. dose was administered at 
10:08 a.m.-On 9/23/25, the resident's 8:00 a.m. dose was administered at 9:42 a.m. 7. 1.h. The clinical 
record for Resident N was reviewed on 9/24/25 at 10:09 a.m. The resident's diagnoses included, but were 
not limited to, difficulty walking, repeated falls and hypertension. The resident resided in Villa 7.D During an 
interview, on 9/23/25 at 11:40 a.m., Resident N indicated last night, 9/22/25, he pushed his call pendant for 
assistance to get into bed. He waited a while and then rang the bell provided to him by the facility. No one 
ever came and after an hour, he got tired of waiting and put himself back into bed.T The care plan, dated 
6/25/25, indicated the resident had a self-care deficit and usually required extensive physical assist of one 
staff with transfers. 8. 1. i. The clinical record for Resident O was reviewed on 9/25/25 at 11:24 a.m. The 
resident's diagnoses included, but were not limited to, peripheral vascular disease and diabetes. The 
resident resided in Villa 2. During an interview, on 9/24/25 at 10:54 a.m., Resident O indicated he did not 
receive his medications timely. Sometimes, on night shift, he did not receive his medications until after 10:00 
p.m. and had received them as late as 12:00 a.m. The nurses on night shift had 2 to 3 [NAME] and usually 
started the evening medication pass in one of the other [NAME]. His morning medications were late too 
because the nurses had 2 [NAME]. His morning medications were due at 8:00 a.m. and he usually received 
them around 10:00 a.m. or so. They were very short staffed, especially since they did away with the QMA's 
(Qualified Medication Aide) working as nurses. The morale of the staff were at an all-time low which was sad. 
He has had to wait multiple times for available staff to get him up out of bed as he required a full body 
mechanical lift for transfers. They work the staff to death and have run off some of the good staff. 
Management had moved the aides around to different [NAME] and the aides don't know anything about the 
residents in the [NAME] where they do not normally work. The aides need to work in the villa they are used 
to. The physician's order, dated 7/25/25, indicated the resident was to receive Insulin Glargine, 20 units 
subcutaneously, at 8:00 p.m. for diabetes. The August 2025 and September 2025 MAR indicated the insulin 
was administered late on the following dates and times:-On 8/08/25, the resident's 8:00 p.m. dose was 
administered at 10:21 p.m.-On 8/09/25, the resident's 8:00 p.m. dose was administered on 8/10/25 at 12:01 
a.m.-On 8/10/25, the resident's 8:00 p.m. dose was administered on 8/11/25 at 1:00 a.m.-On 8/11/25, the 
resident's 8:00 p.m. dose was administered at 11:11 p.m.-On 8/12/25, the resident's 8:00 p.m. dose was 
administered on 8/13/25 at 2:22 a.m.-On 8/13/25, the resident's 8:00 p.m. dose was administered on 8/14/25 
12:50 a.m.-On 8/14/25, the resident's 8:00 p.m. dose was administered at 9:38 p.m.-On 8/15/25, the 
resident's 8:00 p.m. dose was administered at 11:32 p.m.-On 8/18/25, the resident's 8:00 p.m. dose was 
administered on 8/19/25 at 2:55 a.m.-On 8/19/25, the resident's 8:00 p.m. dose was administered on 8/20/25 
at 1:09 a.m.-On 8/20/25, the resident's 8:00 p.m. dose was administered at 11:42 p.m.-On 8/22/25, the 
resident's 8:00 p.m. dose was administered at 9:51 p.m.-On 8/25/25, the resident's 8:00 p.m. dose was 
administered at 10:55 p.m.-On 8/26/25, the resident's 8:00 p.m. dose was administered on 8/27/25 at 12:03 
a.m.-On 8/27/25, the resident's 8:00 p.m. dose was administered at 11:31 p.m. -On 9/01/25, the resident's 
8:00 p.m. dose was administered on 9/2/25 at 12:57 a.m.-On 9/02/25, the resident's 8:00 p.m. dose was 
administered at 11:28 p.m.-On 9/03/25, the resident's 8:00 p.m. dose was administered at 11:25 p.m.-On 
9/04/25, the resident's 8:00 p.m. dose was administered at 11:19 p.m.-On 9/05/25, the resident's 8:00 p.m. 
dose was administered at 10:56 p.m.-On 9/06/25, the resident's 8:00 p.m. dose was administered at 11:32 p.
m.-On 9/08/25, the resident's 8:00 p.m. dose was administered on 9/9/25 at 12:58 a.m.-On 9/09/25, the 
resident's 8:00 p.m. dose was administered on 9/9/25 at 12:04 a.m.-On 9/10/25, the resident's 8:00 p.m. 
dose was administered at 11:53 p.m.-On 9/11/25, the resident's 8:00 p.m. dose was administered at 9:23 p.
m.-On 9/12/25, the resident's 8:00 p.m. dose was administered at 9:51 p.m.-On 9/14/25, the resident's 8:00 p.
m. dose was administered at 9:24 p.m.-On 9/15/25, the resident's 8:00 p.m. dose was administered on 
9/16/25 at 12:02 a.m.-On 9/16/25, the resident's 8:00 p.m. dose was administered on 9/17/25 at 1:47 a.m.
-On 9/17/25, the resident's 8:00 p.m. dose was administered at 11:21 p.m.-On 9/18/25, the resident's 8:00 p.
m. dose was administered at 11:51 p.m.-On 9/19/25, the resident's 8:00 p.m. dose was administered at 
11:02 p.m.-On 9/20/25, the resident's 8:00 p.m. dose was administered on 9/21/25 at 12:56 a.m.-On 9/21/25 
the resident's 8:00 p.m. dose was administered on 9/22/25 at 4:59 a.m.-On 9/22/25, the resident's 8:00 p.m. 
dose was administered on 9/23/25 at 12:11 a.m.-On 9/23/25, the resident's 8:00 p.m. dose was administered 
at 9:59 p.m. Review of the staffing sheets indicated the following: Between 8/1/25 through 8/4/25, the facility 
scheduled one nurse and one aide for each villa.Between 8/5/25 through 8/6/25, the facility scheduled one 
nurse for 2 [NAME] with 2 aides per villaBetween 8/7/25 through 8/19/25, the facility scheduled one nurse 
and one aide per villa On 8/20/25, the facility schedule changed to one nurse for 2 [NAME], one aide per villa 
with 1to 3 floats scheduled On 8/8/25, during night shift starting at 10:00 p.m., there was only one nurse for 
[NAME] 1, 2, 3 and 4 On 8/23/25, during night shift, there was only one nurse for [NAME] 1, 2, 3 and 4 after 
the QMA completed the evening medication pass in [NAME] 2 and 4 On 9/8/25, during night shift, there was 
one nurse for Villa 1 and 3 and the nurse also worked as the aide in Villa 3 due to a call in. On 9/13/25, 
during night shift, after 10:46 p.m., there was only one nurse for Villa 1, 2, 3 and 4 This Citation relates to 
Intakes 2583741, 2597221, 2599540, 2608512 and 2613322 3.1-17(a)
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Waters of Georgetown, The 1002 Sister Barbara Way
Georgetown, IN 47122

F 0867

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Set up an ongoing quality assessment and assurance group to review quality deficiencies  and develop 
corrective plans of action.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to identify an unresolved quality deficiency which had been 
cited on previous surveys, and ensure actions were developed and implemented to attempt to correct the 
deficiency through the quality assessment and assurance (QAA) process, as evidenced by a repeated 
deficiency for sufficient staffing. This deficient practice had the potential to affect 64 of 64 residents residing 
in the facility. Findings include:The Quality Assurance and Performance Improvement (QAPI) plan was a 
general outline of how to set up a QAPI committee and what the committee should do. The QAPI plan was a 
data driven, proactive approach for improving the quality of life, care and services in long term care. The 
activities of QAPI involved members at all levels of the organization to identify opportunities for improvement, 
address gaps in systems or processes, develop and implement and improvement or corrective plan and 
continuous monitoring of interventions. The following deficiency was cited on this survey and had been cited 
previously: -F725 Sufficient Staffing was previously cited on Complaint survey completed on 12/31/24.-F725 
Sufficient Staffing was previously cited on Complaint survey completed on 3/27/25.-F725 Sufficient Staffing 
was previously cited on the Annual Survey completed on 6/17/25. Review of the facility QAPI meetings for 
January 2025 and September 1025 included the following:January 2025 - documented terminations and new 
hiresFebruary 2025 - no documentationMarch 2025 - documented open positions and terminationsApril 2025 
- documented open positions from the previous monthMay 2025 - no documentationJune 2025 - no 
documentationJuly 2025 - open positions documentedAugust 2025 - documented open positions and new 
hiresSeptember 2025 - documented open positions and new hires The QAPI workbook provided lacked 
documentation of interventions implemented or systemic changes for the continued deficient practice.The 
QAPI Performance/Peer Review, dated 8/1/25 and updated 9/1/25, indicated the problem was staffing. The 
corrective actions included, but were not limited to, adjust staffing to ensure CNAs have assistance, monthly 
rounding, every other month staff interviews, and staffing assignment review. No other information was 
provided except for the Performance/Peer review Plan document. During an interview, on 9/25/25 at 3:07 p.
m., the Regional Director of Operations indicated they had been utilizing one nurse and one aide in each 
villa. The aides complained that the nurses were not helping them. They then utilized one nurse per 2 
[NAME], one aide per villa, and added floats to assist the aides when needed.Review of the staffing sheets 
indicated the following: Between 8/1/25 through 8/4/25, the facility scheduled one nurse and one aide for 
each villa.Between 8/5/25 through 8/6/25, the facility scheduled one nurse for 2 [NAME] with 2 aides per 
villaBetween 8/7/25 through 8/19/25, the facility scheduled one nurse and one aide per villa On 8/20/25, the 
facility schedule changed to one nurse for 2 [NAME], one aide per villa with 1 to 3 floats scheduled On 
8/8/25, during night shift starting at 10:00 p.m., there was only one nurse for [NAME] 1, 2, 3 and 4 On 
8/23/25, during night shift, there was only one nurse for [NAME] 1, 2, 3 and 4 after the QMA completed the 
evening medication pass in [NAME] 2 and 4 On 9/8/25, during night shift, there was one nurse for Villa 1 and 
3 and the nurse also worked as the aide in Villa 3 due to a call in. On 9/13/25, during night shift, after 10:46 p.
m., there was only one nurse for Villa 1, 2, 3 and 4 3.1-52(b)(2)
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