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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm 48525
or potential for actual harm
Based on observation, interview and record review, the facility failed to ensure the physician was notified
Residents Affected - Few when blood sugar readings were in the call parameter range and to hold medications per the physician
ordered parameters for 3 of 3 residents reviewed for quality of care. (Resident 93, 35 and 108)

Findings include:

1. The clinical record for Resident 93 was reviewed on 12/4/24 at 9:43 a.m. The diagnoses included, but
were not limited to, diabetes mellitus, atrophy of the kidney, and hypothyroidism.

A current care plan, with a start date of 8/1/24, indicated the resident was at risk of complications related to
diabetes and to notify the physician or Nurse Practitioner (NP) as needed.

A physician's order, with a start date of 10/2/24, indicated to check blood sugars in the morning and at night
and to call the physician if the blood sugar was below 60 or above 350.

The electronic medical record indicated, on 10/7/24, the morning blood sugar was 57.

A progress note, dated 10/7/24 at 6:08 a.m., indicated the blood sugar this morning was 57. The resident
was given chocolate milk and a Nutri grain bar. When the resident was rechecked the blood sugar was 67
and the resident was working on another chocolate milk.

There was no documentation to indicate the physician was notified of the low blood sugar reading.

During an interview, on 12/5/24 at 3:30 p.m., Nursing Supervisor 4 indicated she could not find the low blood
sugar notification in the chart. There should be an event opened when they notify the physician of an

out-of-range blood sugar.

During an interview, on 12/5/24 at 3:33 p.m., Dementia Care Director 3 indicated the low blood sugar
notification was not in the resident's chart.

During an interview, on 12/9/24 at 10:16 a.m., the Director of Nursing (DON) indicated they did not have a
policy for following physician's orders.

50901
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F 0684 2. The clinical record for Resident 35 was reviewed on 12/5/24 at 2:55 p.m. The diagnoses included, but
were not limited to, congestive heart failure, hypertension, and atrial fibrillation.
Level of Harm - Minimal harm or

potential for actual harm a. A physician's order indicated to give Digoxin (a medication used to treat heart failure) 125 mcg
(microgram) and to hold the medication if the apical pulse was less than 60.
Residents Affected - Few

A review of the MAR (Medication Administration Record) indicated Digoxin was administered when the apical
pulse was below the hold parameters per the physician's order on the following dates:

1. On 4/21/24, with a heart rate of 59.
2. On 4/29/24, with a heart rate of 58.
3. On 5/14/24, with a heart rate of 56

b. A physician's order indicated to give Lisinopril (a medication used to treat high blood pressure) 2.5 mg
(milligrams) and to hold the medication if the systolic blood pressure was less than 105.

A review of the MAR indicated Lisinopril was administered when the systolic blood pressure was below the
hold parameters per the physician's order on the following dates:

1. On 1/8/24, with a systolic blood pressure of 101.

2. 0On 1/16/24, with a systolic blood pressure of 102.
3. On 3/21/24, with a systolic blood pressure of 91.

4. On 4/20/24, with a systolic blood pressure of 99.

5. On 4/24/24, with a systolic blood pressure of 98.

6. On 6/20/24, with a systolic blood pressure of 97.

7. On 6/30/24, with a systolic blood pressure of 102.
8. On 7/3/24, with a systolic blood pressure of 94.

9. On 7/9/24, with a systolic blood pressure of 101.

10. On 7/27/24, with a systolic blood pressure of 81.
11. On 7/31/24, with a systolic blood pressure of 103.
12. On 10/25/24, with a systolic blood pressure of 100.
13. On 11/3/24, with a systolic blood pressure of 103.
14. On 11/14/24, with a systolic blood pressure of 104.
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview, on 12/9/24 at 10:39 a.m., LPN 2 indicated medications would be held if the resident's
vital signs were below the physician ordered hold parameters.

During an interview, on 12/9/24 at 9:51 a.m., the DON (Director of Nursing) indicated a medication should
not be given below a physician's hold parameter. The medications were administered below the hold
parameters on the dates listed above.

During an interview, on 12/9/24 at 10:36 a.m., the DON indicated the facility did not have a policy about
following physician's orders.

49891

3. The clinical record for Resident 108 was reviewed on 12/4/24 at 12:12 p.m. The diagnoses included, but
were not limited to, dementia, chronic kidney disease stage 2, type 2 diabetes mellitus with hypoglycemia
without coma and hyperglycemia, anxiety disorder, Alzheimer's disease, depression, irritability, and anger.

A physician's order, dated 5/28/24, indicated special instructions were if the blood sugar reading was greater
than 340 to give Novolog U-100 insulin 12 units and call the MD.

The electronic medical record indicated the following blood sugars were elevated and the physician needed
notified:

On 10/17/24 at 11:32 a.m., the blood sugar reading was 350.
On 10/18/24 at 3:37 p.m., the blood sugar reading was 362.

The clinical record did not include any documentation of physician notifications for the blood sugars greater
than 340 on 10/17/24 or 10/18/24.

During an interview, on 12/5/24 at 3:32 p.m., the Dementia Care Director 3 indicated he could not find any
documentation the physician was notified of the elevated blood sugar readings on the dates of 10/17/24 or
10/18/24.

During an interview, on 12/9/24 at 1:44 p.m., LPN 7 indicated the nurse should notify the nurse practitioner
for any blood sugar which was above or below the the ordered parameters if it occurred during normal
daytime hours. They would call the telemedicine physician if it was during off hours, weekends, or a holiday.
The nurse should document the call and the physician's response in the electronic medical record.

A current facility policy, titled Physician Contact, dated as reviewed on 9/2023 and received from the
Administrator on 12/9/24 at 10:15 a.m., indicated .The following symptoms/signs .that require immediate
notification are .blood sugars .that are outside or exceed the specific call orders for care

A current facility policy, titled Liberalized Medication Pass, and received from the Director of Nursing on
12/9/24 at 10:15 a.m., indicated .The policy of this facility is to administer medications in a safe manner

(continued on next page)

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

Event ID: Facility ID:

155787

If continuation sheet
Page 3 of 10




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

Printed: 03/01/2025
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

155787

(X2) MULTIPLE CONSTRUCTION

A. Building
B. Wing

(X3) DATE SURVEY
COMPLETED

12/09/2024

Indiana Veterans Home

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3851 N River Rd
West Lafayette, IN 47906

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

F 0684 3.1-37(a)
Level of Harm - Minimal harm or
potential for actual harm
Residents Affected - Few
FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet

Previous Versions Obsolete

155787

Page 4 of 10




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

Printed: 03/01/2025
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

155787 B. Wing 12/09/2024

NAME OF PROVIDER OR SUPPLIER

Indiana Veterans Home

STREET ADDRESS, CITY, STATE, ZIP CODE

3851 N River Rd
West Lafayette, IN 47906

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

F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

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

49891

Based on observation, interview and record review, the facility failed to ensure staff did not leave a resident
unsupervised in a multi-sensory room for longer than 30 minutes per the facility policy, to ensure the resident
had a call light or a way to summon staff while in the multi-sensory room, and failed to ensure staff did not
leave the resident lying on a fall mat on the floor for an extended period of time for 1 of 6 residents reviewed
for supervision. (Resident J)

Finding includes:

The clinical record for Resident J was reviewed on 12/5/24 at 11:32 a.m. The diagnoses included, but were
not limited to, type 2 diabetes mellitus with diabetic neuropathy, violent behavior, primary insomnia,
Alzheimer's disease, anxiety disorder, malignant neoplasm of prostate, frequency of micturition, history of
falling, pain, and dementia with psychotic disturbance, mood disturbance, anxiety, and agitation.

A significant change Minimum Data Set (MDS) assessment, dated 10/21/24, indicated the resident required
moderate assistance to move from lying to sitting on the side of his bed, to come to a standing position from
sitting in a chair, and to transfer from his wheelchair to bed.

1a. During an observation, on 12/3/24 at 11:01 a.m., the Snoezelin Room door was locked and only
accessible by a staff member key. The window on the door was covered and the room inside could not be
viewed. The blinds on the side window next to the door were open. The rough outline of the bean bag chair
could be seen when placing your face right up against the window. The white blanket could be seen with the
blue light on. Other items in the room could not be viewed. No sounds could be heard from outside of the
room. Once the door was opened, the sound machine which had been playing could easily be heard. The
room was dim and lit with only the blue light. Large objects could be seen but smaller items were still difficult
to view. There was a messaging recliner in the room which could not be seen from the window. No call light
could be seen.

A comprehensive care plan, with a start date of 7/23/24, indicated the resident was to be offered the
opportunity to spend time in the sensory room in the bean bag chair.

A comprehensive care plan, with a start date of 9/4/24, indicated to assist the resident to the Snoezelen
room as needed for calming and redirection.

A comprehensive care plan, with a start date of 10/21/24, indicated the resident was to be monitored while in
the sensory room by a staff member.

A 15-minute checks document, dated 11/11/24, indicated the resident was in the Snoezelin room from 2:30 p.
m. until 5:30 p.m.

A 15-minute checks document, dated 11/12/24, indicated the resident was in the Snoezelin room from 12:15
p.m. until 4:30 p.m.
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F 0689 A 15-minute checks document, dated 11/14/24, indicated the resident was in the Snoezelin room from 1:15 p.
m. until 4:30 p.m.
Level of Harm - Minimal harm or

potential for actual harm A 15-minute checks document, dated 11/15/24, indicated the resident was not in the Snoezelin room at all
the entire day. However, a nursing progress note at 1:18 p.m. indicated the resident was taken to the
Residents Affected - Few Snoezelin room where he attempted to hit the staff and stayed in the room for a short time.

A 15-minute checks document, dated 11/22/24, indicated the resident was in the Snoezelin room from 2:15 p.
m. until 9:30 p.m. However, a nursing progress note indicated the resident was sleeping in the Snoezelin
room at the beginning of the midnight shift until the nurse woke the resident up at about 11:00 p.m., to
administer his bedtime medications. Then, the resident was taken to his room.

A 15-minute checks document, dated 11/23/24, indicated the resident was in the Snoezelin room from 12:45
p.m. until 4:00 p.m.

A 15-minute checks document, dated 11/30/24, indicated the resident was in the Snoezelin room from 2:15 p.
m. until 5:00 p.m. A nursing progress note, at 6:47 p.m., indicated the resident opted to relax in the Snoezelin
room.

During an interview, on 12/3/24 at 11:01 a.m., CNA 8 indicated the facility did not like doors to be propped
open, so the door was shut when a resident was in the Snoezelin room. It was difficult to hear sounds inside
the room when the door was shut, and you were outside of the room. She tried to stay in the room with the
resident when she could but not everyone stayed in the room and sometimes, they were busy and could not
stay the entire time. There was no call light in the room. She indicated it was hard to hear when you were out
in the hallway, but you could look in the window to check on things. She did not think the resident could get
out of the bean bag chair on his own.

During an interview, on 12/3/24 at 4:24 p.m., CNA 9 indicated Resident J was on every 15-minute checks
which were recorded on papers in a binder at the nurse's station. When the resident was in the Snoezelin
room, the staff took turns staying in or near the room as much as they could and recorded his location on the
paper in the binder.

During an interview, on 12/6/24 at 11:22 a.m., CNA 10 indicated Resident J was currently the only resident
which used the Snoezelin room, and he was on every 15-minute checks. There was no call light, but staff
could look in through the observation window to check on him. They tried to leave him alone if he was
sleeping and not fidgeting. She did not stay with the resident. Sometimes, he slept in there during the day for
a few hours. She did not think he could get out of the bean bag chair on his own.

During an interview, on 12/9/24 at 1:38 p.m., QMA 6 indicated the staff had supervised Resident J more
closely the first few times the resident was in the room by propping the door open for the 15-minute checks,
but now someone was just checking on him by looking through the window as they walked by the room for
the 15-minute checks. She did not think he could get out of the bean bag chair on his own.

During an interview, on 12/9/24 at 1:52 p.m., the Dementia Care Director 3 indicated the term supervision
meant watching and being present with a resident.

(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 12/9/24 at 2:44 p.m., the Administrator indicated the staff were not following the
current policy for the Snoezelin room or the care plan for the resident. There was not a call light, but there
was a bell in the Snoezelin room.

During all interviews with the nursing staff who provided care to the resident, no staff member indicated there
was a bell or any way for the resident to call for staff while he was in the Snoezelin room. Every staff member
indicated the resident did not have a means to call for help other than when the staff checked on him.

A current facility policy, titled Multi-Sensory Room, dated as revised on 2/2018 and received from the
Administrator on 12/6/24 at 1:45 p.m., indicated .The Multi-Sensory Room (MSR) (also referred to as a
Snoezelen room) is a therapeutic environment created for the express purpose of delivering high levels of
stimuli to patients in the memory care units .Residents must be supervised when visiting the MSR .the
resident's time in the MSR should be limited to thirty (30) minutes

1b. During an observation, on 12/3/24 at 2:05 p.m., Resident J's room had a regular mattress on a low bed
frame with a large red mat on the floor right next to the bed.

A comprehensive care plan, with a start date of 7/23/24, indicated the resident was at risk for falls. The
interventions included, but were not limited to, 8/23/24, resident was to have a raised edge mattress.

Resident J's bed was observed to have a regular mattress and not a raised edge mattress.

A comprehensive care plan, with a start date of 10/21/24, indicated the resident had a history of aggressive
behaviors and would slide himself out of his Broda chair. He had a large red mat at his bedside. The
interventions included, but were not limited to, 10/21/24, ensure the resident was checked on frequently
while having mat time and to offer to get him up when checking on him.

The care plan did not clarify what mat time meant or if the resident was too be left to sleep on the red fall mat
beside his bed for long periods.

A 15-minute checks document, dated 11/11/24, indicated the resident was lying on the red mat from 12:15 a.
m. until 4:45 a.m. The documentation indicated the resident had been on the mat since 8:00 p.m.

A nursing progress note, dated 11/12/24 at 2:13 a.m., indicated the resident had napped in his chair
periodically at the beginning of the shift before bedtime. He attempted to slide out of the chair at different
times. The resident was taken to bed per his usual bedtime, slept briefly, tried to get out of bed, and yelled
for help as usual.

A 15-minute checks document, dated 11/12/24, indicated the resident was on the red mat from 9:45 p.m.
until 12:00 a.m. According to the 15-minute checks document, dated 11/13/24, the resident remained on the
mat until 3:45 a.m.

A 15-minute checks document, dated 12/3/24, indicated the resident was on the red fall mat next to his bed
from 12:15 a.m. until 6:45 a.m. and again from 9:15 p.m. until 12:00 a.m.
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F 0689 A nursing progress note, dated 12/3/24 at 3:08 a.m., indicated the resident had been restless and calling out
to staff for most of the night. After making several attempts to get out of bed by himself, he rolled onto the
Level of Harm - Minimal harm or mat and kept attempting to pull himself under the low bed frame.

potential for actual harm

A 15-minute checks document, dated 12/4/24, indicated the resident was on the red fall mat from 12:15 a.m.
Residents Affected - Few until 6:00 a.m.

A nursing progress note, dated 12/4/24 at 3:56 a.m., indicated the resident slept on and off through the night
and had been cooperative with care.

The progress note did not include the reason the resident was on the mat instead of in the bed from 9:15 p.
m. on 12/3/24 until 6:00 a.m. on 12/4/24.

During an interview on 12/6/24 at 11:22 a.m., CNA 10 indicated the staff tried to leave Resident J alone if he
was sleeping and not fidgeting.

During an interview, on 12/9/24 at 2:44 p.m., the Administrator indicated the resident should not be sleeping
long hours on the fall mat on his floor instead of his pressure relieving mattress.

A current facility policy, titled Fall Prevention and Investigation, dated as last revied 12/2021 and provided by
the Administrator on 12/9/24 and 2:57 p.m., indicated .unless there is evidence suggesting otherwise, when
a resident is found on the floor, a fall is considered to have occurred

A current facility policy, titled Resident Rights, not dated and provided by the Administrator on 12/9/24 and
2:57 p.m., indicated .The resident has a right to a dignified existence .facility must protect and promote the
rights of each resident .facility must care for its residents in a manner and in an environment that maintains
or enhances each resident's dignity and respect in full recognition of his/her individuality

This citation relates to Complaint INO0448381.

3.1-45(a)(2)
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F 0695

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.
49891

Based on observation, interview and record review, the facility failed to ensure the correct amount of oxygen
was administered to 1 of 2 residents reviewed for respiratory care. (Resident 64)

Finding includes:

During an observation, on 12/2/24 at 12:35 p.m., Resident 64 was sitting at a table in the common area in his
reclining wheelchair. He was wearing oxygen administered via a portable oxygen tank hanging on the back
of his wheelchair at a rate of 3 liters per minute (L).

During an observation, on 12/3/24 at 4:19 p.m., the resident was sitting in his wheelchair with the portable
oxygen tank turned off and hanging on the back of his wheelchair. There was no oxygen tubing present. The
resident was not receiving any supplemental oxygen.

During an observation, on 12/4/24 at 11:53 a.m., the resident was coloring with the staff in the common area
with the portable oxygen tank on the back of his wheelchair delivering oxygen at 1.5 liters per minute. At
12:05 p.m., CNA 8 pushed Resident 64 in his wheelchair to another table for lunch with the portable tank
hanging on the back of the wheelchair still set at 1.5 liters per minute.

The clinical record for Resident 64 was reviewed on 12/4/24 at 1:11 p.m. The diagnoses included, but were
not limited to, cardiac arrhythmia (problem with the heart's rhythm or rate), essential primary hypertension,
pain, anoxic brain damage, dementia, anemia, mood disorder with depressive features, other seizures, and
psychotic disorder with delusions.

A physician's order, dated 6/14/24, indicated to administer oxygen at 2 liters per minute during the day.

A current care plan, dated as last reviewed on 11/27/24, included a problem of being at risk for shortness of
breath, dyspnea (difficulty breathing), and respiratory distress related to a disorder of the diaphragm. An
approach, with a start date of 9/3/24, indicated to administer oxygen as ordered.

A recent Minimum Data Set (MDS) quarterly assessment, dated 9/2/24, indicated the resident received
supplemental oxygen with shortness of breath or trouble breathing with exertion, at rest, and when lying flat.

During an interview, on 12/4/24 at 12:42 p.m., LPN 11 indicated the portable tank was delivering 1.5 liters
per minute of oxygen and the resident should be on 2 liters per minute. LPN 11 turned the portable tank dial
to deliver 2 liters per minute of oxygen to the resident.

A current policy, titted Oxygen Therapy, with no review date and received from the Administrator on 12/5/24
at 12:30 p.m., indicated .Physician's order is necessary for the administration of oxygen .set flow rate as
ordered by the physician

3.1-47(a)(6)
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 44598
potential for actual harm
Based on observation, interview and record review, the facility failed to wear PPE (personal protective
Residents Affected - Few equipment) into an enhanced barrier precaution (EBP) room for 1 of 4 residents reviewed for
transmission-based precautions. (Resident 39)

Finding includes:

During an observation, on 12/4/24 at 2:04 p.m., Register Nurse (RN) 13 entered Resident 39's room to
administer medication. The resident had a gastrostomy tube (a tube surgically inserted into the stomach to
provide medication and nutrition) and was in isolation for enhanced barrier precautions. RN 13 did not put on
an isolation gown to give the medication via gastrostomy tube.

The clinical record for Resident 39 was reviewed on 12/4/24 at 11:28 a.m. The diagnoses included, but were
not limited to, Huntington's disease (a disorder which damages brain cells), dysphagia (difficulty swallowing)
and abnormal weight loss.

A physician's order, dated 12/1/24, indicated the resident was in Enhanced Barrier Precautions.

During an interview, on 12/4/24 at 2:39 p.m., RN 13 indicated the resident was not in isolation. The nurse
then read the sign on the resident's door and indicated she should have worn a gown.

During an interview, on 12/4/24 at 2:40 p.m., the Nursing Supervisor 12 indicated when a resident was in
EBP the staff were supposed to a wear a gown and gloves. They needed to wear both when giving
gastrostomy tube medications.

A current facility policy, titted Enhanced Barrier Precaution, dated 6/24 and provided by the Assistant Director
of Nursing (ADON) on 12/6/24 at 3:00 p.m., indicated .Enhanced Barrier Precautions: All residents with any
of the following: Wounds .feeding tube, regardless of MDRO colonization status .Required PPE .Gloves and
gown prior to the high contact care activity

3.1-18(b)

3.1-18())
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