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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to ensure a staff member administered 
medications as ordered by the physician and did not falsify resident records for 3 of 3 residents reviewed for 
medication receipt. (Residents E, F, G, and Licensed Practical Nurse 3) This deficient practice was corrected 
on 7-9-25, prior to the start of the survey, and was therefore past noncompliance. The facility implemented a 
systemic plan that included the following actions: in-service education to nursing staff related to the policies 
and procedures regarding safe medication administration and prompt reporting of any resident or staff 
concerns to management, conducted a review of residents medication orders, narcotic orders and correct 
narcotic counts, observations of medication administrations and dismissal of Licensed Practical Nurse 3, with 
ongoing review presented to the Quality Assessment and Assurance (QAA) Committee for review. Findings 
include:In an interview with the Executive Director (ED) on 9-16-25 at 12:30 p.m., she indicated on the 
afternoon of 7-4-25, Licensed Practical Nurse (LPN) 3 was found to have not administered medications to a 
minimum of three residents and possibly more residents. She indicated on 7-6-25, the Director of Nursing 
(DON) was contacted by other staff with concerns LPN 3 may not have administered medications as ordered 
on the afternoon of 7-4-25. The ED indicated she did not learn of this concern until she arrived for duty on 
7-7-25, at which time, an investigation was underway. She indicated the facility's hall cameras were reviewed 
on 7-7-25, by the administrative team for the afternoon of 7-4-25. She indicated from viewing the camera 
footage, it definitely looked like he had pulled three of the residents' narcotics and threw them away or 
pocketed them. Actually, it looked like he did not pass any meds for his 3:00 p.m. to 7:00 p.m., shift on the 
vent unit. After the narcotics were pulled, the cameras did not show he went into any of those residents' 
rooms to actually administer them. We met with him on 7-7-25, and suspended him, pending the 
investigation.We continued the investigation and terminated him, effective 7-9-25.We did report this to the 
AG's [State of Indiana Attorney General's] office and they have accepted it for review, but we have not heard 
anymore from the AG's office and no one has been here to investigate it yet. The ED clarified LPN 3's 
termination also included concerns the facility had previously dealt with related to LPN 3 not following facility 
policies related to not clocking in and out. The ED added the facility offered him the opportunity to write a 
statement, but he refused. As he was leaving the building, he slammed the door between the front lobby and 
the building and then went to Vent 1 and yelled that he had been suspended for three days to at least two 
staff, maybe others heard him. [He] Made a statement that he wasn't going to sign anything and that he 
didn't need to put up with this f'ing b------t, as he went to clock out, then left the building. The ED provided a 
copy of the timeline of the facility's camera footage for 7-4-25 from 2:46:49 p.m. to 7:04:37 p.m., of the 
facility's Vent 2 unit. The timeline indicated as follows: 18:50:08 [6:50:08 p.m.] first medication popped 
[removed from medication card]; 18:51:23 [6:51:23 p.m.] [Name of LPN 3] appears to toss medication in near 
bye [sic] trash can.; 18:51:48 [6:51:48 p.m.] put 2nd medication card down.18:52 [6:52 p.m.] 3rd medication 
[laid] down; 18:52:17 [6:52:17 p.m] [Name of LPN 3] transferred med(s) to other hand; 18:52:36 [6:52:36 p.m.
] [Name of LPN 3] places medication(s) in pocket; 18:53 [6:53 p.m] [Name of LPN 3] closes narc [narcotic] 
binder, meds back in narc box (never went into any resident rooms afterwards).19:04:37 [7:04:37 p.m.] 
[Name of LPN 3] left unit. In an observation and interview on 9-17-25 at 10:00 a.m., with the ED and 
Assistant ED, they utilized the Assistant ED's cellular phone to show or view a limited review of facility 
camera footage from 7-4-25 at/around 6:50 p.m. until 6:55 p.m., of LPN 3 on the ventilator unit at the 
medication carts, identified as medication carts E and F. The ED and Assistant ED identified the person in 
the camera footage as LPN 3. LPN 3 was observed to lay his cell phone onto the top of one of the two 
medication carts, then unlocked the medication cart and then unlocked the secured narcotic drawer. He then 
moved a water pitcher on top of the cart. He then was observed to obtain the narcotic binder, which houses 
logs for each narcotic by resident which staff were to sign out any time a narcotic is obtained to administer to 
a resident. LPN 3 was then observed to obtain a narcotic card from the narcotic drawer and removed the 
medication, placing into his bare hand, then was observed to record information into the narcotic binder He 
then was observed to toss something from his hand directly towards the far end of med cart. A second 
narcotic medication card was observed to be obtained from the narcotic drawer and removed the medication 
into his bare hand and then signed the narcotic binder. It was difficult to ascertain if the medication remained 
in his hand or placed in his pocket. It was not placed into a medication cup. A third narcotic medication card 
was obtained from the narcotic drawer and then removed from the card and into has bare hand. LPN 3 then 
was observed to use the narcotic binder and documented information into the narcotic binder. It was difficult 
to ascertain if the medication remained in his hand or placed in his pocket. It was not placed into a 
medication cup. Upon completion of viewing of the camera clip, the ED indicated, As you can see, he did not 
place the meds into a med cup. The first one, it appears he threw it into the trash. The second and third pills 
looks like he may have thrown one away or even pocketed it. And, when you see the full video, you will see 
he did not go into any resident rooms after that. The timeline shows he left the unit shortly after 7:00 p.m. He 
clocked out at 7:08 p.m. The Assistant ED indicated, You never see him pour any water or crush the meds. 
The residents that would have been getting the meds are NPO [receive nothing by mouth], so they would 
have needed [the medications] to be crushed and would have needed liquids to thin them out to put into their 
feeding tubes. In an interview on 9-17-25 at 11:25 a.m., with the Assistant ED, she indicated the facility did 
not file a reportable incident with the Indiana Department of Health's Long Term Care Division, as there were 
no adverse effects to any of the residents. The ED provided multiple written staff statements from staff 
present on the ventilator unit during the time frame of 3:00 p.m. to 7:00 p.m., on 7-4-25, with similar 
statements of concerns of LPN 3 not being observed directly by the employees to provide medication 
assistance during that time. She indicated, If it had not been for the staff being very observant, we would not 
have known. The narcotic counts were correct. There did not seem to be any adverse effects from not 
receiving their meds, thankfully. She indicated the facility, as part of their investigation and staff education, 
did conduct an in-service education regarding medication administration and reporting any concerns at any 
time to the management team. Written statements indicated the physicians of all residents that were under 
LPN 3's care during the time period of 3:00 p.m. to 7:00 p.m., on 7-4-25, were notified of residents possibly 
not receiving medications. A facility summary of the investigation indicated, Immediate inservice education 
initiated shift-to-shift, including, but not limited to following of physician orders, administering medications as 
prescribed, and immediate notification of any concern of a staff member failing to fulfilling duties, including 
but not limited to medication administration. The ED provided a summary of steps taken as part of the 
facility's investigation to prevent further similar incidents. These steps included the following:-All residents of 
the ventilator units had their physician orders verified ensuring times given are appropriate.- All residents 
have the potential to be affected. Inservice education was immediately conducted with all nursing staff on 
medication administration policies and procedures. Nurses/QMA's [qualified medication aides] were advised 
the need to pass medication per the physician's orders.-Review of the facility's current policies and 
procedures regarding medication administration with no changes made.-The Director of Nursing or designee 
will observe medication pass twice daily at different times to ensure nurses/QMA's are administering 
medications as prescribed by each resident's physician orders. This practice will continue daily for four 
weeks, then weekly for four weeks, then every two weeks for two months, then quarterly until 100 percent 
compliance was achieved and maintained. These audits will be reviewed at quarterly quality assurance 
meetings with any deviations requiring adjusted accordingly. If compliance is not achieved, the nurse or QMA 
will be re-educated as needed. Additional monitoring will occur as needed. The goal date for the specified 
corrective measures was listed as on or before July 7, 2025. Resident E's clinical record was reviewed on 
9-16-25 at 1:15 p.m. It indicated his diagnoses included, but were not limited to, chronic respiratory failure, 
tracheostomy, ventilator dependency, gastrostomy, spastic quadriplegic cerebral palsy and profound 
intellectual disabilities. A review of his physician orders for 7-4-25, indicated he was physician-ordered to 
receive diazepam (also known as Valium, a benzodiazepine or central nervous system depressant) 10 
milligrams (mg) every six hours four times daily at 6:00 a.m., 12:00 p.m., 6:00 p.m. and 12:00 a.m., via 
gastrostomy tube for spasticity. He was ordered to have nothing by mouth, also known as NPO status. This 
medication was signed out as administered on 7-4-25 at 6:00 p.m., on Resident E's narcotic record. His 
medication administration record (MAR) indicated this medication was signed out as administered by LPN 3 
on 7-4-25 at 6:00 p.m. Resident F's clinical record was reviewed on 9-16-25 at 2:30 p.m. It indicated his 
diagnoses included, but were not limited to, chronic respiratory failure, tracheostomy, ventilator dependency, 
gastrostomy, spastic quadriplegic cerebral palsy and moderate intellectual disabilities. A review of his 
physician orders for 7-4-25, indicated he was physician-ordered to receive diazepam (also known as Valium, 
a benzodiazepine or central nervous system depressant) 2 mg, one-half tablet, or 1 mg, every 8 hours daily 
at 8:00 a.m., 4:00 p.m. and 12:00 a.m., via gastrostomy tube for spasticity. He was ordered to have nothing 
by mouth, also known as NPO status. This medication was signed out as administered on 7-4-25 at 5:00 p.m.
, on Resident F's narcotic record. His medication administration record (MAR) indicated this medication was 
signed out as administered by LPN 3 on 7-4-25 at 4:00 p.m. Resident G's clinical record was reviewed on 
9-17-25 at 12:05 p.m. It indicated his diagnoses included, but were not limited to, chronic respiratory failure, 
tracheostomy, ventilator dependency, gastrostomy, congenital hypertonia and profound intellectual 
disabilities. A review of his physician orders for 7-4-25, indicated he was physician-ordered to receive 
diazepam (also known as Valium, a benzodiazepine or central nervous system depressant) 10 mg, every 8 
hours daily at 8:00 a.m., 5:00 p.m. and 12:00 a.m., via gastrostomy tube for spasticity. He was ordered to 
have nothing by mouth, also known as NPO status. This medication was signed out as administered on 
7-4-25 at 5:00 p.m., on Resident G's narcotic record. His medication administration record (MAR) indicated 
this medication was signed out as administered by LPN 3 on 7-4-25 at 5:00 p.m. On 9-18-25 at 11:52 a.m., 
the ED provided a copy of a policy entitled, Medication Administration, with its purpose cited as, To safely 
administer medications as per physician's orders. Its associated policy indicated, Licensed or qualified 
personnel shall be responsible to follow accepted practices of medication administration as per physician 
orders. It indicated the medication preparation included, but was not limited to utilizing medication cups to 
place the medication into and the use of a pill crusher, if indicated. Infection control measures include, but 
was not limited to, Never touch medications with hands. Other topics addressed, included but was not limited 
to, Medications are to be administered within 1 hour of the scheduled administration time.Destroy (according 
to facility policy and procedure) any medication that has been prepared but not ingested.Never touch 
medications with your hands.Always place tablets and capsules in dry souffle [medication] cups. Crushing 
Tablets.Obtain a leverage-type crusher. Place medication in medication cup. Cover with another medication 
cup. Crush tablets. Mix tablets with a small amount of applesauce or ice cream (unless contraindicated) to 
administer to the resident orally or mix with water if medication is to administered per G-tube or J-tube.
Always record the dose of medication on the MAR after resident consumption. This citation relates to Intake 
1703798. 3.1-25(b)(2)3.1-25(b)(3)
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