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This visit was for the investigation of 

complaint #IN00147515.

Complaint  #IN00147515 - 

Substantiated; Federal/state deficiency 

related to the allegation is cited at W331.  

Survey Dates: April 24 and 25, 2014.

Facility Number:  000925

Aim Number: 100244480

Provider Number: 15G411

Surveyor:  Mark Ficklin, QIDP.

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality review completed May 2, 2014 

by Dotty Walton, QIDP.

W000000  

483.460(c) 

NURSING SERVICES 

The facility must provide clients with nursing 

services in accordance with their needs.

W000331

 

Based on record review and interview, 

the facility failed to ensure nursing 

services monitored current medical needs 

for 1 of 4 sampled clients (B). The 

facility failed to ensure client B's follow 

up care until an injury was resolved 

W000331 POC EG Complaint 4/25/14

   1.All Direct Support Staff who 

workat the East Glenn location 

will be retrained on timely, 

accurate andongoing Health 

Note/T-Log Documentation, 

ensuring 

appropriatedocumentation will be 
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(injury to face) was documented. 

Findings include:

The facility's incident reports were 

reviewed on 4/24/14 at 10:08a.m. Client 

B had an incident report on 4/21/14. The 

report indicated client B had a behavior 

and hit his left eyebrow area on the floor. 

The report indicated client B had a 1/4" 

(inch) open area by his left eyebrow with 

some bleeding. The report indicated first 

aid was applied to his eyebrow and the 

bleeding stopped.  

Client B's record was reviewed on 

4/24/14 at 1:00p.m. Client B's nursing 

notes were reviewed. There was no 

documentation in regards to the area on 

client B's left eyebrow and if the area was 

resolved. There were no nursing 

measures or treatment plan in place. 

Client B had a 2/7/14 "Fall Protocol." 

The protocol indicated staff were to 

document the falls in the nursing notes.     

Professional staff #1 and professional 

staff #2 (nurse) were interviewed on 

4/24/14 at 1:34p.m. Staff #2 indicated 

she was aware of the area on client B's 

left eyebrow.  Staff 

#2 indicated there was nothing 

documented about the care, treatment and 

how the area (left eyebrow area) was 

continued until health issues are 

resolved.

   2.Client B's “Fall Risk 

Protocol”will be updated by the 

agency Nurse/RN to include 

proceduresregarding head injury 

as a result of a fall. All Staff who 

workwith Client B will be trained 

on this updated “Fall 

RiskProtocol”. (See Attached 

Updated Fall Risk Protocol for 

Client Band staff training 

documentation)

   3.All clients receiving services 

atMosaic/Terre Haute agency 

who currently have a “Fall 

RiskProtocol”, will receive 

updates to the protocol to 

includeprocedures regarding 

head injury as a result of a fall. 

(SeeAttached Updated Fall Risk 

Protocols and staff 

trainingdocumentation)

   4.Mosaic of Terre Haute will 

updateit's “Medical Emergencies 

Policy and Procedure” to include 

newinformation regarding specific 

instructions for the procedures 

anddocumentation of incidents 

involving head injuries. In addition 

thisupdate will include instructions 

for the treatment and monitoring 

ofindividuals in service who have 

sustained a head injury. 

(Seeattached Updated Medical 

Emergency Policy and 

Procedures and NewHead Injury 

Tracking Form)

   5.All staff employed at Mosaic 

ofTerre Haute will be trained on 

the updated “Medical 

EmergenciesPolicy and 
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healing. Staff #2 indicated there should 

have been documentation of the care of 

the injury until the injury was resolved. 

This federal tag relates to complaint 

#IN00147515.

9-3-6(a)

Procedure” including the specific 

instructions for theprocedures 

and documentation of incidents 

involving all headinjuries. In 

addition all will be trained on 

following instructionsfor the 

treatment and monitoring of 

individuals in service who 

havesustained a head injury.

   6.All corrections will be 

completedand submitted no later 

than 5/25/14.
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