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This visit was for the Investigation of 

Complaint number IN00150251.

This visit was in conjuction  with the 

Recertification and State Licensure 

Survey. 

Complaint IN000150251-Substantiated. 

Federal/State deficiencies related to the 

allegations were cited at F323

Survey dates: June 3, 4, 5, 6, and 9, 2014

Facility number: 000252

Provider number: 155361

Aim number: 100267780

Survey team: 

Sylvia Scales RN TC

Terri Walters RN

Dorothy Watts RN 6/3, 6/4, 6/5, 6/9, 

2014

Amy Winiger RN

Census bed type:    

SNF:24

SNF/NF:34

Total:58

Census payor type:  

Medicare: 12                                   

Medicaid: 31                                   

F000000  

Preparation or execution of this plan 

of correction does not constitute 

admission or agreement by the 

provider of the truth of the facts 

alleged, or conclusions set forth on 

the statement of deficiencies.

  

 

  

This plan of correction is prepared 

and executed solely because it is 

required by Federal and State law.

  

 

  

 

  

This plan of correction is submitted 

in order to respond to the allegations 

of noncompliance cited during 

compliant survey review concluding 

on 6-9-2014

  

 

  

 

  

Please accept this plan of correction 

as the provider’s credible 

aggregation of compliance effective 

on or before 6-30-2014

  

 

  

 

  

We respectfully request a desk 

review for compliance.
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Other: 15                                   

Total:58

Sample: 4

These deficiencies reflect state findings 

cited in accordance with 410 IAC 16.2.

Quality review completed on June 13, 2014 by 

Jodi Meyer, RN

 

483.25(h) 

FREE OF ACCIDENT 

HAZARDS/SUPERVISION/DEVICES 

The facility must ensure that the resident 

environment remains as free of accident 

hazards as is possible; and each resident 

receives adequate supervision and 

assistance devices to prevent accidents.

F000323

SS=D

Based on interview, and record review, 

the facility failed to ensure effective 

safety interventions and/or supervision 

were provided, in that, effective 

interventions were not implemented for a 

resident identified as having impairment 

that affected safety and judgment, and/or 

difficulty understanding and following 

directions and the resident experienced 4 

falls for 1 of 3 residents who met the 

criteria for review of falls. (Resident A)

Findings include:

F000323  

F 323

  

 

  

Resident A suffered no ill effects 

from the alleged deficiency.

  

Completion Date 6-30-2014

  

 

  

All other residents are at risk to be 

affected by the alleged deficiency 

and through alterations in processes 

and in servicing the campus will 

06/30/2014  12:00:00AM
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The clinical record for Resident A was 

reviewed on 06/10/14 at 10:30 A.M. 

Resident A was admitted to the facility 

on 4/4/14.  The clinical record indicated 

the diagnoses for Resident A included, 

but were not limited to, total left knee 

replacement, diabetes type 2, depression 

and muscle weakness. 

The Fall Circumstance and Assessment 

included in the chart indicated Resident 

A fell on the following days:

Fall # 1 occurred on 4/10/14 at 1515 

(3:15 P.M.).  Resident A fell while 

transferring self to the toilet.  The note 

included Resident A's statement, "I 

turned it (alarm) off."

Fall #2 occurred on 4/12/14 at 0645 (6:45 

A.M.).  Resident A fell while transferring 

to the bathroom.  Resident A turned the 

alarm off. 

Fall #3 occurred on 4/12/14 at 2100 (9:00 

P.M.).  Resident A fell in room returning 

from the bathroom.  Alarm was not 

turned on. The note included Resident 

A's statement, "I thought I could get up."

Fall #4 occurred on 4/19/14 at 2350 

(11:50 A.M.).  Resident A was in her 

room and rolled out of bed.  Injuries to 

ensure that the resident environment 

remains as free of accident hazards 

as is possible; and each resident 

receives adequate supervision and 

assistance devices to prevent 

accidents. All residents who have 

fallen with in the last 30 days have 

been reviewed for appropriate 

interventions

  

Completion Date 6-30-2014

  

 

  

 

  

Nursing staff have been in serviced 

concerning fall interventions.  

 Systemic change is  campus will 

review entire medical record post fall 

to assure intervention effective.

  

Completion Date 6-30-2014

  

 

  

 

  

DHS /designee will monitor 3 

random resident at risk for falls to 

assure safety interventions in place 

and interventions effective  5x a 

week for a month then 3x a week for 

a month then weekly with results 

forwarded to QA committee monthly 

x 6 months and quarterly thereafter 

for review and further 

suggestions/comments

  

Completion Date 6-30-2014
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her left wrist and left hand were noted.

A Nurse's note dated 4/10/14 at 1515 

(3:15 A.M.) read as follows:  

"Res(Resident) found on floor by 

staff...Staff states Res yelled out et (and) 

was found on floor. 0 (no) alarm 

sounded. Alarm was turned off. Res 

states 'I turned it off!'  This nurse 

educated res on the importance of asking 

for assistance."

A Nurse's note dated 4/12/14 at 0745 

(7:45 A.M.) read as follows:  "Res found 

on floor by staff. Res was trying to toilet 

self c (without) assistance. Call light not 

on, Res states she turned off 

alarm...Re-educated res on importance of 

alarm and waiting for help..." 

A Nurse's note dated 4/12/14 at 2100 

(9:00 P.M.) read as follows:  "Res found 

sitting on floor next to bed per this nurse. 

states she went to BR (bathroom) et (and) 

sat in floor....Res did not turn on call 

light et ask for assist. Alarm box turned 

off. Res denies turning box off although 

it was turned on previously...Alarm box 

placed under bed out of reach Res 

reminded to utilize call light et ask for 

assist..."

Nurse's note dated 4/20/14 at 2430 (11:30 
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P.M.) read as follows:  "Resident rolled 

out of bed. She landed on her bottom..."

A Physician's Order dated 4/4/14, read as 

follows:  "Percocet 5/325mg 1 po (by 

mouth) q (every) 4 hrs (hours) PRN (as 

needed) severe pain...Tramadol 50 mg 

1(tablet) po q 6 hrs PRN for mild pain 

1-5...Tramadol 50 mg 2 (tablets) po q 6 

hrs PRN for mod (moderate) pain PRN 

pain...Alarm to bed and chair. check 

placement and func (function) q shift..."

A Physician's Order dated 4/15/14 at 

1400 read as follows:  "1) Decrease 

Percocet 5/325mg to T.I.D.(3 times a 

day) PRN (as needed) Pain  

2) Tramadol 50 mg T.I.D. PRN pain..."

The Pain Medication Tracking form for 

the month of April 2014 indicated on 

4/10/14 Resident A received the 

following medications:

One tablet of Percocet 5/325 mg at 12:30 

A.M., 6:10 A.M., 1:00 P.M.

Two tablets of Tramadol 50 mg at 3:45 

A.M., 10:00 A.M., 4:00 P.M. 

4/12/14 Resident A received the 

following medications:

One tablet of Percocet 5/325 mg at 2:00 

A.M., 6:30 A.M., 4:00 P.M.

Two tablets of Tramadol 50 mg at 7:30 

A.M., 11:15 P. M., 4:00 P.M. 
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4/19/14 Resident A received the 

following medications:

One tablet of Percocet 5/325/ mg at 8:00 

A.M., 11:15 P.M.

The facility's guidelines for pain 

assessment were as follows:

"1-2 mild pain, 3-5 moderate pain, 6-8 

severe, 9-10 excruiating" 

The Nursing 2014 Drug Handbook 34th 

edition page1384 indicated, 

"Tramadol...ADVERSE 

REACTION...CNS:... dizziness, 

confusion,coordination disturbance...page 

1045...Percocet...ADVERSE 

REACTION...CNS (central nervous 

system):..lethargy, mental impairment, 

confusion, agitation, dizziness..."

Admission MDS (Minimum Data Set 

Assessment) dated 4/11/14 indicated 

Resident A had a BIMS (Brief Interview 

for Mental Status) score of 15 which 

indicated Resident A experienced no 

cognitive impairment.  Resident A 

needed the assistance of 1 person with 

walking, transferring and toileting.  

Balance during transfer and walking was 

not steady and resident was only able to 

stabilize with human assistance.

MDS 30 day assessment dated 5/2/14 

indicated Resident A had a BIMS score 
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of 9 which indicated a moderate 

cognitive impairment.  

A Care Plan for falls dated 04/5/14 read 

as follows:  "...Interventions...Monitor for 

side effects of any drug that can cause 

gait disturbance, weakness, sedation, 

change in mental status...Provide 

resident/family teaching to include: 

Safety measures to reduce fall risk...

4/10/14 Educate to call for assistance.

4-12-14 (1st fall on 4/12/14 at 6:45 A.M.) 

Awaken at 6 am and offer toilet.

4/12/14 (2nd fall on 4/12/14 at 9:00 

P.M.)- place alarm box under bed in 

mesh bag and out of residents reach.

4/15/14 MD reviewed medication 

regimen feels pain medication maybe 

causing falls. Medication decreased. 

4/20/14 Bed in lowest position. 

4/21/14 Define perimeter mattress 

medication review, pain medications 

decreased."

PT - Therapist Progress notes 

(summation of the last 5 skilled 

treatments) dated 4/18/14 were reviewed 

on 6/9/14 at 3:28 P.M. and read as 

follows: "Analysis of Functional 

Outcome/Clinical Impression...frequently 

rates pain as 8 or 9 out of 10. Pt (patient) 

continues to be somewhat confused, very 

agitated...Impact on Burden of 

Care/Daily Life Complicating factors, 

including pt's varying cognitive status 
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prevent the patient from achieving all 

established goals. Precautions Fall risk."

During an interview on 6/9/14 at 3:28 

P.M., PTA #1 (Physical Therapy 

Assistant)  indicated Resident A started 

physical therapy on 4/7/14.  PTA #1 

further indicated Resident A's therapy 

progress was slow at first due to the 

cognitive impairment Resident A 

experienced as a result of her pain 

medication, but after the week of 4/18/14 

her therapy progression started 

improving.

On 6/9/14 at 2:30 P.M., the DON 

(Director of Nursing) provided the "Falls 

Management Program Guidelines" 

policy.  The policy indicated, 

"...Implement preventive 

measures...PROCEDURE...3.  Should the 

resident experience a fall the attending 

nurse shall...identify possible 

contributing factors, interventions to 

reduce risk of repeat episode..."

During an interview with the DON on 

6/9/14 at 4:00 P.M., the DON indicated 

no documentation could be provided to 

indicate effective interventions were 

implemented after the fall on 4/10/14 and 

the 2 subsequent falls on 4/12/14 to 

ensure the safety of Resident A.  The 

DON further indicated Resident A's 
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Physician decreased Resident A's pain 

medication on 4/15/14. 

3.1-45(a)(2)
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