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This visit was for the Investigation of Complaints 

IN00456632, IN00456718, IN00456869.

Complaint IN00456632 - No deficiencies related to 

the allegations are cited.

Complaint IN00456718 - Federal/State deficiencies 

related the allegations are cited at F689. 

Complaint IN00456869 - Federal/State deficiencies 

related to the allegations are cited at F689 and 

F9999. 

Survey dates: April 8, 9, and 10, 2025 

Facility number: 012966

Provider number: 155803

AIM number: 201110390

Census Bed Type:

SNF/NF: 74

SNF: 22

Residential: 50

Total: 146

Census Payor Type:

Medicare: 12

Medicaid: 59

Other: 25

Total: 96

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1. 

Quality review completed April 17, 2025.

F 0000 The completion of this plan of 

correction does not constitute 

an admission that the alleged 

deficiency exists. The plan of 

correction is provided as 

evidence of the facilities desire 

to comply with the regulations 

and continue to provide quality 

care in a safe environment.
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483.25(d)(1)(2) 

Free of Accident 

Hazards/Supervision/Devices 

F 0689

SS=G

Bldg. 00

Based on observation, interview, and record 

review, the facility failed to ensure adequate 

safety measures were in place to prevent 

accidents for 2 of 3 residents reviewed. This 

deficient practice resulted in Resident C requiring 

hospitalization, sutures, and a subarachnoid 

hemorrhage. (Resident B, Resident C)  

Findings include:

1. On 4/8/25 at 1:28 p.m., Resident C's clinical 

record was reviewed. Resident C was admitted on 

1/23/25 and discharged to the hospital on 2/26/25. 

The diagnoses included, but were not limited to, 

hemiplegia and hemiparesis following cerebral 

infarction affecting left non-dominant side, 

visuospatial deficit and spatial neglect following 

cerebral infarction, cerebral infarction due to 

thrombosis of right middle cerebral artery, muscle 

weakness (generalized), unsteadiness on feet, 

other abnormalities of gait and mobility, need for 

assistance with personal care.

An admission Minimum Data Set (MDS) 

assessment, dated 1/27/25, indicated Resident C's 

cognition was intact, range of motion impairment 

upper and lower one side, toileting dependent 

substantial/maximal assistance (helper does more 

than half the effort. Helper lifts or holds trunk or 

limbs and provides more than half the effort), 

toilet transfer substantial/maximal assistance, 

lying to sitting on side of bed (the ability to safely 

move from lying on the back to sitting on the side 

of the bed with feet flat on the floor, and with no 

back support) substantial/maximal, no falls 2-6 

months prior to admission. 

F 0689 It is the policy of the Hamilton 

Pointe Health and Rehabilitation to 

ensure adequate safety measures 

are in place to prevent accidents.

1    Resident C longer resides on 

Hamilton Pointe’s campus.  

Resident B returned without 

injury.  Her care plan was reviewed 

and determined to be appropriate.

2    All residents have the potential 

to be affected.  Clinical staff were 

re-educated regarding the policy of 

full body mechanical lifts, 

including the requirement of 2 

people, and not leaving those 

residents at risk for falls alone 

while on the commode.

3    The Accidents and 

Supervision policy and Mechanical 

Lift Use policy was reviewed and 

no changes were recommended.  

All clinical staff were educated on 

the policies.  Lift competency 

check-off’s have been completed. 

The DON or Designee will observe 

10 random resident 

transfers/toileting weekly for 6 

weeks and until 100% compliance 

is achieved, then 5 times per week 

for 5 months and until 100% 

compliance is maintained.

Audit results will be reported to 

the facility QAPI team for review 

and recommendations.

05/01/2025  12:00:00AM
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The Care Plans included but were not limited to:

Resided needed assistance with activities of daily 

living (ADL's) related to cerebrovascular accident 

(CVA) with left hemiplegia. The interventions 

included but were not limited to:

- Resident required assist of two when toileting 

with transfers, on/off the commode, do not leave 

unattended on commode, initiated 1/24/25. 

- Resident required assist of two with transfers to 

the right side. Use bilateral platform walker and 

gait belt pivot transfer only. Resident to only 

ambulate with therapy at this time, initiated 

1/24/25 and revised 2/25/25.

- Resident required assist of one with transfers to 

the right side. Use bilateral platform walker and 

gait belt, initiated 1/24/25 and revised 1/27/25. 

Resident was at risk for falls related to decreased 

mobility, new CVA with flaccid left sided 

hemiplegia, unsteady gait, initiated 1/24/25. The 

interventions included, but were not limited to:

- Do not leave unattended when sitting on the 

commode, initiated 2/27/25. 

- Increased assistance with transfers to two 

person assist including transfers on/off commode, 

initiated 2/27/25.

A Physical Therapy communication to nursing 

note with a therapist signature, dated 1/24/25, and 

nurses signature, dated 1/27/25, indicated the 

resident was a one assist with transfers, set up, to 

right side, use bilateral platform rolling walker and 

gait belt. 

Progress notes were reviewed and included but 

were not limited to:

On 2/24/25 at 11:51 a.m., a physician progress note 
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indicated the patient's plan of progress was 

discussed with nursing staff and therapy. Patient 

was seen up in her recliner. She was alert and 

oriented. She reported she did not feel well today. 

She reported she had been having dry heaving 

due to phlegm and was coughing frequently. She 

also reports increased congestion. No complaints 

of chest pain, shortness of breath, nausea, 

vomiting, fever or chills. Patient's pain is 

controlled.

On 2/24/25 at 9:43 p.m., indicated ... "1700, [5:00 

p.m.] residents room. BP [blood pressure] 111/78 P 

[pulse] 93 R [respirations] 16 T [temperature] 

100.6, oxygen 93% on RA [room air] Description 

of fall: CNA notified this nurse that resident was 

lowered to the floor. CNA was assisting resident 

with ambulating from recliner to bed, gait belt in 

place. As resident was turning around to sit on 

edge her bed her legs gave out and CNA assisted 

resident to the floor on her side. When this nurse 

entered resident's room, resident was noted lying 

face down on  floor. Resident began to dry heave 

and had small amount of emesis on floor. Resident 

was assisted onto her back, assisted to seated 

position. No complaintsof [sic] pain. ROM WNL 

[range of motion within normal limits] to bilateral 

extremities. Resident assist to standing position 

with 2 staff assist Range of motion; mental status, 

neurochecks if unwitnessed or hit head; ROM 

WNL, witnessed fall as CNA assisted resident to 

the floor Immediate intervention: Resident's 

transfer status changed to assist x [of] 2 due to 

increased weakness from not feeling well. 

Physician notification; family (responsible party 

notification: MD [medical doctor] and Spouse 

made aware of fall."   

On 2/25/25 at 9:49 a.m., Fall IDT (Interdisciplinary 

Team) Note, Late Entry: Attendees present: MDS, 
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CM (case manager), Therapy. On  2/24/25 at 7:00 

p.m., CNA was assisting resident with ambulating 

from recliner to bed and just as resident was 

turning around to sit on edge her bed her legs 

gave out and CNA assisted resident to the floor 

on her side. When this nurse entered resident's 

room, resident was noted lying face down on 

floor. Resident began to dry heave and had small 

amount of emesis on floor. Resident was assisted 

onto her back, assisted to seated position. No 

complaints of pain. ROM WNL to bilateral 

extremities. Resident assisted to standing position 

with two staff assist. Root cause of fall: Resident 

not feeling well and legs became weak. 

Intervention and care plan updated. Updated 

transfers status for two staff due to increased 

weakness.

On 2/25/25 at 12:23 p.m., Followed up with NP 

(Nurse Practitioner) regarding resident's increased 

weakness, temperature noted on 2/25/25 and 

vomiting. New order received for Tamiflu 

prophylactic due to suspected Influenza A. Family 

aware. 

On 2/28/25 at 9:46 a.m., Notice of Transfer & 

Discharge and (name of facility) Bed Hold 

Authorization mailed via United States Postal 

Service Certified Mail to resident address for 

transfer on 2/26/25. 

On 2/28/25 at 9:52 a.m., Fall IDT Note, Attendees 

present: HFA (Health Facility Administrator), 

DON (Director Of Nursing), Therapy, CM, MDS. 

On 2/26/25 at 10:00 a.m., resident was being 

assisted by staff to toilet. Staff briefly exited room 

to get linens to assist resident with bathing needs 

and returned to find resident on floor in front of 

commode. Root cause of fall: impaired sitting 

balance. Intervention and care plan updated: will 
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re-evaluate upon hospital return.

An NP progress note, dated 2/26/25 indicated 

after initial visit and prior to leaving facility patient 

experienced a fall in the bathroom of SNF (skilled 

nursing facility). She apparently struck her head, 

causing a laceration to outer left eyebrow that 

appears to need sutures. Patient recently had 

CVA and was on ASA (aspirin) and plavix (blood 

thinner), putting her at risk for bleed. Neurological 

deficits noted to baseline and appeared relatively 

unchanged with limited exam. Staff also stated 

that she did have a LOC (loss of consciousness) 

with the fall. Advised nursing to send urgently to 

ER (emergency room) for evaluation and treat. 

A hospital document, dated 2/26/25 at 11:45 a.m., 

included but was not limited to: Alert and 

non-toxic, lying flat with cervical collar in place 

speaking in full sentences, obvious laceration to 

the left temporal.

Radiology/procedures: Computed Tomography 

(CT) Head WO (without) contrast

comparison CT head 12/30/24. Scattered areas of 

subarachnoid hemorrhage. 

On 4/10/25 at 10:00 a.m., Therapy 1 indicated the 

therapy notes from 2/24/25 indicated Resident B 

was feeling ill and was a minimum assist of one on 

the commode during the therapy session.  At 

12:08 p.m., Therapy 1 indicated from a therapy 

note, dated 2/20/25,  Resident C was able to sit 

without assist before she became ill. Her assist 

was changed to two assist because she had 

become ill and was requiring assist to sit upright 

during the therapy session on 2/24/25, therapy 

normally put a communication note in the Kardex 

and MDS updated the care plan. At 12:24 p.m., 

Therapy 1 indicated Resident C's care plan 

indicated she was a two assist when toileting and 
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was not supposed to be left on the commode 

alone. Therapy 1 indicated Resident C had been 

changed to assist of one prior to the falls for 

transfers, set up to right side, but therapy had not 

changed her assist of two and to not be left alone 

on the commode.  

An interview on 4/10/25 at 11:00 a.m., with 

Assistant Director Of Nursing (ADON) indicated 

CNA 2 put Resident C on the commode by herself, 

CNA 2 had told her she was unaware the resident 

had been made a two assist again. Normally if a 

resident fell, in the morning meeting IDT reviewed 

interventions, the care plan was updated, the 

Kardex was updated, it was on the computer and 

the CNA's had access to review it.

An interview on 4/10/25 at 11:03 a.m., with the 

Case Manager indicated when Resident C had the 

fall on 2/24/25 she was changed back to a two 

assist while under an acute episode.  

An interview on 4/10/25 at 12:18 p.m., with 

Therapy 2 indicated therapy notes on 2/20/25 

indicated Resident C was able to sit unsupported 

without assist, notes on 2/24/25 indicated she was 

a minimum assist of one during the therapy 

session and needed help to sit upright due to 

leaning to the side and feeling ill. Therapist 2 

indicated Resident C's care plan, dated 1/24/25 for 

two assist to toilet and to not leave alone on the 

commode had not been changed by therapy. 

Resident C had always been a 2 assist to toilet 

and not be left alone on commode. 

2. On 4/8/25 at 1:00 p.m., a State reportable 

incident for Resident B was reviewed. The 

incident indicated on 3/30/25 at 1:30 p.m. staff 

were transferring resident in a mechanical lift and 

the resident experienced a fall. Trauma work up 
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was negative.

A written statement, dated 3/30/25, by CNA 3 

indicated, after lunch at approximately 1:10 p.m., 

CNA 3 was laying Resident B in her bed with the 

mechanical lift. When they were almost to her bed, 

the left foot of the mechanical lift hit the bottom 

wheel of bed. At that time, resident fell out side of 

mechanical lift sling, to floor. All straps were 

secured in place before the transfer. 

A written statement, dated 3/30/25, by LPN 2 

indicated LPN 2 called to resident number. CNA 

stated Resident B had just fell out of the 

mechanical lift. LPN 2 entered resident room and 

noted mechanical lift between the beds in in the 

room, legs together. Resident was lying on her 

back, her head was at the opening of the 

mechanical lift and her feet were on top of the 

mechanical lift legs. CNA stated when she placed 

the mechanical lift close to the bed, she hit the 

wheel of the bed frame, resident began rocking 

and then fell out of the lift. 

On 4/8/25 at 11:20 a.m., Resident B's clinical record 

was reviewed. The diagnoses included, but were 

not limited to, mild cognitive impairment, history 

of falling, other reduced mobility, need for 

personal assistance, and vascular dementia. 

A quarterly MDS assessment, dated 3/5/25, 

indicated Resident B's cognition was moderately 

impaired, chair to bed transfer dependent (helper 

does all of effort resident does none of the effort 

to complete activity). 

Care plans included but were not limited to:

Resident needed assistance with ADL's revised 

6/13/23. Interventions included, but were not 
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limited to, resident required a mechanical lift and 

two person assist for all transfers, revised 4/1/25. 

A progress note, dated 3/30/25 at 1:40 p.m., 

indicated at 1:10 p.m., CNA called  nurse to 

resident room stating resident was on the floor. 

Upon entering resident room, noted resident lying 

on floor on her back. Mechanical lift in room. 

On 4/8/25 at 1:09 p.m., the DON indicated one staff 

member was transferring Resident B when she fell 

out of the mechanical lift.

On 4/8/25 at 1:13 p.m., Resident B indicated she 

thought she fell at her brother's house and not at 

the facility. Resident B was observed to be 

confused. 

On 4/9/25 at 8:39 a.m., CNA 4 and CNA 5 indicated 

when using a mechanical lift two staff were 

required. 

On 4/8/25 at 2:04 p.m., the ADON provided the 

current policy on safe handling/transfers with a 

implemented date of 2/28/24. The policy included, 

but was not limited to, it was the policy of the 

facility to ensure that residents were handled and 

transferred safely to prevent or minimize risks for 

injury and provide and promote a safe, secure and 

comfortable experience for the resident while 

keeping the employees safe in accordance with 

current standards and guidelines. The resident's 

mobility needs would be addressed on admission 

and reviewed quarterly, after a significant change 

in condition, or based on direct care staff 

observations or recommendations. Two staff 

members must be utilized when transferring 

residents with a full body mechanical lift.

On 4/8/25 at 2:04 p.m., the ADON provided the 
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current manual for the mechanical lift used for the 

transfer of Resident B. The manual included, but 

was not limited to: ...Warning : [name of 

mechanical lift manufacturer] strongly 

recommends that two caregivers take part in the 

lifting process...

On 4/10/25 at 12:57 p.m., the ADON provided the 

current policy on fall investigation and risk 

evaluation, revised date of 8/2024. The policy 

indicated it was the policy of the facility to 

provide an environment that was free from 

accident hazards over which the facility has 

control and provides supervision and assisted 

devices to prevent avoidable accidents. 

Implement interventions, including adequate 

supervision and assistive devices, consistent with 

a resident's needs, goal, care plan and current 

professional standards of practice in order to 

eliminate the risk, if possible, and, if not, reduce 

the risks of an accident.  

This citation relates to Complaints IN00456718 

and IN00456869. 

3.1-45(a)(2)

 F 9999

 

Bldg. 00

3.1-13 Administration and Management

(g)  The administrator is responsible for the 

overall management of the facility but shall not 

function as a department, for example, director of 

nursing or food service supervisor, during the 

same hours,  The responsibilities of the 

administrator shall include, but are not limited to, 

the following:

(1) Immediately informing the division by 

F 9999 It is the policy of Hamilton Pointe 

to report major accidents outlined 

with the incident reporting policy. 

Resident C no longer resides at 

the facility.   The incident cited 

was reported to the IDOH on 

4/24/25.   All residents have the 

potential to be affected.  The 

previous 30 days of return to 

hospitals and occurrences were 

05/01/2025  12:00:00AM
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telephone, followed by written notice within 

twenty-four (24) hours, of unusual occurrences 

that directly threaten the welfare, safety, or health 

of the resident or residents, including, but not 

limited to, any:

(D) major accidents

If the department cannot be reached, such as on 

holidays or weekends, a call shall be made to the 

emergency telephone number (317) 383-6144) of 

the division.

This State rule was not met as evidenced by:

Based on record review and interview, the facility 

failed to report a major accident for 1 of 3 

residents reviewed for falls.  A resident had a fall 

that resulted in a subarachnoid hemorrhage. 

(Resident C)

Finding includes:

1. On 4/8/25 at 1:28 p.m., Resident C's clinical 

record was reviewed. Resident C was admitted on 

1/23/25 and discharged to the hospital on 2/26/25. 

The diagnoses included, but were not limited to, 

hemiplegia and hemiparesis following cerebral 

infarction affecting left non-dominant side, 

visuospatial deficit and spatial neglect following 

cerebral infarction, cerebral infarction due to 

thrombosis of right middle cerebral artery, muscle 

weakness (generalized), unsteadiness on feet, 

other abnormalities of gait and mobility, need for 

assistance with personal care.

On 2/28/25 at 9:52 a.m., Fall IDT Note, Attendees 

present: HFA (Health Facility Administrator), 

DON (Director Of Nursing), Therapy, CM, MDS. 

On 2/26/25 at 10:00 a.m., resident was being 

assisted by staff to toilet. Staff briefly exited room 

to get linens to assist resident with bathing needs 

reviewed to ensure any events 

meeting reporting guidelines were 

reported.  No concerns noted.  

 The facility utilizes the IDOH LTC 

Abuse and Incident Reporting 

Policy.  The facility administrator 

was provided education regarding 

the current reporting policy.  The 

Administrator or designee will 

audit occurrences twice per week 

for 8 weeks to ensure reporting per 

policy and until 100% compliance 

is achieved, then 1 time per week 

for 4 months and until 100% 

compliance is maintained.  Audit 

results will be submitted to the 

QAPI committee for review and 

recommendations.  
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and returned to find resident on floor in front of 

commode. Root cause of fall: impaired sitting 

balance. Intervention and care plan updated: will 

re-evaluate upon hospital return.

A hospital document, dated 2/26/25 at 11:45 a.m., 

included but was not limited to: Alert and 

non-toxic, lying flat with cervical collar in place 

speaking in full sentences, obvious laceration to 

the left temporal.

Radiology/procedures: Computed Tomography 

(CT) Head WO (without) contrast

comparison CT head 12/30/24. Scattered areas of 

subarachnoid hemorrhage. 

On 4/10/25 at 8:21 a.m., the Administrator 

indicated the facility staff follow-up after a 

resident was sent to the hospital after a fall. The 

Administrator indicated Resident C's fall was not 

reported. 

On 4/10/25 at 1:01 p.m., the Administrator 

provided the current policy on abuse and incident 

reporting, dated 12/8/23. The policy included but 

was not limited to: To facilitate compliance with 

state and federal law and regulation, as applicable, 

related to reporting of abuse and incidents in 

licensed long-term care facilities in Indiana 

including unusual occurrences and major 

accidents. 

This citation relates to Complaint IN00456869.
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