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This visit was for the Investigation of Complaints 

IN00453495, IN00453438 and IN00453757.

Complaint IN00453495 - Federal/State deficiencies 

related to the allegations are cited at F-635. 

Complaint IN00453438 - Federal/State deficiencies 

related to the allegations are cited at F-635. 

Complaint IN00453757- Federal/State deficiencies 

related to the allegations are cited at F-635. 

Survey dates: February 17, 18, 20, 2025. 

Facility number: 010930

Provider number: 155773

AIM number: 201274710

Census Bed Type:

SNF/NF: 77

Residential: 30

Total: 107

Census Payor Type:

Medicare: 7

Medicaid: 43

Other: 27

Total: 77

This deficiency reflects State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed February 21, 2025.

F 0000 The plan of correction is to serve 

as Solarbron’s credible allegation 

of compliance.

 

Submission of this plan of 

correction does not constitute an 

admission by Solarbron or its 

management company that the 

allegations contained in the survey 

report is a true and accurate 

portrayal of the provision of nursing 

care and other services in this 

facility. Nor does this submission 

constitute an agreement or 

admission of the survey 

allegations.

 

The facility respectfully requests 

desk review for the following 

citations.

 

483.20(a) 

Admission Physician Orders for Immediate 

F 0635
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Based on interview and record review, the facility 

failed to ensure a newly admitted resident had 

immediate orders for the care of a colostomy for 1 

of 1 residents reviewed for ostomies.  (Resident D) 

Finding included: 

On 2/17/25 at 9:45  a.m., Resident D indicated he 

had a colostomy bag, the nurses took care of it, 

the Certified Nursing Aides (CNA) generally run 

from it if he needs care to it. 

On 2/18/25 at 10:13 a.m.,  Resident D's clinical 

record was reviewed. Diagnoses included, but 

were not limited to, colostomy status, age -related 

physical debility. 

An admission MDS (Minimum Data Set) 

assessment dated 1/22/25, indicated Resident B's 

cognition was intact, he had an ostomy. Resident 

D admitted to the facility on 1/16/25. 

Care plans were reviewed and included, but were 

not limited to:

Resident requires care and assistance related to 

ostomy; potential for complications, created date 

1/17/25. Approaches  included, but were not 

limited to: change wafer and ostomy as ordered, 

provided ostomy care as ordered and as needed 

(PRN), approach start date 1/17/25.

January and February physician orders were 

reviewed and contained no orders for the care of 

Resident D's colostomy. 

On 2/20/25 at 2:37 p.m., Licensed Practical Nurse ( 

LPN)  2 indicated a resident who was admitted 

F 0635 F 635 Admission Physician 

orders for Immediate Care

 

I. The corrective actions to be 

accomplished for those 

residents found to have been 

affected by the practice.

 

Orders for the care of a colostomy 

for Resident D were obtained and 

transcribed.

 

II. The facility will identify 

other residents that may 

potentially be affected by the 

practice.

 

Other residents with ostomies 

were reviewed to ensure orders for 

the care were present.

 

III. The facility will put into 

place the following systematic 

changes to ensure that the 

practice does not recur.

 

Licensed nurses are being 

educated regarding obtaining 

orders for the care of ostomies 

upon admission.

                                                  

                                                

IV. The facility will monitor the 

corrective action by 

implementing the following 

measures.

 

The DON, or designee, will review 

newly admitted residents with 

03/03/2025  12:00:00AM
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with a colostomy would need orders for the care 

of it. Depending on the resident, the colostomy 

would be changed every 2 to 3 days, the order 

goes in pretty quickly after the resident is 

admitted to the facility. 

No policy was provided for admitting physician 

orders. 

This citation relates to Complaint IN00453438, 

IN00453757, IN00453495. 

3.1-30(a)

ostomies to ensure orders for care 

are present daily for 4 weeks, then 

weekly for 8 weeks, then monthly 

for 3 months.

 

V. Plan of Correction 

completion date.

 

March 3, 2025
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