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This visit was for the Investigation of Complaints
IN0O0450781 and INO0450523.

Complaint INO0450781 - Federal/State deficiency
related to the allegation is cited at F689.

Complaint IN0O0450523 - No deficencies related
to the allegations are cited.

Survey dates: January 31 and Febuary 3, 2025.

Facility number: 000178
Provider number: 155280
AIM number: 100273840

Census Bed Type:
SNF/NF: 68
Total: 68

Census Payor Type:
Medicare: 3
Medicaid: 57
Other: 8

Total: 68

This deficiency reflects State Findings cited in
accordance with 410 IAC 16.2-3.1.

Quality review completed on February 6, 2025.
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§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and
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§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record review, and interview, the
facility failed to ensure a maintenance staff
removed lye-based chemical drain cleaner from
the bathroom of vulnerable resident for 1 of 3
residents reviewed for accidents. (Resident C)
This deficient practice resulted in the resident
ingesting the chemical liquid and sustaining
low-grade esophageal injury and moderate-grade
gastric injury that required intensive care at an
acute care hospital.

Findings include:

A Quarterly Minimum Data Set (MDS)
assessment, dated 11/27/24, indicated the
resident was cognitively intact. The resident's
diagnoses included, but were not limited to,
anemia, hypertension, and paranoid
schizophrenia (a subtype of schizophrenia
characterized by persistent delusions and
hallucinations). The resident had no documented
behaviors of inattention, disorganized thinking or
altered level of consciouness. She had symptoms
of feeling down or depressed a total of three time
during the assessment review. The resident had
no prior history of consuming harmful chemicals.

A Progress Note, dated 01/07/25 at 11:23 A.M.,
indicated Resident C was sent to the emergency
room after ingesting the drain cleaner.

During an interview on 01/31/25 at 11:02 A.M.,
the Maintenance Director indicated that he had
gone into Resident C's room to unclog her toilet.

Past noncompliance: no plan of
correction required.
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He knelt in front of the resident's toilet with a
plastic garbage bag and a container of drain
cleaner. He then realized the toilet was clogged
with brown paper towels; he removed the clog
and placed the towels into the plastic bag. He
thought he placed the bottle of drain cleaner into
the same plastic bag since the drain cleaner
bottle was nearly empty. Within a few minutes
after the Maintenance Director walked out of the
resident's room the resident walked out into the
hallway and handed a staff member the drain
cleaner bottle.

During an interview, on 02/03/25 at 8:46 A.M.,
Qualified Medication Aide (QMA) 2 indicated
Resident C brought the drain cleaner out to QMA
2. The resident started complaining of her throat
hurting, so QMA 2 immediately took the resident
to the nurse.

A Hospital Discharge Summary Document, dated
01/12/25, provided by the Director of Nursing
(DON), on 01/31/25 at 12:15 P.M., indicated
Resident C consumed a bottle of Crystal Lye
drain opener which was left unattended by staff.
Resident C was admitted to the intensive care
unit for monitoring. An
Esophagogastroduodenoscopy (imaging test for
examining the lining of the esophagus, stomach,
and the first part of the small intestine) with
esophageal evaluation showed low grade injuries,
but gastric evaluation shows moderate-grade
injuries from lye ingestion.

The Safety Data Sheet (SDS) for "Instant Power
Crystal Lye" was provided by the Administrator,
on 01/31/25 at 1:20 P.M. The SDS indicated the
chemical was harmful if swallowed and should be
kept out of reach of children.
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The current facility policy titled, "Chemical Safety
and Storage", with a review date of 12/05/24, was
provided by the Administrator on 01/31/25 at 1:20
P.M. The policy indicated, "...Hazardous
chemicals should be kept in a locked area
inaccessible to residents..."

The current undated facility policy titled, "Resident
Rights" was provided by the DON on 01/31/25 at
1:20 P.M. The policy indicated, "...The facility
must provide a safe, clean, comfortable,
home-like environment..."

This deficient practice was corrected on 01/09/25
after the facility implemented a systemic plan of
all resident environments assessed and all staff
were educated on chemical safety and storage.

This citation relates to Complaint INO0450781.

3.1-45(a)(1)
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