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F 0000
Bldg. 00
This visit was for the Investigation of Complaint F 0000 ="" p="">Preparation or execution
IN00449634. of this plan of correction does not
constitute admission or agreement
This visit was in conjunction to the Post Survey of provider of the truth of the facts
Revisit (PSR) to the Investigation of Complaint alleged or conclusions set forth on
IN00445487 completed on November 15, 2024. the Statement of Deficiencies. The
Plan of Correction is prepared and
Complaint IN00449634 - Deficiencies related to the executed solely because it is
allegations are cited at F697. required by the position of Federal
Complaint IN00445487 - Corrected. and State Law. The Plan of
Correction is submitted to respond
Survey dates: December 20, 2024 to the allegation of noncompliance
cited during the Complaint survey
Facility number: 001156 12/22/24
Provider number: 155505
AIM number: 100453350
Census Bed Type:
SNF/NF: 55
Total: 55
Census Payor Type:
Medicare: 10
Medicaid: 36
Other: 9
Total: 55
These deficiencies reflect State Findings cited in
accordance with 410 IAC 16.2-3.1.
Quality review completed on December 30, 2024.
F 0697 483.25(k)
SS=D Pain Management
Bldg. 00
Based on interview and record review, the facility F 0697 F697 Pain Management 12/22/2024
failed to manage pain for a resident with a history Res B was admitted to Hospice
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Tammy Bledsoe Executive Director 01/10/2025

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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of falls, who was experiencing pain related to a fall services 12.16.24 for terminal
with a fracture of her left hip for 1 of 4 residents pancreatic cancer, anemia,
reviewed for falls (Resident B). Alzheimer’'s dementia,
Hemorrhage of anus and rectum
Findings include: due to terminal cancer and adult
failure to thrive. Per res Bs
A record review was conducted on 12/20/24 at advanced directives she wanted to
2:10 p.m. Resident B had the following diagnoses be comfort measure and
which included, but not limited to, osteoarthritis preference for not being
of the knee, malignant neoplasm of head of hospitalized for life-sustaining
pancreas (pancreatic cancer), adult failure to treatments. Post fall on 12.19.24
thrive, Alzheimer's disease (degenerative brain NP 8 per episodic note dated
disorder), major depressive disorder, and 12.19.24 was in the facility, at
insomnia. bedside multiple times and
assessed res B and consulting
Resident B had a care plan, dated 2/25/24, which with family regarding
indicated she was at risk for falls related to hospitalization due to fracture.
confusion, diagnosis of dementia (degenerative Res B was discharged to hospital
brain disorder), left femur (thigh bone) fracture for surgical intervention and
with impaired safety awareness, unsteady gait returned to the facility 12.24.24.
(walk) at times, diagnosis of pancreatic cancer, Res B has been receiving
and possible side effects from medications. scheduled and as needed pain
Resident B's illness has progressed, and she had medication and is assessed every
become weaker and needed more assistance. She shift for pain. Res Bs plan of care
continued to attempt to self-ambulate due to was updated to reflect chronic
impaired safety awareness. Her goal was to not pain due to S/P fracture and to
sustain serious injury. Interventions included to report to
take her to the toilet at 6:00 a.m., and to offer early nurses/practitioner/hospice if
morning get up between 5:00 a.m. and 6:00 a.m. unrelieved pain was observed or
voiced by res B. All residents at
A nursing progress note, dated 12/20/24 at 6:09 fall risk have the potential to be
a.m., indicated Resident B had a fall at 5:05 a.m., affected. Nursing staff will receive
while the resident was attempting to self-toilet. education by the DON/designee
She was found with a bruise and cut to her head. regarding post fall
She was wearing oxygen at the time of the fall and assessment/observation of pain
her oxygen saturation was 98%. The note did not s/s of pain and observe for
mention any pain in the initial note. indications of pain, i.e., wincing,
crying, vocalization during
Resident B had orders for tramadol (used to treat movement, etc. and to notify
pain) 50 mg (milligram) scheduled routinely for practitioner immediately if
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9:00 a.m. and acetaminophen 500 mg, take 2 tablets indicated for further pain
routinely at 9:00 a.m. medication options. Education
began on 12.20.24 for nursing staff
A nursing progress note, dated 12/19/24 at 10:13 by the DON/designee and will
a.m., indicated the Nurse Practitioner (NP) 8 was at continue as
the facility to see Resident B's laceration (open indicated. DON/designee will
cut) to her head and her complaint of pain in the audit resident’s responses, post
left hip. The left leg was noted to be shorter than fall for indications of pain and
the right leg. Resident B's daughter was there and appropriate and timely treatment
waiting for a hospice nurse to arrive. for pain if indicated during the
morning clinical meeting to ensure
An order from the NP 8, dated 12/19/24, around timely and ordered pain
10:30 a.m., indicated to obtain x-ray with 2 views medication was given at least 5x/
of the left hip related to the fall and increased x4 weeks then weekly x8 weeks
pain. and report findings, any trends
identified, and actions will be
A nursing progress note, dated 12/19/24 at 12:29 reviewed in the monthly quality
p.m., indicated the hospice nurse was present and assurance meeting. If concerns
the results of the x-ray showed a fracture of the are identified by the
femur. NP 8 was notified, and family was present DON/designee regarding the above
with Resident B. plan the facility administrator will
be notified immediately and action
An order from the hospice nurse, dated 12/19/24 taken. Plan to be updated as
at 12:41 p.m., indicated to administer lorazepam (an indicated. Date of
antianxiety medication) 2 mg/ml, compliance: 12/22/24
(milligram/milliliter) to give 0.5 ml every 6 hours as
needed, Norco (a pain killer) 5/325mg, give 1 tablet
every 4 hours as needed, and Macrobid (an
antibiotic) 100 mg, give 1 capsule two times daily
for 7 days.
A nursing progress note, dated 12/19/24 at 2:18
p.m., indicated the family made the decision to
have her transported to a local hospital for
evaluation and treatment. She was transported by
stretcher.
Neurological assessments were initiated. They
were performed on 12/19/24 at 6:03 a.m., 6:31 a.m.,
6:45 am., 7:00 a.m., 7:30 a.m., 8:00 a.m., 12:51 p.m.
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and 12:57 p.m. Vital signs were completed two
times at 5:48 a.m. and 6:17 a.m.

During a confidential interview, an indication was
made that Resident B was in obvious pain.
Resident B was crying out and wincing and had a
laceration on the back of her head with blood on
her pillow. An unidentified facility nurse and NP 8
got someone to clean it up the blood.

During an interview with Licensed Practical Nurse
(LPN) 5 on 12/20/24 at 1:40 p.m., she indicated she
got to work at 7:30 a.m. She went to assess
Resident B and requested NP 8 to see her. She
was only administered her routine tramadol and
acetaminophen at 8:30 a.m. LPN 5 knew the
resident was in pain and was quite taken aback.
LPN 5 showed the x-ray which indicated an
obvious break. Resident B did not know how to
use a call button and sometimes her nasal oxygen
cannula was on the floor.

During an interview with RN 7, on 12/20/24 at 1:49
p.m., she indicated she was the nurse on duty
when Resident B fell. She went in to administer
Resident B's levothyroxine (used to treat
hypothyroidism) and found her laying on the
floor. She indicated that when she touched
Resident B's leg, she would shout out. She
treated her head wound with saline and wrapped
her head with a gauze bandage to keep the
dressing secure. She called hospice and they told
her they would send a nurse right away. Resident
B was unable to rate her pain. The nurse
indicated her pain was around a 4 based on a
scale of 0-10 according to her symptoms. RN 7
indicated she did not request or administer any
pain medication since she was told hospice was
on their way.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

OEUB11  Facility ID:

001156 If continuation sheet

Page 4 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/06/2025
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER
155505

X2) MULTIPLE CONSTRUCTION
A. BUILDING 00
B. WING

X3) DATE SURVEY

COMPLETED
12/20/2024

NAME OF PROVIDER OR SUPPLIER

ROBIN RUN HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP COD
6370 ROBIN RUN W
INDIANAPOLIS, IN 46268

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIE
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

During a confidential interview, on 12/20/24 at 2:00
p.m., it was indicated Resident B would have
surgery 12/21/24 due to a low hemoglobin. It was
so low the hospital had to administer her 2 units

of blood. They wanted to get her cardiac status
stable.

During an interview with LPN 5, on 12/20/24 at
2:06 p.m., she indicated the hospice nurse did not
arrive until around 12:30 p.m. The resident's
family was present. The family was unsure if they
wanted to treat the fracture or not. They decided
to treat her pain and leave her there and then they
changed their minds and wanted to treat her
fracture with an orthopedic consultation. The
hospice nurse had left the facility unaware of the
family's decision to discontinue hospice and sent
her to the hospital. NP 8 ordered the x-ray at 10:30
a.m. and ordered a treatment for the laceration to
resident's head.

On 12/20/24 at 3:02 p.m., the Executive Director
(ED) indicated she was not aware the hospice
nurse gave an order for Resident B to receive any
pain medications.

On 12/20/24 at 3:24 p.m., the ED indicated when
the nurses assessed and when the resident was in
pain, pain medications should be given.

A policy titled, "Falls Management Programming
Healthcare," dated 11/14/23, was provided by the
ED, on 12/20/24 at 2:56 p.m. It indicated,
"...perform neuro-checks according to
organizational party and to immediately notify the
attending physician and family of condition
changes...."

A policy titled, "Administering Pain
Medications," dated March 2020, was provided
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by the ED, on 12/20/24 at 3:25 p.m. It indicated,
"...Pain management is defined as the process of
alleviating the resident's pain based on his or her
clinical assessment and established treatment
goals and the pain management program is based
on a facility-wide commitment to appropriate
assessment and treatment of pain, based on
professional standards of practice, the
comprehensive care plan, and the resident's
choices related to pain management...."
This citation relates to Complaint IN00449634.
3.1-37(a)
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