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This visit was for the Investigation of Complaints
IN00456764 and INO0457883.

Complaint INO0456764 - No deficiencies related to the
allegations are cited.

Complaint INO0457883 - Federal/State deficiencies
related to the allegations are cited at F684.

Survey dates: July 1, 2025

Facility number: 000196

Provider number: 155299

AIM number: 100267390

Census Bed Type:

SNF/NF: 51

SNF: 1

Total: 52

Census Payor Type:

Medicare: 5

Medicaid: 26
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Other: 21
Total: 52
These deficiencies reflect State Findings cited in
accordance with 410 IAC 16.2-3.1.
Quality review completed on 7/2/25.
F0684 Quiality of Care F0684 07/25/2025

SS=D
CFR(s): 483.25

§ 483.25 Quallity of care

Quiality of care is a fundamental principle that applies

to all treatment and care provided to facility

residents. Based on the comprehensive assessment of a
resident, the facility must ensure that residents

receive treatment and care in accordance with
professional standards of practice, the comprehensive
person-centered care plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview, the facility
failed to ensure a resident received the necessary care
and services related to an antibiotic medication not
administered as ordered by the Physician for 1 of 3
residents reviewed for urinary tract infections.
(Resident E)

Finding includes:

The record for Resident E was reviewed on 7/2/25 at
1:39 p.m. Diagnoses included, but were not limited to,
hypertension, type 2 diabetes mellitus, and atrial
fibrillation. The resident was admitted to the facility
on 6/25/25.

A Physician's Order, dated 6/26/25, indicated to give
Levaquin 500 mg (milligrams) by mouth every 24 hours
for 3 days for a urinary tract infection.

A Nurse Practitioner Note, dated 6/27/25 at 2:23 p.m.,
indicated the resident was admitted to the facility on
6/25/25 on Levaquin (levofloxacin, an antibiotic) after
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being treated in the hospital for a urinary tract
infection. She was to complete the course of
antibiotics.

The Medication Administration Record (MAR), dated
6/2025, indicated the antibiotic medication had been
given on 6/26/25 and 6/27/25. On 6/28/25 at 8:05 p.m.,
a "3" was documented which indicated to hold/see
progress notes. There were no other documented
administrations of the medication.

A Medication Administration Note, dated 6/28/25 at 8:05
p.m., indicated the Levaquin was unavailable, there was
none in the Pyxis (a machine that dispenses
medications), and it was ordered from pharmacy.

During an interview with the Director of Nursing (DON)
on 7/1/25 at 3:27 p.m., she indicated the antibiotic

had not been given as ordered. She had checked the
Pyxis, and the Levaquin was available. She was not sure
why the nurse had not given the antibiotic.

This citation relates to Complaints INO0457883.

3.1-37(a)

F0684
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