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This visit was for a Recertification and State F 0000 POC due: March 31st, 2025
Licensure Survey. This visit included the Date of Compliance: ___March
Investigation of Complaint IN00446817. This visit 31st
included a State Residential Licensure Survey.
Complaint IN00446817 - No deficiencies related to The submission of this plan of
the allegations are cited. correction does not indicate an
admission by Wellbrooke of Avon
Survey dates: March 3, 4, 5, 6 and 7, 2025. that the findings and allegations
contained herein are accurate,
Facility number: 013085 true representation of the quality of
Provider number: 155811 care provided, and living
AIM number: 201279600 environment provided to the
residents of Wellbrooke of Avon.
Census Bed Type: The facility recognizes its
SNF/NF: 5 obligation to provide legally and
SNF: 20 medically necessary care and
NE: 15 services to its residents in an
Residential: 41 economic and efficient manner.
Total: 81 The facility hereby maintains it is
in substantial compliance with the
Census Payor Type: requirements of participation for
Medicare: 20 skilled health care facilities. To
Medicaid: 15 this end, the plan of correction
Other: 5 shall serve as the credible
Total: 40 allegation of compliance with all
state and federal requirements
These deficiencies reflect State Findings cited in governing the management of this
accordance with 410 IAC 16.2-3.1. facility. It is thus submitted as a
matter of statute only. The facility
Quality review completed on March 17, 2025. respectfully requests from the
department a desk review for
substantial compliance.
F 0656 483.21(b)(1)(3)
SS=D Develop/Implement Comprehensive Care Plan
Bldg. 00
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Rachelle Morgan DHS 03/31/2025

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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Based on observation, interview, and record F 0656 1.Resident 4 was affected. 03/31/2025
review, the facility failed to develop and Resident is without adverse effect.
implement a person-centered care plan related to Care plans for all in-house
recurrent Urinary Tract Infections (UTI) for a residents were reviewed and
resident (Resident 4) who had seven UTI's in a revised with chronic UTIs care
12-month period for 1 of 16 residents reviewed for plans as indicated.
care plans. 2. All residents have the potential
to be affected.
Findings include: 3. As a measure of ongoing
compliance, MDS coordinator or
On 3/5/25 at 1:43 p.m. Resident 4's medical record designee will audit 5 residents
was reviewed. She was a long-term care resident to ensure
whose diagnoses included, but were not limited comprehensive care plans are in
to, UTIs, chronic kidney disease, and sepsis (a place for recurrent UTls, then
life-threatening condition that occurs when the every other week x2 months, then
body's immune system overreacts to an infection, monthly x3 months.
leading to widespread inflammation and organ 4. As a quality measure, the MDS
damage). or designee will review any
findings and corrective action at
A physician note, dated 2/2/24, indicated on least quarterly in the campus
1/29/24 the Resident was seen for dysuria (pain Quality Assurance Performance
while urinating). A urine analysis (UA)(a test to Improvement meetings. The plans
determine if a UTI is present) and a C&S (culture will be revised as warranted
and sensitivity)(a test to determine what antibiotic
the infection is sensitive to) was ordered. It was
found that the Residents UA was positive for E.
Coli (a bacteria of the lower intestines commonly
found in feces.). Macrobid (an antibiotic used to
treat UTI)) was ordered to treat the UTI.
A progress note, dated 2/7/24, indicated Resident
4 had completed her antibiotics and her dysuria
had resolved.
A physician note, dated 2/28/24, indicated on
2/23/24 a UA and C&S were ordered due to
discomfort when urinating. It was found that the
Residents UA was positive for E. Coli. Keflex (an
antibiotic used to treat UTI) was ordered to treat
the UTL
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A physicians progress note, dated 3/5/24,
indicated Resident 4 had completed her antibiotics
and her dysuria had resolved.

A progress note, dated 3/19/24, indicated
Resident 4 had auditory hallucinations (hearing
something that is not there) and confusion
causing her to fall out of bed.

An Interdisciplinary Team (IDT) note, dated
3/20/24, indicated a UA was ordered to rule out
UTL

An infection control event, dated 3/26/24,
indicated Resident 4 had a UTI and was ordered
an antibiotic to be administered from 3/26/24 to
3/29/24.

A physician progress note, dated 4/1/24, indicated
on 3/25/24 the resident was ordered Ciprofloxacin
(an antibiotic used to treat UTI) for a UTI caused
by E. Coli in the urine. On 4/1/24 the symptoms
had resolved.

A progress note, dated 11/13/24, indicated a
family member requested Resident 4 be tested for
a UTL Orders for a UA and C&S were placed.

A physician progress note, dated 11/18/24,
indicated it was found that the UA was positive
for E. Coli. Macrobid was ordered to treat the UTIL.

A Nurse Practitioner (NP) note, dated 11/25/24,
indicated Resident 4 had completed her antibiotics
and her dysuria had resolved.

A NP note, dated 12/20/24, indicated the Resident
had burning with urination. Orders for a UA and
C&S were placed.

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

101L11 Facility ID:

013085 If continuation sheet

Page 3 of 17




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

PRINTED: 04/11/2025
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

155811

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
03/07/2025

NAME OF PROVIDER OR SUPPLIER

WELLBROOKE OF AVON

STREET ADDRESS, CITY, STATE, ZIP COD
10307 E COUNTY RD 100 N,
INDIANAPOLIS, IN 46234

(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

A progress note, dated 12/26/24, indicated Keflex
was ordered until 12/30/24 to treat the UTI.

A progress note, dated 12/31/24, indicated
Resident 4 had finished her antibiotics and her
dysuria had resolved.

A physicians progress note, dated 1/6/25,
indicated the UTI being treated on 12/26/24 was
treated with four days of Keflex and seven days of
extra strength Bactrim (an antibiotic used to treat
UTI) with an end date of 1/2/25. on 1/2/25
Resident 4 continued to have UTI symptoms.
Orders to extend the Bactrim to a ten-day course
with an end date of 1/5/25 were placed. On 1/6/24
antibiotics were complete and dysuria had
resolved.

Resident 4's care plans were reviewed. The record
lacked documention of a care plan for recurrent
UTT's or the prevention of UTI's, only a general
bowel bladder care plan indicating nurses would
monitor signs and symptoms of UTI.

On 3/7/25 at 1:30 p.m., a copy of a current facility
policy titled, "Comprehensive Care Plan
Guideline," dated 12/17/24, was provided by the
Minimum Data Set (MDS) support staff. The
policy indicated, " ...2. Acute problems that arise
with the resident and are expected to be resolved
within a short time frame will be addressed on the
event form specific for that problem. Address
problems that become ongoing or chronic with a
new comprehensive care plan ...".

3.1-35(a)
3.1-35(b)(1)
3.1-35(b)(2)
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SS=D Treatment/Svcs to Prevent/Heal Pressure
Bldg. 00 | Ulcer
Based on observation, interview, and record F 0686 1 Residents 16 and 24 were 03/31/2025
review, the facility failed to ensure affected. Residents are without
appropriate/effective interventions were in place adverse effects. All in-house
to prevent the development of new open pressure wounds reviewed for accurate
and failed to ensure accurate documentation was documentation and preventative
detailed in the medical records for 2 of 2 residents measures.
reviewed for pressure ulcers (Residents 16 and 2 All residents have the
24). potential to be affected.
3  As a measure of ongoing
Finding include: compliance, DHS or designee will
review 5 residents wound
1. On 3/4/25 at 12:36 p.m., Resident 16 was documentation and interventions
observed. She was seated in a wheelchair with a weekly x4 weeks, then twice per
pressure reducing cushion in place. Resident 16 month x2 months, then monthly
indicated her bottom had been sore a couple x3 months.
weeks ago, but she thought it had cleared up. It 4 As a quality measure, the
still got a little sore and tender if she stayed up for DHS or designee will review any
too long. findings and corrective action
monthly in the campus Quality
On 3/5/25 at 11:44 a.m., Resident 16's medical Assurance Performance
record was reviewed. She had diagnoses which Improvement meetings. The plans
included, but were not limited to, urinary tract will be revised as warranted.
infection (UTI), type 2 diabetes mellitus, muscle
weakness, and pelvic and perineal pain.
An admission minimum data set (MDS)
assessment, dated 11/21/24, indicated Resident 99
admitted with a stage II (partial-thickness skin
loss that presents as a wound with a red or pink
wound bed) pressure ulcer on her coccyx.
A nursing admission assessment, dated 11/15/24
at 5:16 p.m., indicated Resident 16 did not have
any skin impairment upon admission and her
Braden score (a series of questions scored to
determine pressure ulcer risk) was 15, which
indicated, she had a low to moderate risk of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 101L11 Facility ID: 013085 If continuation sheet ~ Page 5 of 17
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developing a pressure ulcer.

A nursing admission progress note, dated

11/15/24 at 5:16 p.m., indicated there were no open
areas and foam dressing was applied to her

bottom for protection.

A Dietitian admission progress note, dated
11/19/24 at 10:21 a.m., indicated, " ...noted
pressure related impairment to coccyx on
admission--will recommend fortified therapeutic
diet, MVI [multivitamin infusion] with minerals
and ProStat 30 cc BID to aid in wound healing ...."

The record lacked admission documentation of
wound details (i.e. length, width, depth, tissue
type etc ...) until 12 days after admission when a
Wound Observation Tool was opened.

The first Wound Observation Tool was dated
11/27/24 at 11:38 a.m., and indicated the wound
was a stage II pressure ulcer which measured 10
centimeters (cm) wide and 10 cm long with red, but
blanchable wound edges.

A second Wound Observation Tool, dated
12/9/24 at 8:54 a.m., indicated the wound was
improved to 8 cm wide by 8 cm long with red but
blanchable wound edges.

A third Wound Observation Tool, dated 12/12/24
at 10:17 a.m., indicated the wound was stable and
still measured 8 cm long by 8 cm wide, with red
but blanchable wound edges.

The Wound Observation Tools and/or would
tracking lacked documentation the pressure ulcer

had been resolved.

A Dietitian progress note, dated 1/6/25 at 12:52
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p.m., indicated Resident 16 had a coccyx pressure
impairment present on admission, but it was
resolved on 12/19/24.

Resident 16's Treatment Record Administration
(TAR) records were reviewed. Throughout
December 2024, January 2025, and March 2025,
Resident 16's TARs indicated a treatment was still
being administered as ordered, "Order Set:
(Coccyx): cleanse wound with wound cleanser or
normal saline, apply skin prep to peri-wound, and
cover with foam (gentle or life) dressing change
every 5 days," and was completed until 3/5/35.

During an interview on 3/6/25 at 12:53 p.m., the
Director of Nursing (DON) indicated Resident 16
had a wound upon admission, but it was healed in
December 2024. She did not know why the order
for wound treatments was still in place, but the
Resident did not have an open area.

2. 0On 3/6/25 at 12:39 p.m., Resident 24 was
observed. She was reclined in bed and propped
on her right side. She indicated she had a pressure
ulcer once, and sometimes her bottom still got
sore. She did not believe she had a wound at that
time.

On 3/6/25 at 1:01 p.m., Resident 24's medical
record was reviewed. She was a long-term care
resident who was admitted on 7/10/24. She had
diagnoses which included, but were not limited to,
chronic kidney disease, stage 3, morbid (severe)
obesity due to excess calories and type 2 diabetes
mellitus with diabetic peripheral angiopathy
(disease/damage of the blood vessels).

A nursing progress note, dated 12/10/24 at 7:30
p.m., indicated the CNA notified the nurse of a
new open area to Resident 24's buttock. Upon the
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nurses' assessment, a small opening to her
intergluteal cleft was noted. The DON and Nurse
Practitioner (NP) were notified.

The record lacked a New Wound/Skin Integrity
Event.

The record lacked documentation of additional
wound details.

A Medical Doctor (MD) progress note was

entered into the record late, created on 12/15/24 at
11:10 a.m. effective for 12/11/24 at 11:10 a.m. The
MD saw Resident 24 for dermatitis associated
with moisture and a new wound, open to her
buttock. " ...Acute, unstable. [right] gluteal open
wound w/ surround MASD. Suspect shearing
[secondary to] moisture). The MD placed a new
order for triad cream twice a day until the area was
healed ...."

Resident 24's December TAR was reviewed and
revealed the order was placed and discontinued
on the date 12/11/24, with a comment: "other" but
lacked details of what the comment was.

A MD progress note was entered into the record
late, created on 1/23/24 at 9:08 a.m. effective for
1/21/24 at 9:07 a.m. The MD note identically
indicated, " ...Acute, unstable. [right] gluteal open
wound w/ surround MASD [moisture associated
skin damage]. Suspect shearing [secondary to]
moisture). The MD placed a new order for triad
cream twice a day until the area was healed ...."

Resident 24's January TAR was reviewed and
revealed, an order to observe (buttocks) dressing
to open area(s) every shift for draining on
dressing and dislodgement, had been completed
for every day.
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The record lacked documentation of the wound
details related to the current treatments in place.

A third MD progress note was entered into the
record late; created on 2/12/24 at 10:24 a.m.
effective for 2/7/24 at 10:24 a.m. The MD note
identically indicated, " ...Acute, unstable. [right]
gluteal open wound w/ surround MASD. Suspect
shearing [secondary to] moisture). The MD
placed a new order for triad cream twice a day
until the area was healed ...."

Resident 24's February TAR was reviewed and
revealed, an order to observe (Buttocks) dressing
to open area(s) every shift for draining on
dressing and dislodgement, had been completed
for every day until it was discontinued on 2/7/25.

The record lacked documentation of the wound
details related to the current treatments in place
and/or documentation the area was
healed/resolved.

During an interview on 3/6/25 at 1:45 p.m., the
DON indicated she had just observed Resident 24
and there were no current open areas. At the time
she was notified of what the nurse thought was
an open area, the DON went to assess and found
nothing there. There was no wound
documentation at that time because there had
been no wound to document. The DON did not
know why the MD continued to address the area
in the MD notes, and/or why the nurses
continued to chart that treatments were
completed.

On 3/6/25 at 9:10 a.m., the Administrator (ADM)
provided a copy of current facility policy titled,
"Pressure/Statis/Arterial/Diabetic Wound
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F 0689
SS=D
Bldg. 00

Guidelines," revised 4/16/24. The policy indicated,
"Purpose Statement: To provide weekly
documentation of wound measurements and
condition ... 1. If skin as noted upon admission,
admitting nurse should complete progress note
assessment. IDT [Interdisciplinary team] should
review this timely and wound nurse or designee
complete an assessment and wound management.
2. If skin alteration occurs post admission follow
the steps below: a. appropriate wound incident is
completed by a RN/LPN in EHR [electronic health
record]. b complete incident for each impaired area
and assessment of the wound. C. all

measurements are recorded in centimeters. d. IDT
to review incident. Wound nurse/designee will

add wound into wound management tool. e.
Wound incident will remain open and EHR until
wound management tool is initiated. 3. Document
description of wound using: a. Length ... b. Width

... ¢. Depth ... d. Exudates ... e. Color ... f. Odor ... g.

Wound margins ... h. Surrounding tissue ... i.
Tunneling and/or undermining if applicable. 4.
Re-assessment/measurement weekly ...
DHS/ADHS and/or designee to close/complete
wound management PUSH tool ...."

3.1-40

483.25(d)(1)(2)

Free of Accident
Hazards/Supervision/Devices

Based on observation, interview, and record
review, the facility failed to ensure a resident
(Resident 99) who had a history of falls, had an
environment free from the potential for accidents
when the rubber threshold of the shower was
unattached and loose on the floor for 1 of 3
residents reviewed for accidents.

Findings include:

F 0689

1.Resident 99 was affected
without adverse occurrences
noted. The maintenance director
was notified and the rubber
threshold repaired.

2.All residents have the potential
to be affected. All staff were
educated to maintain a hazard-free
environment.

03/31/2025
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3.As a measure of ongoing
During an initial observation and interview on compliance, ED or designee to
3/4/25 at 11:00 a.m., Resident 99 indicated she was complete audits of up to 5 resident
afraid of falling. She was observed as she sat in a rooms weekly x4 weeks, then
wheelchair at the foot of her bed, with an over-bed bi-weekly x8 weeks then monthly
table pulled in front of her. She had an immobilizer x3 months
boot on her left foot and indicated she had broken 4.As a quality measure, the ED or
her foot after a fall at home. Resident 99 indicated designee will review any findings
she often felt rushed, and staff told her not to and corrective action at least
hold onto the grab bars. She became tearful and quarterly and ongoing until
indicated she was too afraid to fall because she campus achieves one hundred
could not see very well. Even when staff were percent compliance in the campus
there to help, she was afraid of falling especially in Quality Assurance Performance
the bathroom because the rubber strip on the floor Improvement meetings. The plan
was loose. If she were on the toilet, the shower will be reviewed and updated as
and stopper were on her left side, which was warranted.
affected by her vision loss. She was afraid she
would trip on it when she transferred because it
was hard for her to see.
On 3/4/25 at 11:05 a.m., Resident 99's bathroom
was observed. There was a long white rubber
threshold guard which separated the bathroom
floor from the shower floor. The threshold had
become detached from the floors and was loose to
the touch.
On 3/5/25 at 1:50 p.m., Resident 99's bathroom was
observed. The rubber threshold remained in
disrepair, loose on the floor.
On 3/6/25 at 10:51 a.m., Resident 99's bathroom
was observed, and the rubber threshold remained
in disrepair, loose on the floor.
During an interview on 3/6/25 at 10:54 a.m.,
Certified Nursing Aide, (CNA) 14 indicated
Resident 99's bathroom shower stopper had been
loose for about a week. Her wheelchair wheel had
accidently dislodged it during a transfer when her
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 101L11 Facility ID: 013085 If continuation sheet ~ Page 11 of 17
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wheel got stuck on it. CNA 14 did not know if it
had been repaired yet.

On 3/5/25 at 2:03 p.m., Resident 99's medical
record was reviewed. She had diagnoses which
included, but were not limited to, homonymous
bilateral field defects on the left side (a condition
where a person experiences vision loss on the left
side of their visual field in both eyes), vascular
dementia, history of falls, and a displaced fracture
of cuboid bone of left foot.

A hospital discharge summary, dated 2/17/25,
indicated, " ...she very clearly tells me about the
falls. She notes they occurred because of her
chronic left homonymous hemianopsia as a
sequela of previous stroke and she was
attempting to get something off a table but
couldn't see to her left side very well, became off
balance, and fell ...."

Resident 99 had a comprehensive care plan dated
3/3/25 which indicated she was at risk for falls.
Interventions included, but not limited to, "
...ensure the floor is free of liquids and foreign
objects ..."

On 3/6/25 at 11:00 a.m., Resident 99's bathroom
was observed with the Assistant Director of
Nursing (ADON). The ADON indicated, the
rubber threshold was loose and could be trip
hazard. The ADON would have Maintenance
come and assess for repairs.

On 3/6/25 at 9:10 a.m., the Administrator (ADM)
provided a copy of current facility policy titled,
"Fall Management Program Guidelines," reviewed
12/17/24. The policy indicated, " ... Trilogy Health
Services [THS] strives to maintain a hazard free
environment, mitigate fall risk factors and
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implement preventative measures ...."
3.1-45(a)
F 0711 483.30(b)(1)-(3)
SS=E Physician Visits - Review Care/Notes/Order
Bldg. 00
Based on interview and record review, the facility FO0O711 1.Residents 1,9,12,14,16 and 99 03/31/2025
failed to ensure Medical Providers entered their were affected without adverse
visit assessments, summaries, and/or progress effects.
notes into the resident's medical records timely for 2. All residents have the potential
facility staff access. Theis deficient practice had to be affected. Education provided
the potential to effect of 6 of 13 residents records to Medical Providers to ensure
reviewed, (Residents 1, 9, 12, 14, 16, and 99). assessments, summaries and/or
progress notes are entered into
Findings include: resident charts timely for facility
staff access.
On 3/6/25 at 9:17 a.m., Residents 1, 9, 12, 14, 16, 3.As a measure of ongoing
and 99's records were reviewed related to Medical compliance, the ED or designee
Provider documentation into the electronic health will audit 5 resident charts to
record (EHR) for timely submission and access to ensure medical notes are entered
facility staff as a part of resident's continuity of timely. Audit to be completed
care. weekly x4 weeks, then bi-weekly
x 8 weeks, then monthly x3
The following pattern of more than 3 business months.
days late were noted: 4.As a quality measure, the ED or
designee will review any findings
1. Resident 1 was a long-term care resident who and corrective action at least
had resided in the facility for more than a year. quarterly and ongoing until
The previous 6 months of physician campus achieves one hundred
documentation was reviewed. From 8/8/24 until percent compliance in the campus
3/6/25, Resident 1 had 12 late entry physician's
notes. Half were more than three business days
late, the greatest discrepancy was a late note
entered on 1/30/25 at 1:29 p.m., for a visit on
1/23/25 at 11:29 a.m. 7 days late. This visit
included a new recommendation to start the
resident on a topical anti-inflammatory for pain in
her knee.
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2. Resident 9 was a long-term care resident who
had resided in the facility for more than a year.
The previous 6 months of physician
documentation was reviewed. From 8/1/24 until
3/6/25, Resident 9 had 9 (nine) late entry
physician's notes. A late note entered 3/3/25 at
12:03 p.m., from a visit 4 days before on 2/27/25 at
12:02 p.m., included a new order related to
moisture associated skin damage and candidiasis
of female genitalia for fluconazole (an antifungal
medication) weekly for 2 weeks and calmoseptine
(a topical ointment to treat skin irritation).

3. Resident 12 was admitted on 1/29/25. Since their
admission, until 3/6/25, there were 12 late entry
notes, 3 of which were more than 3 (three)

business days late.

4. Resident 14 was a long-term care resident who
had resided in the facility for more than a year.
The previous 6 months of physician
documentation was reviewed. From 8/1/24 until
3/6/25, Resident 14 had 15 late physician's notes, 6
were more than three business days late.

5. Resident 16 was admitted on 11/15/24. Since
their admission until 3/6/25, there were 25 late
entry physician's notes, 10 were more than 3
business days late with the greatest discrepancy
being; a note recorded 13 days late on 12/9/24 at
5:42 a.m., for a visit on 11/26/24 at 11:52 a.m.

6. Resident 99 was admitted on 2/18/25. Since their
admission, until 3/6/25, there were 5 late entry
physician's notes, 1 being later than 3 business
days.

During an interview on 3/6/25 at 12:53 p.m., a
contracted Nurse Practitioner (NP) Provider
indicated, it would be impossible to have every

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

101L11 Facility ID:

013085 If continuation sheet

Page 14 of 17




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

PRINTED: 04/11/2025
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

155811

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
03/07/2025

NAME OF PROVIDER OR SUPPLIER

WELLBROOKE OF AVON

STREET ADDRESS, CITY, STATE, ZIP COD
10307 E COUNTY RD 100 N,
INDIANAPOLIS, IN 46234

(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

document signed the day of the visit with as many
patients and documents there were, but as a rule,
it was his Provider's Practice to have notes signed
and accessible in the EHR within 48 hours of the
visit.

During an interview on 3/7/25 at 12:41 p.m., the
Home Office Clinical Support Nurse indicated, the
facility policy did not give specific timelines for
signing and uploading or making their
documentation available to the nurses within a
certain timeframe, but she expected notes to be up
within three (3) business days.

On 3/6/25 at 11:00 a.m., the Home Office Clinical
Support Nurse provided a copy of current facility
policy titled, "Guidelines for Physician Services,"
reviewed 12/17/24. The policy indicated, " ... the
resident's attending physician shall participate in
the resident's assessment and care planning,
monitor changes in the resident's medical status,
and provide consultation or treatment as required
by resident condition, regulations and or when
consulted or called by the campus ... position
orders and progress notes shall be maintained in
accordance with the OBRA regulations and
campus policy ...."

At the time of the survey exit on 3/7/25 at 1:00
p-m., the Home Office Clinical Support Nurse
provided an example of a "Stand-Down"
Physician Visit Summary and indicated the
summary was printed off and left at each nurses
station at the conclusion of the providers visit.

The summary and/or policy lacked documentation
of how/if the Stand-Down was accessible to the
nurses if the print out was lost/misplaced, if it
stood in lieu of the signed physician note until it
could be uploaded to the EHR, and/or the
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physician's signature at the time the Stand-Down
was printed/distributed.
3.1-22(c)
F 0761 483.45(g)(h)(1)(2)
SS=D Label/Store Drugs and Biologicals
Bldg. 00
Based on observation and interview, the facility F 0761 1. Resident 91 was affected 03/31/2025
failed to date medications when opened for 1 of 3 without adverse occurrences
medication carts reviewed. noted.
2. All residents have the potential
Findings include: to be affected. An audit was
conducted to ensure multi-dose
On 3/6/25 at 10:53 a.m., the Renaissance (Ren) 1 B medications are dated in
cart was observed. Resident 91 had an insulin medication carts. Education
pen, lantus 100 unit/milliliter (ml) in the medication provided to Nurses and QMAs
cart and it lacked a date to indicate when it was regarding dating insulin upon
opened. placing in medication cart.
3.As a measure of ongoing
During an interview with the Assistant Director of compliance, the DHS or designee
Nursing Services (ADNS) on 3/6/25 at 11:00 a.m., will audit multi-dose medications
he indicated that a nurse must have pulled the to ensure dates are added upon
insulin pen from the refrigerator the night before opening. Audits of 3 medication
and did not date it. carts weekly x4 weeks, then
bi-weekly x 8 weeks, then monthly
A policy dated 11/18, titled, "Medication Storage x3 months.
in the Facility" was provided by the ADNS on 4.As a quality measure, the DHS
3/7/25 at 1:00 p.m. It indicated, " ...When the or designee will review any
original seal of a manufacturer's container or vial findings and corrective action at
is initially broken, the container or vial will be least quarterly and ongoing until
dated ...." campus achieves one hundred
percent compliance in the campus
3.1-25()) Quality Assurance Performance
3.1-25(m) Improvement meetings. The plan
3.1-25(n) will be reviewed and updated as
warranted.
R 0000
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This visit was for a State Residential Licensure R 0000 POC due: March 31st, 2025
Survey. This visit included a Recertification and Date of Compliance: ___March
State Licensure Survey. This visit included the 31st
Investigation of Complaint IN00446817.
Complaint IN00446817 - No deficiencies related to The submission of this plan of
the allegations are cited. correction does not indicate an
admission by Wellbrooke of Avon
Survey dates: March 3, 4, 5, 6 and 7, 2025. that the findings and allegations
contained herein are accurate,
Facility number: 013085 true representation of the quality of
care provided, and living
Residential Census: 41 environment provided to the
residents of Wellbrooke of Avon.
Wellbrooke of Avon was found to be in The facility recognizes its
compliance with 410 IAC 16.2-5 in regard to the obligation to provide legally and
State Residential Licensure Survey. medically necessary care and
services to its residents in an
Quality review completed on March 17, 2025. economic and efficient manner.
The facility hereby maintains it is
in substantial compliance with the
requirements of participation for
skilled health care facilities. To
this end, the plan of correction
shall serve as the credible
allegation of compliance with all
state and federal requirements
governing the management of this
facility. It is thus submitted as a
matter of statute only. The facility
respectfully requests from the
department a desk review for
substantial compliance.
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