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This visit was for a Recertification and State 

Licensure Survey and Investigation of Complaints 

IN00435520 & IN00435805.  This visit included a 

State Residential Licensure Survey.

Complaint IN00435520 - No deficiencies related to 

the allegations are cited. 

Complaint IN00435805 - No deficiencies related to 

the allegations are cited. 

Survey dates: June 25, 26, 27, & 28, 2024.

Facility number: 000228

Provider number: 155335

AIM number: 100266650

Census Bed Type:

SNF/NF: 81

Residential: 26

Total: 107

Census Payor Type:

Medicare: 3

Medicaid: 68

Other: 36

Total: 107

This deficiency reflects State Findings cited in 

accordance with 410 IAC 16.2-3.1.

Quality review completed July 1, 2024

F 0000 This plan of correction is prepared 

and executed because it is 

required by the provisions of State 

and Federal law and not because 

Ossian Health and Rehabilitation 

Center agrees with the allegations 

and citations listed. Ossian Health 

and Rehabilitation Center 

maintains that the alleged 

deficiencies do not individually or 

collectively jeopardize the health 

and safety of the residents, nor 

are they of such character so as 

to limit our capability to render 

adequate care. As a consideration 

of the survey results the facility 

respectfully requests a paper 

review of the plan of correction.

 

483.25 

Quality of Care 

§ 483.25 Quality of care 

Quality of care is a fundamental principle that 

F 0684
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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.

Based on interview, observation, and record 

review the facility failed to ensure an intrathecal 

pump (ITP) (surgically implanted device that 

delivers medication directly to the fluid 

surrounding the spinal cord) had orders and 

directions for use for 1 of 7 residents reviewed 

(Resident 337).

Findings include:

In an interview on 6/25/24 at 12:06 PM, Resident 

337 indicated she had a morphine pain pump in 

her abdomen for back and foot pain. She indicated 

the pump had been in place for about one year.

Resident 337's record was reviewed on 06/26/24 at 

11:27 AM. Diagnoses included rheumatoid 

arthritis, diabetic neuropathy, non-pressure 

chronic ulcer of part of right foot, hypotension, 

urine retention and back pain.

Resident 337's quarterly Minimum Data Set 

(MDS), dated 5/1/2024, indicated her Basic 

Interview for Mental Status (BIMS) score was 15 

(cognitively intact). The MDS indicated the 

resident was on scheduled and as needed pain 

medication.  The MDS did not indicate the 

resident was on opioid medication.

Resident 337's current Care Plan, dated 2/15/24, 

indicated the resident had chronic pain related to 

rheumatoid arthritis with a goal date of 5/10/24. 

F 0684 F684-D Quality of care

This plan of correction is prepared 

and executed because it is 

required by the provisions of State 

and Federal law and not because 

Ossian Health and Rehabilitation 

Center agrees with the allegations 

and citations listed. Ossian Health 

and Rehabilitation Center 

maintains that the alleged 

deficiencies do not individually or 

collectively jeopardize the health 

and safety of the residents, nor 

are they of such character so as 

to limit our capability to render 

adequate care. As a consideration 

of the survey results the facility 

respectfully requests a paper 

review of the plan of correction.

        what corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient practice;

Resident 337 orders were reviewed 

and updated to reflect her pain 

pump, monitoring for infection and 

side effects of morphine use. 

Nurses were educated on pump 

and new monitoring requirements.

        how other residents having 

the potential to be affected by the 

same deficient practice will be 

07/10/2024  12:00:00AM
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The plan indicated her pain would be managed at 

her current level of control. Interventions included 

Resident 337 had a pain pump she managed and 

was refilled at her Pain Management Clinic, she 

would be referred to the pain clinic for 

unmanageable pain,  and she would be monitored 

for increased sedation, constipation, and 

respiratory depression.  The care plan did not 

indicate the pain medication used in the  ITP, 

monitoring for morphine side effects, and 

monitoring for signs/symptoms of infection that 

could occur with use of an ITP.

Resident 337's medical record, dated 1/23/24 (faxed 

to the facility on 2/16/24), from the Pain Medicine 

clinic indicated the resident had an intrathecal 

pump for pain management of her lower back pain. 

The ITP which was filled in their office every other 

month.   The record indicated on 1/23/24 Resident 

337's ITP was refilled with Morphine Sulfate 4 

milligram (mg) per milliliter (ml) for a total of 40 ml.

A "Special Instruction" statement in Resident 

337's medical record indicated the resident saw the 

Pain Medicine clinic for her pain pump 

management.

In an interview on 6/26/24 at 11:36 AM, LPN , 

Resident 337's nurse, indicated the resident was 

on ibuprofen 400mg every 8 hours as needed and 

added she also received gabapentin 600mg 4 times 

a day and this was the only pain medication the 

resident received.

In an interview on 6/27/27 at 11:21 PM, LPN 2 

indicated she provided nursing staff with a 2-page 

handout at morning huddle on Resident 337's pain 

pump.  The handout provided the pump's brand 

name, helpful information, and a third page 

indicated nurses should follow manufacturer 

identified and what corrective 

action(s) will be taken;

Residents needing to go out to the 

hospital have the potential to be 

affected by the deficient practice.

        what measures will be put 

into place and what systemic 

changes will be made to ensure 

that the deficient practice does not 

recur;

DON or designee will review orders 

from any resident returning from 

hospital and compare to orders 

before resident was sent out to 

ensure all required orders are 

reinstated.

how the corrective action(s) will be 

monitored to ensure the deficient 

practice will not recur, i.e., what 

quality assurance program will be 

put into place; and

DON or designee will review all 

admits/readmits orders for 30 

days and then will select 4 if 

possible, to review monthly x3 

months and then 1 monthly x2 

months to ensure deficient 

practice is corrected. Results will 

be reviewed in facility QAPI 

program x6 months to ensure 

results are effective.

        by what date the systemic 

changes for each deficiency will 

be completed.  After submitting an 

acceptable Plan of Correction, if it 

is determined that the correction 

will not be completed by the date 

previously submitted, The Division 

needs to be contacted as soon as 

possible.  The facility will need to 
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guidelines. signed by the employees in 

attendance.

The ITP User Guide (2019) indicated side effects 

related to intrathecal morphine use included 

nausea (vomiting), constipation, urinary retention, 

daytime drowsiness, itching, rash, excessive 

sleepiness, sleep difficulty, confusion, euphoria, 

withdrawal, excessive sweating, swelling caused 

by fluid retention, flushing of face or anxiety, 

diarrhea, dizziness, dry mouth, allergic reaction, 

dysphoria (profound state of dissatisfaction), 

hallucinations, leg weakness, fall, headache, 

flu-like symptoms, numbness after activating a 

dose, shortness of breath, taste distortion, and 

weight gain.  The User manual indicated 

symptoms of overdose may include shallow or 

slow breathing, excessive sleepiness, swelling due 

to fluid retention, low blood pressure (blood 

pressure less than 90/60 mm Hg), and reduced 

heart rate.  The User Guide indicated symptoms of 

withdrawal due to ITP failure may include 

restlessness, body aches, chills, sweating, and 

pupil dilation.

A Delhaas and Huygen (Feb 2020) article titled 

"Complications associated with intrathecal drug 

delivery systems" indicated health professionals 

often fail to recognize potential infection 

complications from an ITP following refilling the 

ITP reservoir. The article indicated possible 

resident signs and symptoms of infections 

included fever, headache, stiff neck, vomiting, and 

change in consciousness.

Resident 337's current physician orders did not 

include an order for the resident's ITP 

management.  No orders were located for the ITP, 

the medication, dosage, bolus, lockout rate for the 

ITP, monitoring of ITP pain medication side effect, 

submit an amended plan of 

correction with the updated plan of 

correction date.

Date of compliance is: 7/10/2024
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or monitoring of signs/symptoms of infection from 

the ITP usage.  

Resident 337's Medication Administration record 

(MAR) dated 6/1/24 to 6/27/24 at 12:00 PM 

indicated the nursing staff observed for side 

effects of antipsychotic, antidepressant, 

anti-anxiety, and hypnotic use. Resident 337's 

MAR did not indicate to observe for and/or 

document side effects of morphine/opioid use. 

Resident 337's MAR did not indicate for nursing 

staff to document signs and/or symptoms of 

infection due to ITP usage. 

Resident 337's progress note dated 6/22/24 at 5:57 

PM indicated the resident indicated her urine 

output had slowed, a bladder scan was 

conducted, and 523 milliliters of urine was in the 

bladder. 

Resident 337's progress notes, dated 6/22/24 

through 6/27/24 did not indicate the resident's 

Pain Medicine Clinic was notified of her possible 

intrathecal morphine side effects of urinary 

retention with placement of a Foley catheter on 

6/22/24.

In an interview on 6/26/24 at 1:51 PM, the Director 

of Nursing (DON) indicated there was no current 

order for Resident 337's morphine pain ITP since 

the resident returned from the hospital on 6/17/24.  

The Assistant Director of Nursing (ADON) 

entered the following order: Implanted pain pump 

with Morphine 4.0 mg/mL. Continuous Morphine 

0.0542 mg/hr with total of 1.3003 mg/day. Bolus 

Morphine 0.4504mg with duration 7 minutes, 

maximum activations 4/day, lockout interval 3 

hours (hrs), dose restriction interval 1/(3 hrs).  

Managed by Doctor at Pain Medicine.  No 

directions specified for order.  
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In an interview on 6/28/24 at 9:30 AM, the 

Executive Director and DON indicated there was 

no current order for Resident 337's morphine pain 

ITP on her returned from the hospital 6/17/24 and 

should had been.  They indicated the facility had 

not been monitoring for ITP morphine side effects 

and potential infection risk due to the ITP, but 

should had been.

A current policy titled "Following Physician 

Orders", provided by the ADON on 6/27/24 at 

12:00 PM, indicated licensed healthcare providers 

would manage resident care in a safe and effective 

manner.  The policy indicated the licensed 

healthcare provider would assess the resident for 

appropriate response to orders and it would be 

documented in the medical record.

A current policy titled "Readmission to Facility", 

provided by the ADON on 6/27/24 at 12:00 PM, 

provided no information concerning the 

medication orders at readmission.  No additional 

policies were provided by survey exit.

3.1-37
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