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W000000

 

This visit was for the PCR (Post 

Certification Revisit) to the fundamental 

annual recertification and state licensure 

survey completed on 11/21/13.

Date of Survey: 6/12/14

Facility Number: 000806

Provider Number: 15G287

AIMS Number: 100243520

Surveyor:

Keith Briner, QIDP

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality Review completed 6/18/14 by 

Ruth Shackelford, QIDP.  

W000000  

483.460(c) 

NURSING SERVICES 

The facility must provide clients with nursing 

services in accordance with their needs.

W000331

 

Based on record review and interview for 

1 of 3 sampled clients (#3), the facility 

nurse failed to ensure client #3's 

laboratory orders were followed as 

W000331 Upon further investigation of the 

lab testing, the Director of 

Compliance and Risk 

Management spoke with the 

Program Manager in the home. 
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directed by the physician.

Findings include:

Client #3's record was reviewed on 

6/12/14 at 3:00 PM. Client #3's POF 

(Physician's Orders Form) dated 2/28/14 

indicated client #3's Tegretol (Bipolar) 

levels should be checked every 6 months. 

Client #3's laboratory blood testing form 

dated 5/9/13 indicated client #3's 

Tegretol levels had been checked. Client 

#3's record did not indicate additional 

documentation of his Tegretol levels 

being checked since 5/9/13. 

Interview with the RN (Registered Nurse) 

#1 via phone call facilitated by HM 

(Home Manager) #1 was conducted on 

6/12/14 at 3:50 PM. RN #1 indicated 

there was not additional documentation 

of completed laboratory blood work 

regarding client #3's Tegretol levels.

This deficiency was cited on 11/21/13. 

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.

9-3-6(a)

 The Program Manager informed 

this Director that lab testing for 

this client's Tegretol levels was 

present in the home for the month 

of November 2013.  The Program 

Manager informed this Director 

that, at the time of the revisit, she 

had sent a request to the client's 

physician asking for any further 

lab testing on the client's Tegretol 

levels.  After the revisit was 

closed with this Director, the 

Program Manager was able to 

receive lab testing that showed 

testing for the Tegretol levels in 

May 2014.  In order for Tangram 

to be in compliance with future 

surveys, Tangram's RN will 

review physician standing orders 

for labs and coordinate with staff 

to ensure orders are followed and 

results received.  In order to 

ensure that all documentation 

from doctor's appointments and 

lab testings, the Program 

Manager will also review client 

charts to ensure documentation 

from doctor's visits and testing 

results are present in client 

charts.  The Program Manager in 

the home will work with staff to 

ensure that any received 

documentation from doctor's 

visits is placed in the appropriate 

chart for future reference.  The 

Director of Compliance and Risk 

Management will continue 

planned chart audits in the home 

and also review for any missing 

documentation.
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