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R0000
R0000 Submission of this response and
This visit was for a Quality Assurance Plan. of.Correctlon IS NOT a Iegal
Ik th h admission that a deficiency exists
walk through. or, that this Statement of
Deficiencies was correctly cited,
Survey dates: July 16 & 17,2012 and is also NOT to be construed
as an admission against interest
. by the residence, or any
Facﬂ.lty number: 004428 employees, agents, or other
Provider number: 004428 individuals who drafted or may be
AIM number: N/A discussed in the response or Plan
of Correction. In addition,
S . preparation and submission of
urvey team. this Plan of Correction does NOT
Karen Lewis, RN TC constitute an admission or
Ginger McNamee, RN agreement of any kind by the
facility of the truth of any facts
C bed . alleged or the correctness of any
en'sus 'e type: conclusions set forth in this
Residential : 48 allegation by the survey agency.
Total: 48
Census payor type:
Other: 48
Sample: 7
These state findings are cited in
accordance with 410 TAC 16.2.
Quality review completed on July 20,
2012 by Bev Faulkner, RN
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

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 disclosable 14

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.

State Form

Event ID:

C0J311 Facility ID: 004428 If continuation sheet

Page 1 of 15




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

PRINTED: 08/22/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
L WING 07/17/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2410 E MCGALLIARD RD
LYND HOUSE MUNCIE, IN 47303
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
R0214 410 IAC 16.2-5-2(a)
Evaluation - Deficiency
(a) An evaluation of the individual needs of
each resident shall be initiated prior to
admission and shall be updated at least
semiannually and upon a known substantial
change in the resident ' s condition, or more
often at the resident ' s or facility ' s request.
A licensed nurse shall evaluate the nursing
needs of the resident.
Based on record review and interview’ the R0214 Corrective Action - The 08/31/2012
facility failed to evaluate a resident after Physician’s Oﬁ,'ce was notified of
o ) ¢ b lch the result of this radiology report.
recerving results of an abnormal chest A message was left for the
x-ray for 1 of 7 residents reviewed for physician on 7-10-12 at 4:35pm
evaluations in a sample of 7. [Resident and the Nurse Practitioner was
#17) notified on same date at 4:45pm
(refer to EXHIBIT A). A late entry
o . was entered into the Resident
Findings include: Service Notes indicating the
same and there were no new
Resident #17's clinical record was Zr(fje”rs recewr:ad 1‘tr§>(m physician.
. . ollow up chest Xray was
revllewed or.1 7/16/12.at 4:00 p.m. The completed for verification of
resident's diagnoses included, but were COPD indication.ldentification -
not limited to, chronic obstructive The facility shall identify other
pulmonary disease and dementia. residents with potential to be
affected as any resident who is
) ) ] receiving lab or xray orders.
The resident had one "Resident Services Nurses will document notification
Notes" for the month of July, 2012. The to physician and/or Nurse
note was dated 7/10/12 at 4:35 p.m., the Practitioner in Resident Service
te indicated bil Notes for all testing results
note idicated a mo re ?(-ray company received by facility. The facility
had called the facility with the results of a follows documentation by
chest x-ray that had been performed exception policy and will
carlier in the day on Resident #17. The document any and all changes in
It licht 1 lob condition, testing results,
results W.ere avery slg o-wer obe physician/medical provider
atelectasis (a collapsed or airless state of notifications to ensure the
the lung). The note indicated a message "deficient practice" does not
was left for Resident #17's physician and recur.Monitoring - The Wellness
State Form EventID: C0J311 Facility ID: 004428 If continuation sheet Page 2 of 15
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would be followed up with a call the next
morning. The clinical record lacked any
evaluation of the resident nor did it
indicate a follow-up call was made to the
physician.

The 6/08, "Resident Care Services
Resource Guide" was provided by the
Administrator on 7/17/12 at 9:30 a.m.,
and indicated any change in a resident's
health condition should be documented in
the "Resident Services Notes" along with
follow-up action taken. The guide
indicated notes should be complete,
making sure that everything significant to
the resident's condition is recorded.

During an interview with the Director of
Nursing and Administrator on 7/16/12 at
4:35 p.m., additional information was
requested. No additional information was
provided.

Director. Residence Director
and/or a designated Nurse will be
responsible to ensure that all
documentation is accurately
entered into the Resident Service
Notes by conducting random
audits of chart documentation
compared to lab and test results
and changes in
condition.Systemic changes will
be in place by August 31,
2012.Addendum: Audits will be
conducted at least weekly to
ensure compliance. The number
of audits will be determined by the
number of diagnostic testing
ordered during a particular week
as each such test ordered will
indicate that resident chart be
reviewed/audited for accurate
documentatio and necessary
notifications. The facility
contends that this review shall
become routine practice with no
specific end date.
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R0241 410 1AC 16.2-5-4(e)(1)
Health Services - Offense
(e) The administration of medications and the
provision of residential nursing care shall be
as ordered by the resident ' s physician and
shall be supervised by a licensed nurse on
the premises or on call as follows:
(1) Medication shall be administered by
licensed nursing personnel or qualified
medication aides.
Based on record review and interview’ the R0241 Corrective Action - The resident 08/31/2012
facility failed to ensure sliding scale |dent|f|§d, #18, was interviewed
i . . by Residence Director and
insulin coverage was given as ordered for indicated that he DID
1 of 2 residents reviewed for sliding scale self-administer insulin on the five
insulin coverage in a sample of 7. dates noted in the SOD. The
[Resident #18] resident willingly provided a
statement to that effect (refer to
EXHIBIT B). The facility will
Findings include: document all blood glucose
results and amounts of insulin
Resident #18's clinical record was ”':j'ts atld;nlplsttsrel\c/im(\vghen i
reviewed on 7/16/12 at 2:25 p.m. The Idnoéﬁ?n?an)tsl,nnovi in pIat?:aerl)cTCI '
resident's diagnoses included, but were identified for such
not limited to, diabetes mellitus type II results.|dentification - The facility
and diabetic neuropathy. identifies any resident with orders
for blood glucose monitoring
and/or insulin administration as
The resident's most recent signed having potential to be affected by
recapitulation of physician's orders were the "deficient practice.”
for February, 2012. The orders were Corrective action, as described
. .. above, involves nurses
signed by the Nurse Practitioner and were documenting ALL blood glucose
not dated when signed. The orders montioring results and insulin
indicated blood sugar checks were to be administration (where indicated)
done every morning and as needed and in the MAR on specific
. documents now in place and
were to be done by the resident. The identified for such results.The
orders indicated the resident could not facility has implemented two new
self-administer medications. The resident tools located in the MAR to record
had an order for Novolog sliding scale all blood glucose monitoring
State Form EventID: C0J311 Facility ID: 004428 If continuation sheet Page 4 of 15
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insulin coverage for blood sugars as results and insulin administration
follows: (where indicated).Monitoring -
. . The WD or Nurse Designee shall
141-180 =1 unlt. review the blood glucose
181 - 220 = 2 units monitoring and insulin
221 -260 = 4 units administration tools on a daily
261 - 300 = 6 units basis to monitor and ensure that
. all results are accurately
301-340=7 un%ts documented.All changes
341 - 380 = 8 units indicated will be in place on or
381 -420 =9 units before 8/31/2012Addendum: The
421 - 460 = 10 units facﬂ:y re.\élewts and ashse('j,sles(,j
. each resident on a schedule
great.er. than 460 = 12 units, call the basis (at least every 6 months)
physician for blood sugars less than 60 or and always re-assesses residents
greater than 500. with a change of condition. Itis
during these assessments that a
. " residents’ ability to self-administer
Rev1§w _Of the "Blood Glucose medications is reviewed along
Monitoring Tool" for July, 2012, with review by residents'
indicated the facility was obtaining the physicians when they
resident's blood sugars. The tool lacked apsroye pt;fysnmtan orqder s{heets
and sign off as to residen
the before breakfast blood sugar result for capabiliies. The insulin
7/15/12. administration tools will be in
place ongoing at the facility. The
The tool indicated the resident's blood ZVellmeSS D!Irlectoilor m:rse .
esignee will continue to monitor
su.gar we.ts 1.50 l?efore b.retdkfast on .7/3/1.2, accuracy of the tools as long as
with no indication of sliding scale insulin the facilty has any resident with
coverage. The resident should have insulin orders.
received 1 unit of coverage.
The tool indicated the resident's blood
sugar was 178 before breakfast on 7/8/12,
with no indication of sliding scale insulin
coverage. The resident should have
received 1 unit of coverage.
The tool indicated the resident's blood
sugar was 155 before breakfast on 7/9/12,
with no indication of sliding scale insulin
State Form EventID: C0J311 Facility ID: 004428 If continuation sheet Page 5 of 15
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coverage. The resident should have
received 1 unit of coverage.

The tool indicated the resident's blood
sugar was 146 before breakfast on
7/10/12, with no indication of sliding
scale insulin coverage. The resident
should have received 1 unit of coverage.
The tool indicated the resident's blood
sugar was 141 before breakfast on
7/14/12, with no indication of sliding
scale insulin coverage. The resident
should have received 1 unit of coverage.

Review of the July, 2012, "Medication
Administration Record" and "Resident
Service Notes" lacked an indication of
insulin coverage being given for these
results. This resulted in the resident not
receiving insulin coverage for five of
seven opportunities of blood sugars above
140.

During an interview at 11:05 a.m., on
7/17/12, LPN #2 indicated sliding scale
coverage should be documented on the
Medication Administration Record and on
the Blood Glucose Monitoring Tool.
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R0297 410 IAC 16.2-5-6(c)(1)
Pharmaceutical Services - Noncompliance
(c) If the facility controls, handles, and
administers medications for a resident, the
facility shall do the following for that resident:
(1) Make arrangements to ensure that
pharmaceutical services are available to
provide residents with prescribed medications
in accordance with applicable laws of Indiana.
Based on observation and record review’ R0297 Corrective Action - Resident #23 08/31/2012
the facility failed to ensure a routine received the acc?urate dose at the
.. . next scheduled interval. The
medication was available for 1 of 4 resident was monitored for any
residents observed for medication signs or symptoms of distress
administration. (Resident #23) related to this one missed dose of
Mirilax. The facility will ensure
.. . that medications for this and all
Findings include: residents are available at
scheduled administration
1.) The clinical record for Resident # 23 intervals.ldentification - The
was reviewed on 7/16/12 at 11:45 a.m. facility identifies all residents who
receive medications as having the
potential to be affected by the
Diagnoses for Resident #23 included, but "deficient practice" and will
were not limited to Alzheimer's dementia, ensure that medications are
hypertension, and depression. re-ordered at any time there are
no less than three doses
remianing of given
During the medication administration medication. The facility will
observation on 7/16/12 at 9:00 a.m., with re-order, or notify resident
LPN #1, Resident #23 did not receive responsible parties who refill
. . medications for their respective
routine Miralax. residents, when there are no less
than three doses of a given
Resident # 23 had a physician's order, medication remaining.The
dated 12/2/09, for Miralax powder, give 1 Wellness Director andfor
. designated nurse, will montior all
capful (17 Grams) orally in 6 ounces of medications on a daily basis
liquid (dissolved) every morning. during routine medication pass
intervals to ensure adequate
During an interview with the Director of dosage amounts are available
and re-order as indicated above.
State Form EventID: C0J311 Facility ID: 004428 If continuation sheet Page 8 of 15
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Nursing on 7/16/12 at 12:45 p.m., she Effective date of systemic chage
indicated Resident #23 uses PRN will be on or before
h d the facili h 8/31/2012Addendum: As
P a.lrmacy an .t e. acility orders the indicated above, the monitoring
resident's medications. will continue daily on an ongoing
basis as a routine practice at this
During an interview with the Director of facility by Wellne;s Director
. and/or Nurse designee.
Nursing on 7/16/12 at 3:35 p.m., she
indicated she calls the pharmacy if a
medication is missing the refill sticker.
She indicated she called the pharmacy
today to double check if the Miralax had
been ordered. The Miralax had not been
ordered.
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R0349 410 1AC 16.2-5-8.1(a)(1-4)
Clinical Records - Noncompliance
(a) The facility must maintain clinical records
on each resident. These records must be
maintained under the supervision of an
employee of the facility designated with that
responsibility. The records must be as
follows:
(1) Complete.
(2) Accurately documented.
(3) Readily accessible.
(4) Systematically organized.
Based on record review and interview’ the R0349 1. Corrective Action - The Blood 08/31/2012
facility failed to ensure resident clinical glucose result for resident #18
. was documented for 7-15-12 on
records were complete and accurate in 7-17-12 by LPN who had failed to
regards to blood glucose monitoring and record it from her diary on
medication orders for 2 of 7 resident 7-15-12. The facility will ensure
reviewed for complete and accurate ?" bloqd glucose results are
.. . immediately documented upon
clinical records in a sample of 8. recieving the result utilizing a new
[Resident #'s 18, #36] tool found in the MAR that is
identified as the blood glucose
Findings include: monitoring o
document.ldentification - The
facility identifies residents with
1. Resident #18's clinical record was orders for blood glucose
reviewed on 7/16/12 at 2:25 p.m. The monitoring as having the potential
resident's diagnoses included, but were to be affected by the "deficient
.. . . practice."The facility has
not limited to, diabetes mellitus type 11 developed a tool located in the
and diabetic neuropathy. MAR, and identified, to record all
blood glucose monitoring results
The resident's most recent signed for each resident with such
. . L orders.The Wellness Director
recapitulation of physician's orders were and/or Nurse designee or
for February, 2012. The orders were Residence Director shall hold
signed by the Nurse Practitioner and were responsibility for monitoring the
not dated when signed. The orders blood glucose monitoring
indicated blood sugar checks were to be ggz;lsr?srgs:l?:etggésgsyd:f":,e sult
done every morning and as needed and documentation.Effective date of
State Form EventID: C0J311 Facility ID: 004428 If continuation sheet Page 10 of 15
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were to be done by the resident. The change on or before 8/31/2012.2.
orders indicated the resident could not Corrective A_Ct'o,n - Resident #36
1f-admini dicati current medications have been
seli-administer medications. cross referenced with the
Physician Order on file in the
Review of the "Blood Glucose Resident record and clarifications,
Monitoring Tool" for July, 2012 changes and deletions will be
o . T made through communications
1nd.1cated the facility was obtaining the with physician. Identification - The
resident's blood sugars. The tool lacked facility identifies any resident that
the before breakfast blood sugar result for self-administers medications as
7/15/12 having the potential to be affected
' by the "deficient practice."The
) facility Wellness Director or Nurse
The resident had a 6/11/12, telephone designee will review current
order to "Increase Lantus [insulin] by 3 medications for all
units each week until BS [blood sugar] is self—aldmlrllsttehnnghres.@ents 2nd
" complare to the physician order
f:on.trollled. The order lacked parameters sheet on file in the Resident
1ndlcat1ng where the blood sugar level record to ensure accuracy of all
should be to be considered controlled. orders on a monthly basis. Any
discrepancies will be immediately
. . communicated to the residents'
RCVI‘?W of J]jlne 2012, Medlcatlén ) physician for clarification
Administration Record [MAR] indicated order.Monitoring - The Wellness
"Increase Lantus by 3 units q [every] Director or nurse designee will
Monday if B.S. remain over 200 and monitor the corrective change on
notify [name of doctor.]" a monthly basis by comparing the
y ’ pharmacy-produced physician
order documents to what each
The resident's clinical record indicated the self-administering resident is
facility did not begin monitoring the currently tatklng (th entSI:]re orders
resident's blood sugar until June 19, 2012. are accurate and mac .
medications being taken.Effective
date on or before
The 6/08, "Medication and Pharmacy 8/31/2012Addendum:The monthly
Services Resource Guide" was provided monltorlnbg will contmucion an
by the Administrator on 7/17/12 at 9:30 ongoing basis as a rotting
o practice at this facility.
a.m. The guide indicated the results of
the blood sugar monitoring was to be
recorded by initialing on the resident's
State Form EventID: C0J311 Facility ID: 004428 If continuation sheet Page 11 of 15
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medication/treatment record on the
appropriate day. The guide indicated the
residence must have proper physician's
orders before providing assistance with
any medication or treatment and indicated
all residents must have a Physician Plan
of Care. The guide indicated the
following steps are involved in taking a
phone order: write down the complete
order as given by the physician or his/her
nurse, including the medication name,
date, route of administration, frequency,
reason being given, time(s) of
administration, strength and dose.

2. Resident #36's clinical record was
reviewed on 7/16/12 at 9:35 a.m. The
resident's diagnoses included, but were
not limited to, diabetes mellitus, anemia,
vitamin B12 deficiency, and
hyperlipidemia.

The last signed recapitulation of
Physician's Orders was dated 2/16/12.
The most recent unsigned recapitulation
of the Physician's Orders on the resident's
record included, but were not limited to:
lisinopril [for blood pressure] 10 mg one
tablet orally everyday; lisinopril-HCTZ
[for blood pressure] 10-12.5 mg one
tablet orally everyday; digoxin [ a heart
medication] 125 mg one tablet everyday;
trilipix DR [a cardiovascular medication]
135 mg one capsule orally once a day at
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5:00 p.m.; Lantus [insulin to control
blood sugar] solostar 100 u/ml inject 36
units every evening; metformin HCL [a
diabetic medication] 500 mg one tablet
orally two times a day at 7:00 a.m. and
7:00 p.m.

During an interview with Resident #36 on
7/16/12 at 10:15 a.m., she indicated the
lisinopril and lisinopril HCTZ were
discontinued five or six months ago. She
indicated the trilipix DR and digoxin were
discontinued in May, 2012. She indicated
the doctor thought the medications were
causing her potassium to be too high. She
indicated she takes 36 units of Lantus
insulin in the evening and metformin
before breakfast and before dinner. The
resident provided her most recent "Client
Medication Report" with the directions
for her medications and indicated they
were provided by the home health agency
she used. She indicated the orders were
given to the home health agency from her
family doctor.

The resident had a 2/21/12, "Folstein
Mini Mental Status Examination"
indicating the resident had no cognitive
impairment. The resident was identified
as interviewable by the Director of
Nursing on 7/16/12 at 9:07 a.m.

The resident had a "Medication
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Self-Administration Assessment” on
4/25/12, and was determined to be
competent to order, store, and administer
her own medications.

During an interview with the Director of
Nursing on 7/16/12 at 10:30 a.m., she
indicated she was not aware of the
resident's order changes.

The 6/08, "Medication and Pharmacy
Services Resource Guide" was provided
by the Administrator on 7/17/12 at 9:30
a.m. The guide indicated "...For residents
who self-administer: 1. Quarterly, or
monthly depending on state regulations,
the Wellness Director will review the
Medication Administration Record with
the self-medicating resident to determine
any changes in the medication regimen
that have occurred during the quarter or
month. This should occur during the
review for self-administration. 2. Ifa
medication change is reported, the
Wellness Director will confirm those
changes with the resident's physician and
will make the necessary changes on the
Medication Administration Record based
upon the physician's order.... When
residents self-manage all or part of their
medications, they should be given a copy
of their medication record(s) to review for
accuracy. Ask the resident to notify the
nurse or other designated staff of any
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