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R 0000

Bldg. 00
This visit was for the Investigation of
Complaints IN00194314 and
IN00195742.

Complaint IN00194314- Substantiated.
No deficiencies related to the allegations
are cited.

Complaint IN00195742- Substantiated.
State Residential findings related to the
allegation are cited at R0086, R0349,
R0352, R0381, R0383, and R0384.

Survey dates:
March 28 & 29, 2016

Facility number: 001136
Provider number: 001136
AIM number: N/A
Residential census: 122

Sample: 4

These state residential findings are cited
in accordance with 410 IAC 16.2-5.

Quality review was completed by 32883
on 3/30/16.

R 0000

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.
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R 0086 410 IAC 16.2-5-1.3(a)(1-2)
Administration and Management -
Bldg. 00 Deficiency
The licensee:
(1) is responsible for compliance with all
applicable laws; and
(2) has full authority and responsibility for
the:
(A) organization;
(B) management;
(C) operation; and
(D) control;
of the licensed facility.
The delegation of any authority by the
licensee does not diminish the
responsibilities of the licensee.
Based on record review and interview, R 0086 1. Progress notes from the 05/24/2016
the facility failed to maintain compliance PSyCh'at”St, treating Res@ent#B
. . were submitted to ISDH via
with all applicable laws related to the USPS Certified Mail and
failure to provide information related to electronic mail to ISDH legal
an investigation of an unusual occurrence counsel and Breda Buroker,
for 1 of 2 residents reviewed for Division of Long Term C.a e
) ISDH legal counsel confirmed via
reportable events in a sample of 4. e-mail5/23/16 that all requested
(Resident #B) progress notes have been
received. Should additional
Finding includes: records or informationconcerning
Resident #B be required, the
facility will provide any
The closed record for Resident #B was additionalrecords or information
reviewed on 3/28/16 at 9:15 a.m. The upon request . 2. The records
resident's diagnoses included, but were of any residents diagnosed with
.. . . . mental illness may include
not limited to, schizo-affective disorder, psychiatric progress notes similar
depression, seizure disorder, high blood to the records in question with
pressure, and a history of anemia. The respect to Resident # B.
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resident was being followed by his These notes will made available
Primary Physician and a Psychiatrist. to ISDH, staff through the survey
and during subsequent
The last Progress Note completed by the investigations. 3. The facility wil
attending Physician was dated 1/23/16. provide all information requested
No Progress Notes from the Psychiatrist relating to the investigation of an
were available or provided upon request. unusugl occurrence in
compliance with applicable law.
4. The Administrator and/or
A semi-annual Nursing assessment was designee will be responsible for
completed on 1/8/16. The assessment ensuring that all records are
indicated the resident needed redirection properly'mamtamed and for
d responding to all requests to
and encouragement. ensure all information is provided
in compliance with applicable law.
The resident's Service Plan was last 5. Systemic changes will be
updated on 4/22/15. The Service Plan completed by May 24, 2016.
indicated staff were to monitor the
resident for early signs of problem
behavior.
The 3/2016 Medication Record was
reviewed. There were Physician orders
for the resident the following
medications:
Risperidone (an antipsychotic
medication) 4 milligrams every night at
bedtime.
Haloperidol (an antipsychotic
medication) 150 milligrams injections
once every three weeks.
Haloperidol 5 milligrams by mouth every
8 hours as needed.
Lorazepam (a medication for anxiety) 0.5
milligrams every night at bedtime.
An Unusual Event Report was completed
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on 3/14/16 at 1:54 a.m. The report was
completed by RN #1. The report
indicated on 3/13/16 at 9:20 p.m., RN #1
was called by CNA #1 and the CNA
yelled that the resident had hung himself.
RN #1 entered the room and observed the
resident with a cord around his neck and
attempted to get the cord from around his
neck but could not get her fingers under
the cord. 911 was called. LPN #2 entered
with scissors and the cord was cut. The
resident was positioned flat and CPR was
initiated. The local police and Fire
Department EMT's arrived and
transported Resident #B to the hospital.
The report listed the "Type of Event" as
"Suicide Attempt."

The Nurse's Notes were reviewed. The
following entries were noted:

9/15/15 at 10:40 a.m. - The resident was
seen by (Psychiatrist name)

10/13/15 at 10:15 a.m.- The resident was
seen by (Psychiatrist name)

1/15/16 at 11:30 a.m.- The resident was
seen by (Psychiatrist name)

3/11/16 at 11:30 a.m. - The resident was
seen by (Psychiatrist name)

No Progress Notes or any other notes
written by or completed by the
Psychiatrist were available in the
resident's record or upon being requested.

When interviewed on 3/28/16 at 10:30
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R 0349

Bldg. 00

a.m., the facility Administrator indicated
Resident #B expired at the hospital. The
Administrator indicated she was not able
to provide any Physician Progress Notes
completed by the resident's Psychiatrist.

This Residential tag relates to Complaint
IN 00195742.

410 IAC 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 facility failed to maintain complete,
accurately documented and readily
accessible clinical records related to not
allowing access to Progress Notes

completed by the Psychiatrist for

R 0349

1.The facility completed,
accurately documented,
systemically organized and made
record readily accessible for each
resident of Lake Park Residential.
Progress notes from the
Psychiatrist treating Resident#B

05/17/2016
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residents with diagnoses of mental illness were submitted to ISDH May 3,
for 1 of 4 residents reviewed for Medical 2016 via USPS Certified Mail and
Records in a sample of 4 (Resident #B) electronic mail to ISDH legal counsel
’ and Breda Buroker,Division of Long
o ) Term Care. ISDH legalcounsel
Flndmg includes: confirmed via e-mail 5/23/16 that all
requested progress notes havebeen
The closed record for Resident #B was received. Should additional
reviewed on 3/28/16 at 9:15 a.m. The recordsor information concerning
. . . Resident #B b ired, the facilit
resident's diagnoses included, but were és' en i € requ_'re & factity
o . . . will provideany additional records or
not limited to, schizo-affective disorder, information upon request 2. The
depression, seizure disorder, high blood records of any residents
pressure, and a history of anemia. The diagnosed with mental illiness
resident was being followed by his may include psychiatric progress
. . . .. notes similar to the records in
Primary Physician and a Psychiatrist. question to Resident#B. 3. The
The last Progress Note completed by the facility will provide all information
attending Physician was dated 1/23/16. requested relating to the
No Progress Notes from the Psychiatrist |nvest|gat|or-1 ofan upusual ]
Jabl ded ¢ occurrence in compliance with
were available or provided upon request. applicable law. 4. The
Administrator and/or designee will
The Nurse's Notes were reviewed. The be responsible for ensuring that
following entries were noted: all fe;:qrdzaredp;operly dina t
] . maintained and for responding to
9/15/15 at 10.49 a..m. - The resident was all requests to ensure all
seen by (Psychiatrist name) information is provided in
10/13/15 at 10:15 a.m.- The resident was compliance with applicable law.
seen by (Psychiatrist name) 5. Datletsy(/js.te:\n/llc C;:ngg186W|" be
. completed is May 24, )
1/15/16 at 11:30 a.m.- The resident was P y
seen by (Psychiatrist name)
3/11/16 at 11:30 a.m. - The resident was
seen by (Psychiatrist name)
No Progress Notes or any other notes
written by or completed by the
Psychiatrist were available in the
resident's record or upon being requested.
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When interviewed on 3/28/16 at 10:30
a.m., the facility Administrator indicated
Resident #B expired at the hospital. The
Administrator indicated she was not able
to provide any Physician Progress Notes
completed by the resident's Psychiatrist.
This Residential tag relates to Complaint
IN 00195742.
R 0352 410 1AC 16.2-5-8.1(e)(1-4)
Clinical Records - Noncompliance
Bldg. 00 (e) The clinical record must contain the
following:
(1) Sufficient information to identify the
resident.
(2) A record of the resident ' s evaluations.
(3) Services provided.
(4) Progress notes.
Based on record review and interview, R 0352 1. Progress notes from the 05/17/2016
the facility failed to ensure the resident's psych|atr|st. treating Resnd'ent#B
o . . were submitted to ISDH via
clinical records contained accessible USPS Certified Mail and
Progress Notes as required for 1 of 4 electronic mail to ISDH legal
residents reviewed for Progress Notes in counsel and Breda Buroker,
a sample of (4). Division of Long Term Care.
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(Resident #B) ISDH legal counsel confirmed via
e-mail5/23/16 that all requested
o ) progress notes have been
Finding includes: received. Should additional
records or informationconcerning
The closed record for Resident #B was Resident #B be required, the
reviewed on 3/28/16 at 9:15 a.m. The fa0|ll|t.y will provide any )
. s d&i ncluded. but additionalrecords or information
resident's diagnoses included, but were upon request. 2. The records
not limited to, schizo-affective disorder, of any residents diagnosed with
depression, seizure disorder, high blood mental illness may include
pressure, and a history of anemia. The psychiatric progress notes similar
d beine foll dby hi to the records in question with
res'l ent was 'e?ng otiowe y. 1S. respect to Resident#B. 3. The
Primary Physician and a Psychiatrist. facility will provide all information
The last Progress Note completed by the requested relating to the
attending Physician was dated 1/23/16. investigation of an unusual
No P N f he Psvchiatri occurrence in compliance with
0 rOngSS otes r01.n the Psychiatrist applicable law. 4. Administrator
were available or provided upon request. and/or designee will be
responsible for ensuring that all
The Nurse's Notes were reviewed. The records are properly maintained
followi " ted: and for responding to all requests
oflowing entries were noted. ) to ensure all information is
9/15/15 at 10:40 a.m. - The resident was provided in Comp”ance with
seen by (Psychiatrist name) applicable law. 5.Date of
10/13/15 at 10:15 a.m.- The resident was %jtgm'c change will be May 24,
seen by (Psychiatrist name) '
1/15/16 at 11:30 a.m.- The resident was
seen by (Psychiatrist name)
3/11/16 at 11:30 a.m. - The resident was
seen by (Psychiatrist name)
No Progress Notes or any other notes
written by or completed by the
Psychiatrist were available in the
resident's record or upon being requested.
When interviewed on 3/28/16 at 10:30
a.m., the facility Administrator indicated
State Form Event ID: DCDS11 Facility ID: 001136 If continuation sheet Page 8 of 18
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she was not able to provide any Physician
Progress Notes completed by the
resident's Psychiatrist.
This Residential tag relates to Complaint
IN 00195742.
R 0381 410 IAC 16.2-5-11.1(e)(1-2)
Mental Health Screening - Offense
Bldg. 00 (e) The residential care facility shall not
admit residents with a major mental illness
if:
(1) the mental health service provider
determines that the resident ' s needs
cannot be met; and
(2) the residential care facility does not have
a means to access needed services to carry
out the comprehensive care plan.
Based on record review and interview, R 0381 1.The facility does not admit 05/17/2016
the facility failed to ensure they were able residents that the facility cannot
. . . meet the needs of or does not
to meet the needs of residents with major have means to access needed
mental illness related to providing the services to carry out the
residents with individual treatment plans comprehensive care plan. The
of care to meet their needs for 1 of 3 facility was aple to meet the
. . . . needs and did meet the needs of
residents reviewed with major mental
State Form Event ID: DCDS11 Facility ID: 001136 If continuation sheet Page 9 of 18
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illness in a sample of 4. (Resident #B) Resident#B. Progress notes from
the psychiatrist treating
o ) Resident#B were submitted to
Finding includes: ISDH May 3,2016 via USPS
Certified Mail and electronic mail
The closed record for Resident #B was to ISDH legal counsel and Breda
reviewed on 3/28/16 at 9:15 a.m. The Buroker, Division of Long Term
dent's di ncluded. but Care. ISDH legalcounsel
resident's diagnoses included, but were confirmed via e-mail 5/23/16 that
not limited to, schizo-affective disorder, all requested progress notes
depression, seizure disorder, high blood havebeen received. Should
pressure, and a history of anemia. The additional recordsor information
i ’ beine followed b h: concerning Resident #B be
resident was being followed by his required, the facility will
Prlmary Phys101an and a Psychlatrlst. provideany additional records or
The last Progress Note completed by the information upon request. 2. The
attending Physician was dated 1/23/16. records of any residents
No P N A he Psvehiatri diagnosed with mental illiness
0 rOngSS otes rom the Psychiatrist may include psychiatric progress
were available or provided upon request. notes similar to the records in
question with respect to Resident
The Nurse's Notes were reviewed. The #B. The Facility Administrator
followi " ted: and Director of Nursing review all
oflowing entries were noted. ) admission requests prior to
9/15/15 at 10:40 a.m. - The resident was acceptance_ Each potentia|
seen by (Psychiatrist name) resident submits a clinical
10/13/15 at 10:15 a.m.- The resident was sumrr?.arty. thtat Il’th|Ude a
o psychiatric treatment summary.
seen by (Psychiatrist name) ) This summary includes 1) contact
1/15/16 at 11:30 a.m.- The resident was information of the provider,
seen by (Psychiatrist name) 2)diagnosis, 3) treatment
3/11/16 at 11:30 a.m. - The resident was provided and psychiatric
by (Psychiatrist medications used past and
seen by (Psychiatrist name) current, 3) patient compliance, 4)
No Progress Notes or any other notes hospitalizations including number
written by or completed by the and dates. Any concerns or
Psychiatrist were available in the questions raised in reviewing the
resident's record or upon being requested summary or by applicant visit are
p greq ’ addressed by; 1) verbal contact
with the provider of the treatment,
A semi-annual Nursing assessment was 2) consultation with the local
completed on 1/8/16. The assessment CMHC or FQHC (as appropriate),
State Form Event ID: DCDS11 Facility ID: 001136 If continuation sheet Page 10 of 18
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indicated the resident needed redirection 3)assessing the facility's capacity
and encouragement. tg meet applicants needs ellther
directly orthrough community
providers. Clients are admitted
The resident's Service Plan was last where the setting is deemed
updated on 4/22/15. The Service Plan appropriate and consistent with
indicated staff were to monitor the theeyaluahop of the.mentall health
dent f v si £ probl service provider. Clients with
resi ept or early signs ol probiem needs that can’t be met are not
behavior. admitted. 3.The Facility will
provide all information requested
The 3/2016 Medication Record was relating to the investigation of an
. d. Th Phvsici d unusual occurrence in
reviewe 3 ere were y§101an orders compliance with applicable law
for the resident the following and will review all admission
medications: requests for appropriatenessin
Risperidone (an antipsychotic accordance with the procedures
dicati 4 milli oh previously outlined. 4. The
me %catlon) milligrams every night at Administrator and/or designee will
bedtime. be responsible for ensuring that
Haloperidol (an antipsychotic all records are properly
medication) 150 milligrams injections maintained and for responding to
th K all requests to ensure that all
once eve.ry ree.w.ee - information is provided in
Haloperidol 5 milligrams by mouth every compliance with applicable law ,
8 hours as needed. and for ensuring that all
Lorazepam (a medication for anxiety) 0.5 admission requests for
i oht at bedi appropriateness in accordance
muligrams every nght at bedtime. with the procedures previously
outlined. 5. Date of completion
Physician orders were electronically for systemic changes will be May
completed by the Psychiatrist on 3/11/16. 24,2016
The orders were to reorder the above
Haloperidol, Risperidone, and
Lorazepam. No Progress Notes related to
the continued use of the above
antipsychotic and anti anxiety
medications were provided to ensure the
resident's plan or care was being
monitored.
State Form Event ID: DCDS11 Facility ID: 001136 If continuation sheet Page 11 of 18




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

PRINTED: 05/24/2016
FORM APPROVED
OMB NO. 0938-0391

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

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
03/29/2016

NAME OF PROVIDER OR SUPPLIER

LAKE PARK RESIDENTIAL CARE INC

STREET ADDRESS, CITY, STATE, ZIP CODE
2075 RIPLEY ST
LAKE STATION, IN 46405

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

R 0383

Bldg. 00

When interviewed on 3/28/16 at 10:30
a.m., the facility Administrator indicated
she was not able to provide any Physician
Progress Notes completed by the
resident's Psychiatrist.

This Residential tag relates to Complaint
IN 00195742.

410 IAC 16.2-5-11.1(g)(1-2)

Mental Health Screening - Deficiency

(9) The residential care facility, in
cooperation with the mental health service
providers, shall develop the comprehensive
careplan for the resident that includes the
following:

(1) Psychosocial rehabilitation services that
are to be provided within the community.
(2) A comprehensive range of activities to
meet multiple levels of need, including the
following:

(A) Recreational and socialization activities.
(B) Social skills.

(C) Training, occupational, and work
programs.

(D) Opportunities for progression into less
restrictive and more independent living
arrangements.

Based on record review and interview the

R 0383 1. The plan of care for
Resident#B was developed in

05/17/2016
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facility failed to ensure a resident's plan cooperation with the mental
of care was developed in cooperation g?gg:’ez:r:(';: ?rrc?r\:?r?;
with the mental health services related to psychiatrist treating Resident#B
the lack of Progress Notes including a were submitted to | S D H May
physical and mental examination of the 3,2016 via USPS Certified Mail
resident, an assessment of his symptoms, andelectronic mail to ISDH legal
L fih dent dicati counsel and Breda Buroker,
monitoring of the resident's medications, Division of Long TermCare.
and evaluating if each residents needs ISDH legal counsel confirmed
were met for 1 of 4 residents reviewed viae-mail 5/23/16 that all
for mental health services. requested progress notes have
Resident #B been received. Should additional
(Resident #B) records or informationconcerning
Resident #B be required, the
Finding includes: facility will provide any
additionalrecords or information
. upon request. 2. The records
Thej, closed record for Resident #B was of any resident diagnosed with
reviewed on 3/28/16 at 9:15 a.m. The mental illness may include
resident's diagnoses included, but were psychiatric progress notes, similar
not limited to, schizo-affective disorder, to the rtefoss 'z qute:;on with
. . . . respect to Resident #B. Treatment
depression, seizure disorder, high blood P _ reatmen
. - notes related to services provided by
pre'ssure, and a hlstory of anemla: The thepsychiatrist/mental health
resident was being followed by his service provider will be included in
Primary Physician and a Psychiatrist. the Facility record. These notes will
The last Progress Note completed by the be reviewed and addressedwhen
attending Physician was dated 1/23/16. developing the Facility care plan and
.. i b t revisions. Further,
No Progress Notes from the Psychiatrist ',n subsequen re_V's'ons ur e_r @
: i licensed nurse will collaboratewith
were available or provided upon request. the psychiatrist/mental health
service provider to provide an
The Nurse's Notes were reviewed. The overview ofthe resident’s condition
following entries were noted: as necessary to facilitate the
9/15/15 at 10:40 a.m. - The resident was resident’s treatmentand
b (P hiatrist ) development and/or modification of
seen by (Fsychiatrist name . the plan of care. 3.The facility
10/13/15 at 10:15 a.m.- The resident was will provide all information
seen by (Psychiatrist name) requested relating to the
1/15/16 at 11:30 a.m.- The resident was investigation of an unusual
State Form Event ID: DCDS11 Facility ID: 001136 If continuation sheet Page 13 of 18
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seen by (Psychiatrist name) occurrence in compliance with
3/11/16 at 11:30 a.m. - The resident was applicable law, and will develop
C . d dify th ident’s pl f
seen by (Psychiatrist name) an /_or moatty i € res_' entsplano
carein cooperation with the
NO. Progress Notes or any other notes psychiatrist/mental health provider
written by or completed by the in accordance withthe procedures
Psychiatrist were available in the previously outlined 4. The
resident's record or upon being requested. Administrator and/or designee will
be responsible for ensuring that
. . all records are properly
A semi-annual Nursing assessment was maintained and for responding to
completed on 1/8/16. The assessment all requests to ensure that all
indicated the resident needed redirections information is provided in
and encouragement compliance with applicable law
g and for ensuring that residents’
plans of care are developedin
The resident's Service Plan was last cooperation with the
updated on 4/22/15. The Service Plan psychiatrist/mental health
indicated staff were to monitor the services providers |naccgrdance
. . with the procedures previously
resident for early signs of problem outlined 5. Date of completion for
behavior. systemic change will be May 24,
2016.
The 3/2016 Medication Record was
reviewed. There were Physician orders
for the resident the following
medications:
Risperidone (an antipsychotic
medication) 4 milligrams every night at
bedtime.
Haloperidol (an antipsychotic
medication) 150 milligrams injections
once every three weeks.
Haloperidol 5 milligrams by mouth every
8 hours as needed.
Lorazepam(a medication for anxiety) 0.5
milligrams every night at bedtime.
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When interviewed on 3/28/16 at 10:30
a.m., the facility Administrator indicated
she was not able to provide any Physician
Progress Notes completed by the
resident's Psychiatrist.
This Residential tag relates to Complaint
IN 00195742.
R 0384 410 IAC 16.2-5-11.1(h)
Mental Health Screening - Deficiency
Bldg. 00 (h) The residential care facility shall provide
or arrange for services to carry out the
resident ' s comprehensive care plan.
Based on record review and interview the R 0384 1. The facility did ensure that 05/17/2016
facility failed to ensure arrangements arrangements V\I/ere made to carry
. , out Resident#B's comprehensive
were made to carry out the resident's plan of care.Progress notes from
comprehensive plan of care related to the psychiatrist treating
failure to provide Progress Notes from Resident#B's were submitted to
the Psychiatrist for 1 of 2 residents the ISDH o.n'May 3_’ 2016 via
. . USPS Certified Mail and electronic
reviewed for mental health care plans in a _
. mail to ISDH legal counsel and Breda
sample of 4. (ReSIdem #B) Buroker,Division of Long Term Care.
ISDH legalcounsel confirmed via
Findings includes: e-mail 5/23/16 that all requested
progress notes havebeen received.
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Should additional recordsor
The closed record for Resident #B was information concerning Resident #B
. be required, the facility will
reviewed on 3/28/16 at 9:15 a.m. The .: e |y |
. . . provideany additional records or
resident's diagnoses included, but were . )
T ] ) ) information upon request 2. The
not limited to, schizo-affective disorder, records of any residents
depression, seizure disorder, high blood diagnosed with mental illness
pressure, and a history of anemia. The may include psychiatric progress
. . . notes similar to the records in
resident was being followed by his . )
] o o question with respect to
Primary Physician and a Psychiatrist. Resident# B.
The last Progress Note completed by the A licensed nurse will provide
attending Physician was dated 1/23/16. medication administration
No Progress Notes from the Psychiatrist toadmitted residents.
. . Thepsychiatrist/mental health
were available or provided upon request. _ _
services provider and/or case
managers will providemental health
A semi-annual Nursing assessment was treatment and counseling as
completed on 1/8/16. The assessment needed. The recommendations
indicated the resident needed redirections from each party shall betaken into
and encouragement consideration in the development
and execution of the plan ofcare. All
. , . actions of the plan of careshall be
The resident's Service Plan was last noted in the individual resident’s
updated on 4/22/15. The Service Plan clinical record. The facility makes
indicated staff were to monitor the space available on site for residents
resident for early Signs Of problem tomeet with and receive treatment
behavior services from their psychiatrist/
mental healthservices providers. In
. the event that itis not logistically
The 3/2016 Medication Record was possible to provide needed services
reviewed. There were Physician orders on site (for example,inpatient
for the resident the fOllOWing hospitalization, outpatient therapy
medications: and/or Adult Intensive
Risperidone (an antipsychotic CareServices), residents are
. . [ . transported to the local CMHC.
medication) 4 milligrams every night at o .
. Additionally, the facility has access
bedtime. toemergency services 24 hours a day
Haloperidol (an antipsychotic through the local CMHS, which
medication) 150 milligrams injections includesassessment and
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once every three weeks. hospitalization, if appropriate.
Haloperidol 5 milligrams by mouth every 3. The facility will provide all
8 hours as needed. |nf0|.'mat|o.n re_quested relating to
the investigation of an unusual
Lorazepam 0.5 milligrams every night at occurrence in compliance with
bedtime. applicable law, and provide or
arrange for the provision of
An Unusual Event Report was completed servicesas necessary to carry out the
was completed on 3/14/16 at 1:54 a.m. residents’ plahs of care in
The report was completed by RN #1. :::Ir :j;\c/eom;: :zep:c:j;:s
The report indicated on 3/13/16 at 9:20 Administrator and/or designee will
p.m., RN #1 was called by CNA #1 and be responsible for ensuring that
the CNA yelled that the resident had all reco'rds are properly .
hung. RN #1 entered the room and maintained and for responding to
all requests to ensure that all
observed the resident with a cord around information is provided in
his neck and attempted to get the cord compliance with applicable law
from around his neck but could not get ’rzgi(:iL?]rtsn;::izgo:hce:rlhzre
her fingers under the cord. 911 was carried out inaccordance with the
called. LPN #2 entered with scissors and procedures previously outlined.
the cord was cut. The resident was 5. Date systemic changes will be
positioned flat and CPR was initiated. complete May 24, 2016.
The local police and Fire Department
EMT's arrived and transported Resident
#B to the hospital. The report listed the
"Type of Event" as "Suicide Attempt."
The Nurse's Notes were reviewed. The
following entries were noted:
9/15/15 at 10:40 a.m. - The resident was
seen by (Psychiatrist name)
10/13/15 at 10:15 a.m.- The resident was
seen by (Psychiatrist name)
1/15/16 at 11:30 a.m.- The resident was
seen by (Psychiatrist name)
3/11/16 at 11:30 a.m. - The resident was
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seen by (Psychiatrist name)

No Progress Notes or any other notes
written by or completed by the
Psychiatrist were available in the
resident's record or upon being requested.

When interviewed on 3/28/16 at 10:30
a.m., the facility Administrator indicated
Resident #B expired at the hospital. The
Administrator indicated she was not able
to provide any Physician Progress Notes
completed by the resident's Psychiatrist.

This Residential tag relates to Complaint
IN 00195742.
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