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Plan of Correction is NOT a legal
admission that a deficiency exists
or, that this Statement of
Deficiencies was correctly cited,
and is also NOT to be construed
as an admission against interest
by the residence, or any
employees, agents, or other
individuals who drafted or may be
discussed in the response or Plan
of Correction. In addition,
preparation and submission of
this Plan of Correction does NOT
constitute an admission or
agreement of any kind by the
facility of the truth of any facts
alleged or the correctness of any
conclusions set forth in this
allegation by the survey agency.
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R0243 410 IAC 16.2-5-4(e)(3)
Health Services - Deficiency
(3) The individual administering the
medication shall document the administration
in the individual ' s medication and treatment
records that indicate the:
(A) time;
(B) name of medication or treatment;
(C) dosage (if applicable); and
(D) name or initials of the person
administering the drug or treatment.
Based on interview and record review, the R0243 We respectfully disagree with the 04/20/2012
facility failed to ensure nursing staff be!ow citatlon and W°UId_ like
. d dicati t wh . for 2 of to introduce for your review the
sighed medica .10n outw . en given tor = o attached documentation. This
11 sampled residents reviewed for is provided for you review by
medications. (Resident #1 and Resident way of the Informal Dispute
#5) Resolution in effort to overturn
this ruling. Citation #1 410 IAC
.. . . 16.2-5-4 (e)(3)Health Services(1)
Findings include: What corrective action(s) will be
accomplished for those residents
1. Review of Resident #1's clinical record found to have been affected by
on 03/14/12 at 12:05 p.m. indicated the this deficient practice? Resident
followine: #1 and Resident #5’'s Medication
ofiowing: Administration Record was
reviewed and was noted to
Resident #1 had diagnoses which include the date, time, initial of
included, but were not limited to, severe nurse administering, and the
. .. . effectiveness of the medication
rheumatoid arthritis, osteoporosis, and o
administration. Although not
lung cancer. documented on the back of the
Medication Administration Record
A physician's re-write order for February it was found to exist within the
. .. . resident’s clinical record.(2) How
2012 listed medication orders which e .
. o the facility will identify other
included, but were not 11m1§ed tov, residents having the potential
Hydrocodone-Apap (narcotic pain to be affected by the same
medication) 5-500 milligrams (2) tablets deficient practice and what
to be given 4 times daily as needed for corrective action will be taken?
pain. This medication order was dated No other residents were found
State Form EventID:  QHI411 Facility ID: 004011 If continuation sheet Page 20of9
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11/14/11. to be affected. (3) What
measures will be put into place
A PRN (as needed) medication record for or Whaf S ystemic changes will
o . the facility make to ensure that
December 2011 indicated Resident #1 the deficient practice does not
received the Hydrocodone 5-500 recur?The Residence Director,
milligrams on 12/02/11 at 5:00 p.m. and Wellness Director, and licensed
9:30 p.m., on 12/08/12 at 9:00 a.m. and staff were re-educated to our
8:00 p.m., on 12/12/11 at 7:50 a.m., on policy and procedure regarding
) e ) T documentation in the
12/13/11 at 7:00 p.m., on 12/15/11 at 9:00 resident’s clinical record. The
p.m., and on 12/29/11 at 8:00 p.m. The Wellness Director and/or
December 2011 medication entries lacked Designee will be responsible to
documentation supporting who had given ensure °°"ti“'~'e‘_j co_rnpliance
the medication to Resident #1. w'tr_' docume:n?auon in the
resident’s clinical record upon
a change of condition per our
A PRN medication record for January policy and procedure.(4) How
2012 indicated Resident #1 received will the corrective action(s) will
Hydrocodone 5-500 milligrams on be monitored to ensure the
01/01/12 at 7:00 p.m.; on 01/05/12, on deficient practice will not recur,
) o ’ i.e., what quality assurance
01/12/12 at 7:00 p.m.; on 01/08/12 at program \:ill beyput into
10:00 a.m.; on 01/09/12 at 5:00 p.m.; on place?The Wellness Director
01/10/12 at 6:00 p.m.; on 01/13/12 at 6:00 and/or Designee will perform a
p.m.; on 01/17/12 at 10:00 a.m. and 9:00 ran%omtwe?k!y rleview gf
i . ) resident’s clinical record upon
p.m.; on 01/19/12 at 6:00 p.m.; on experiencing a change of
01/21/12 at 10:00 a.m. and 9:00 p.m.; and condition to ensure continued
on 01/22/12 at 9:00 p.m. The January compliance with our policy and
2012 medication record lacked procedure. Findings will be
documentation supporting who had given ;:ggm?i::gg ;zgzigu;??he
the Hydrocodone to Resident #1. end of the quarter to determine
the need for the ongoing
2. Review of Resident #5's clinical record .monitorir.19 pIan.lFinding .resulting
on 03/14/12 at 12:00 p.m. indicated in compliance will result in
. . . cessation of monitoring plan.
Resident #5 had diagnoses which
included, but were not limited to,
hypertension, dementia, bradycardia (slow
State Form EventID:  QHI411 Facility ID: 004011 If continuation sheet Page 30f9
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heart rate), and syncope (dizziness).

A physician's re-write order for February
2012 listed orders which included, but
were not limited to, Hydrocodone-Apap
5-500 milligrams to be given every 6
hours as needed for pain. This order was
dated 06/09/11.

A PRN medication record for February
2012 indicated Resident #5 received
Hydrocodone 5-500 milligrams on
01/12/12 at 6:00 p.m., on 01/14/12 at 1:00
p.m., on 01/17/19 at 8:00 p.m., and on
01/19/12 at 6:00 p.m. The medication
record lacked documentation supporting
who had given the Hydrocodone to the
resident.

Interview of the Wellness Director on
03/14/12 at 1:15 p.m., indicated she could
tell by the handwriting who the nurse was
who had given the Hydrocodone. The
Wellness Director indicated nursing staff
should always initial after giving
medications to residents.
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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 interview and record review, the R0349 We respectfully disagree with 04/20/2012
facility failed to ensure clinical records th_e ]
were completely and thoroughly Citation #2
. R 349410 IAC 16.2-5-8.1 (a)
documented to include the reason why a (1-4)Clinical Records
resident was sent out to a Behavioral Unit (1) What corrective action(s)
and the reason for administration of pain will be accomplished for those
medication. This affected 2 of 11 residents four'md to r.ma.ve been
sampled residents reviewed for charting a:?;ti?:: 7by this deficient
in clinical records. (Resident #4 and e itation and would like
Resident #8) to introduce for your review the
attached documentation. This
Findings include: is provided for you review by
way of the Informal Dispute
C . . Resolution in effort to overturn
1. During initial observation tour of the this ruling.
facility on 03/15/12 at 9:40 a.m. with the Resident #4 had documentation
Wellness Director present, Resident #4 as to several episodes of
was described as being out to a behavioral disturbance
. . . documented prior to transfer onto
Behavioral Unit due to refusing to take the geri psyche for evaluation and
her medications. possible treatment. Resident #1
had documentation regarding the
Review of Resident #4's clinical record on gztn(:"r:'i;?sr";nitizlnc;ft?]:rse
.. inistering,
03/15/12 at 2:00 p.m., indicated the S o e dication
following: that was administered. Although
not documented on the back of
State Form EventID:  QHI411 Facility ID: 004011 If continuation sheet Page 50f9
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The resident had diagnoses Whlch the Medication Administration
included, but were not limited to Record it was foun‘d to exist
4 . leen dhi ¢ within the resident’s clinical
epression, sleeplessness, and history o record.
hypertension, and stroke. (2) How the facility will identify
other residents having the
A hospital report, dated 11/19/11, potential to be affected by the
.. . . . same deficient practice and
indicated, "....Chief Complaint: Dementia . P . .
th behavioral i i ¢ what corrective action will be
with behavioral 1ssues. History of present taken?
illness: The patient (Resident #4)...was No other residents were found
. . to be affected.
brought to the (Psych Unit) with .
gj (Psy ) . (3) What measures will be put
delusions. She hears her son crying at into place or what systemic
night (according to Resident #4's clinical changes will the facility make
record her son is in a group home), talks to ensure that the deficient
. . . . P 2
to him. Everything is in codes. Coast is practice does not recur?
i . . The Residence Director,
clear. She is having severe paranoia and Wellness Director, and
problems with other residents." licensed staff were
re-educated to our policy and
procedure regarding
" . . " documentation in the
A "Resident Services Notes" entry, dated resident’s clinical record.
02/28/12 at 4:30 p.m., indicated, "CNA The Wellness Director and/or
. . Designee will be responsible
states resident vomited a small amount. to ensure continued
BP (blood pressure) 134/98 - (heart rate) compliance with documentation
X in the resident’s clinical
116 - (respiratory rate - 22 - temperature - record upon a change of
. diti 13 d
99.2. Resident states feels better. conartion per our poiicy an
procedure.
Resident states wants to eat dinner. States (4) How will the corrective
f 1 f " action(s) will be monitored
€cls Iime now. to ensure the deficient
practice will not recur,
.. i.e., what ality assurance
The clinical record lacked any further - what qua-ity assd
program will be put into
"Resident Services Notes" documentation place?
. The Wellness Director and/or
until 03/08/12. Designee will perform a
random weekly review of
. . resident’s clinical record
A "Resident Services Notes" entry, dated upon experiencing a change of
03/08/12 at 10:45 a.m., indicated, "To condition to ensure continued
. . compliance with our policy
(local hospital) via ambulance and procedure. Findings will
i ; b iewed duri
transportation for evaluation per € reviewed during a
State Form EventID:  QHI411 Facility ID: 004011 If continuation sheet Page 60f9
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(physicians name). Signs et symptoms of
psychosis."

A "Resident Services Notes"entry, dated
03/09/12 (no time documented),
indicated, "RD (Resident Director) spoke
with ER doctor last evening regarding
(Resident #4) - ER doctor stated resident
needed to be sent to (local psychiatric
hospital) for psych stay to be stabilized.
We discussed the requirement of (psych
hospital) to sign a form stating we would
take her (Resident #4) back. We wanted
to make sure we could have a nurse assess
the resident before we could say we could
take her back due to being Assisted
Living. We need to make sure we can
meet her needs. (Physician's name) stated
she (Resident #4) was paranoid and she
(the physician) was trying to help us get
her (Resident #4) to a geri-psych
(hospital) for stabilized (stabilization)."

Interview of the Wellness Director on
03/14/12 at 11:00 a.m., indicated the
facility policy was to chart "by
exception."

The Wellness Director was interviewed
regarding Resident #4's behavior
symptoms and reason for the resident
being sent to the psychiatric hospital. The
Wellness Director did not respond nor
answer the question.

scheduled Bliss House QA
meeting at the end of the
quarter to determine the need
for the ongoing monitoring
plan. Finding resulting in
compliance will result in
cessation of monitoring plan.
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2. Resident #8's clinical record was R0349 We respectfully disagree with 04/20/2012
reviewed on 3/15/12 at 2:00 p.m. Current th_e )
physician's orders, dated 2/24/12 Citation #2
. i > R 349410 IAC 16.2-5-8.1 (a)
included an order for Lortab 5/500 (1-4)Clinical Records
(narcotic pain medication),give one orally (1) What corrective action(s)
every 6 hours as needed for breakthrough will be accomplished for those
pain. residents found to have been
affected by this deficient
.. .. . practice?
The Medication Administration Record below citation and would like
for March 2012 showed that Lortab 5/500 to introduce for your review the
was given at the following times: 2/24/12 attached documentation. This
at 7:00 p.m., 2/25/12, at 7:30 p.m. and is provided for you review by
3/3/12 with no time given when way of t.he I.nformal Dispute
.. h h Resolution in effort to overturn
adm%ms‘.[ered. T 'e'Marf: 2012 . this ruling.
medication administration record did not Resident #4 had documentation
document any relief from the medication. as to several episodes of
behavioral disturbance
. documented prior to transfer onto
The policy a'nd proceflure for the geri psyche for evaluation and
Documentation, provided by the possible treatment. Resident #1
Administrator on 3/15/12 at 7:00 p.m., had documentation regarding the
indicated: "Resident Service notes- ... it is date, time, initial of nurse
tial that staff d tob i administering, and the
cssential that statl document observations effectiveness of the medication
and occurrences accurately and as soon as that was administered. Although
possible after they occur.... staff not documented on the back of
document only non routine observations the Medication Administration
d Medicati Record it was found to exist
an Occurrences...: ? lcations - within the resident’s clinical
document all medications on the record.
medication assistance record...document (2) How the facility will identify
prn (as needed) medications in the other residents having the
Resident Service Notes potential to be affected by the
’ same deficient practice and
what corrective action will be
taken?
No other residents were found
to be affected.
State Form EventID:  QHI411 Facility ID: 004011 If continuation sheet Page 80of9
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(3) What measures will be put
into place or what systemic
changes will the facility make
to ensure that the deficient

practice does not recur?

The Residence Director,
Wellness Director, and
licensed staff were
re-educated to our policy and
procedure regarding
documentation in the
resident’s clinical record.
The Wellness Director and/or
Designee will be responsible
to ensure continued
compliance with documentation
in the resident’s clinical
record upon a change of
condition per our policy and
procedure.

(4) How will 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?

The Wellness Director and/or
Designee will perform a
random weekly review of
resident’s clinical record
upon experiencing a change of
condition to ensure continued
compliance with our policy
and procedure. Findings will
be reviewed during a
scheduled Bliss House QA
meeting at the end of the
quarter to determine the need
for the ongoing monitoring
plan. Finding resulting in
compliance will result in
cessation of monitoring plan.
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