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Substantiated. State
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and R0383.

and 19, 2022.

with 410 IAC 16.2-5.

October 28, 2022.

Investigation of Complaints
IN0O0391900 and IN0O0392186.

Complaint INO0391900 -

deficiencies related to the
allegations are cited at R0045.

Complaint INO0392186 -

deficiencies related to the
allegations are cited at R0045

Survey date: October 17, 18
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Residents' Rights - Deficiency
410 IAC 16.2-5-1.2(r)(6-9)

(6) Before an interfacility transfer or
discharge occurs, the facility must,
on a form prescribed by the
department, do the following:

(A) Notify the resident of the
transfer or discharge and the
reasons for the move, in writing,
and in a language and manner that
the resident understands. The
health facility must place a copy of
the notice in the resident ' s clinical
record and transmit a copy to the
following:

(i) The resident.

(ii) A family member of the resident
if known.

(iii) The resident ' s legal
representative if known.

(iv) The local long term care
ombudsman program (for
involuntary relocations or
discharges only).

(v) The person or agency
responsible for the resident ' s
placement, maintenance, and care
in the facility.

(vi) In situations where the resident
is developmentally disabled, the
regional office of the division of
disability, aging, and rehabilitative
services, who may assist with
placement decisions.

(vii) The resident ' s physician
when the transfer or discharge is
necessary under subdivision
(4)(C), (A)(D), (4)(E), or (4)(F).

67 (02/99) Previous Versions Obsolete
(B) Record the reasons in the

resident ' s clinical record.

R 0045

Event ID: 4POY1

This plan of correction is
submitted as

required under State and
Federal law.

The submission of this Plan
of Correction does not
constitute an

admission on the part of The
Harrison as to the accuracy of
the surveyors’

findings or the conclusions
drawn therefrom.
Submission of this Plan of
Correction also does not
constitute an

admission that the findings
constitute a deficiency or that
the scope and

severity regarding the
deficiency cited are correctly
applied. Any changes to

the Community’s policies and
procedures should be
considered subsequent
remedial measures as that
concept is employed in Rule
407 of the Federal Rules

of Evidence and any
corresponding state rules of
civil procedure and should be
inadmissible in any
proceeding on that basis.
The Community submits this
plan of correction with the
intention that it

be inadmissible by any third
party in any civil or criminal
action against the
Community or any employee,
agent, officer, director,
attorney, or shareholder

of the Community or affiliated
companies.
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Mental Health Screening -
Deficiency

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

(g9) 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 facility failed to
ensure a resident (Resident D)
had a comprehensive care plan
developed in cooperation with
mental health providers for 1 of
3 residents reviewed for
transfer/discharge.

Findings include:

On 3/18/22 at 11:30 a.m., the
closed medical record was
reviewed for Resident D. The
diagnoses included, but was not

- Jinpites] 1o BiRQlar disyder. (@

major mental illness) and

post-traumatic stress related to

PR [ R R 1Y
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applied. Any changes to
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considered subsequent
remedial measures as that
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407 of the Federal Rules

of Evidence and any
corresponding state rules of
civil procedure and should be
inadmissible in any
proceeding on that basis.
The Community submits this
plan of correction with the
intention that it

be inadmissible by any third
party in any civil or criminal
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from
correcting provided it is determined that other safeguards provide sufficient protection to the patients. (See
instructions.)
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