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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  November 13, 14, 15 

and 19, 2012  

Provider Number: 15G594

Aims Number: 100245590

Facility Number:  001108

Surveyor: Mark Ficklin, Medical 

Surveyor III

This deficiency also reflects state findings 

in accordance with 460 IAC 9. 

Quality review completed December 3, 

2012 by Dotty Walton, Medical Surveyor 

III.
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483.450(e)(4)(ii) 

DRUG USAGE 

Drugs used for control of inappropriate 

behavior must be gradually withdrawn at 

least annually in a carefully monitored 

program conducted in conjunction with the 

interdisciplinary team, unless clinical 

evidence justifies that this is contraindicated.

W317: Drug Usage

 

- The nurse has been inserviced 

to contact the doctor in regards to 

any medication changes.

 

- The PC has been inserviced to 

hold an IDT meeting so that the 

team can discuss medication 

changes.

 

- Specifically for Client #1 the 

team will complete an IDT and 

discuss the medication 

recommendation for Abilify. The 

psychiatrist has been notified.

 

- The PC will conduct weekly 

home visits to ensure that all 

recommendations related to 

behavior medications have been 

approved by the IDT team and 

implemented.

   

Staff Responsible: PC & Nurse

12/19/2012  12:00:00AMW0317Based on record review and interview, the 

facility failed for 1 of 4 sampled clients 

(client #1) who took behavior control 

drugs, to ensure the behavior control 

medications were monitored with the 

input of the interdisciplinary team (IDT) 

and the prescribing physician. 

Findings include:

Review of the record of client #1 was 

done on 11/15/12 at 11:05a.m. Client #1's 

8/1/12 individual support plan (ISP) 

indicated client #1's diagnoses included, 

but were not limited to, Mood Disorder. 

Primary Care Physician's orders on 

11/6/12 indicated client #1 received the 

behavior control medication Abilify 5 

milligrams one per day for Mood 

disorder. Client #1's behavior medication 

(Abilify) had been prescribed and 

monitored by her psychiatrist. The 

psychiatrist on 2/12/12, had ordered 

Abilify 10 milligrams two times a day for 

Mood Disorder. On 8/24/12 the 

psychiatrist had indicated "no changes." 

Client #1 had a documented visit to her 
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Primary Care Physician on 9/20/12. The 

Primary Care Physician on 9/20/12 had 

changed the behavior medication 

(Abilify) to 5 milligrams per day. There 

was no documentation the prescribing 

psychiatrist or the facility's IDT had been 

consulted in regards to the behavior 

medication change. 

Interview of staff #1 (area director) on 

11/15/12 at 1:28p.m. indicated client #1 

currently received Abilify 5 milligrams 

daily. Staff #1 indicated the Abilify had 

been prescribed by the psychiatrist. Staff 

#1 indicated on 9/20/12 client #1's 

Primary Care Physician had changed the 

daily dosage of the behavior medication, 

Abilify. Staff #1 indicated the facility's 

IDT had not been involved with the 

medication reduction and was not aware 

of the reason the Primary Care Physician 

had changed the Abilify order. Staff #1 

indicated there was no documentation the 

prescribing psychiatrist had been 

consulted in regards to the medication 

change. Staff #1 was interviewed on 

11/19/12 at 10:21a.m. Staff #1 indicated 

they had contacted client #1's psychiatrist 

and the psychiatrist indicated he was not 

aware of any medication changes 

regarding the behavior medication 

(Abilify).  

9-3-5(a) 
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