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WO000000
This visit was for a fundamental W000000
recertification and state licensure survey.
Dates of Survey: January 28, 29, 30,
31, and February 3, 2014.
Facility number: 000680
Provider number: 15G144
AIM number: 100243080
Surveyor: Tim Shebel, LSW
The following federal deficiency also
reflects a state finding in accordance
with 460 IAC 9.
Quality Review completed 2/4/14 by
Ruth Shackelford, QIDP.
W000369 | 483.460(k)(2)
DRUG ADMINISTRATION
The system for drug administration must
assure that all drugs, including those that
are self-administered, are administered
without error.
Based on observation, record review, WO000369 | The staff member who made the 02/28/2014
and interview, the facility failed to error has been retrained
L. . onGemfibrozil being administered
assure medications were administered appropriately and re trained on
according to physician's orders for 1 of 3 Med Pass Review.The team
sampled clients (client #1). leader will review, with all staff,
the special instructions as they
Findi include: apply to theGemfibrozil being
Indings 1nclude: given 30 minutes prior to meals.
All staff in the home willreceive
Client #1 was observed during the group medication training specific to all
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home observation period on 1/29/14 medications being given at
from 5:22 A.M. until 7:30 A.M. At 6:19 gl‘f;"]’ps“lp;ft::gf Zr,‘gnf;"iw'”g
. . ysici instructi
AM,, client #1 pour.ed himself a bowl of written on themedication
cereal and began eating. At 6:34 A.M. administration record. Staff will be
direct care staff #1 assisted client #1 to re-trained on following the 6rights
the medication room and administered of medlcat'lon 'adm|n.|strat|on. Al
hi . dicati hich included other medications with
1S morning @e 1cations W .IC Include specialinstructions will be
a Gemfibrozil 600 mg (milligram) tablet identified and reviewed with all
(cholesterol medication). Client #1 was staff to ensure theirunderstanding
assisted back to the dining room table of accurate dlspen?atlon. The ID]—
here h d eatin hi | will be completing “MockSurveys
where he resumed eating his cereal. on an on-going monthly basis at
all group homes and will observe
Client #1's record was reviewed on atleast one medication pass while
1/30/14 at 9:12 A.M. Review of client mbthe home. Thg'te:;m leader will
, . observe onemedication pass per
#1 S 11/12/13 phy51c.1an s orders ] week for a period of 2 months, to
indicated the following: "Gemfibrozil ensure staff arefollowing all
oral tablet 600 mg. Take 1 tablet {600 physicians orders as written.
mg} by oral route (by mouth) 2 times
per day 30 minutes before morning and
evening meals."
Nurse #1 was interviewed on 1/30/14 at
11:11 A.M. Nurse #1 stated client #1's
Gemfibrozil was to be "administered 30
minutes before his morning and evening
meal."
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