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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Survey dates:  May 2 and 3, 2012

Facility Number:  000641

Provider Number:   15G103

AIMS Number:  100234120

Surveyor:  Kathy Craig, Medical Surveyor 

III

This deficiency also reflects state findings 

under 460 IAC 9.

Quality Review was completed on 

5/10/12 by Tim Shebel, Medical Surveyor 

III.
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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.

On 5/3/12 all staff were trained to 

read the labels and pharmacy 

recommendations prior to 

administering medications. Staff 

were specifically trained on the 

requirement of client #1 taking a 

specific medication before 

meals/food. In order to prevent 

this in the future, the QDDP, Res 

manager, or nurse will conduct 

medication audits one time per 

week to make sure medications 

are administered as 

prescribed.failure to comply will 

result in disciplinary action.Person 

responsible:QDDP, Res 

Manager, Nurse

05/03/2012  12:00:00AMW0369Based on observation, record review, and 

interview, the facility failed to give 

without error 1 of 5 medications to 1 of 4 

sampled clients (client #1).

Findings include:

Observations were conducted at the group 

home on 5/3/12 from 6:15 AM to 7:50 

AM.  At 6:25 AM, client #1 sat down to 

eat breakfast which consisted of cereal, 

milk, toast, and juice.  At 6:55 AM, Staff 

#1 administered to client #1 a 20 mg 

(milligram) Omeprazole capsule (acid 

reducer).  The Omeprazole pharmacy 

label indicated to "take before food/meal."

Review on 5/3/12 at 7:45 AM of client 

#1's MAR (Medication Administration 

Record) did not indicate whether to take 

on an empty stomach or not.

Interview on 5/3/12 at 11:50 AM with the 

nurse was conducted.  The nurse indicated 

staff should have administered client #1's 

Omeprazole before breakfast.

9-3-6(a)
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