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This visit was for a fundamental annual
recertification and state licensure survey.

Dates of survey: September 9, 10, 11,
and 12, 2013.

Facility number: 012484
Provider number: 15G788
AIM number: 201011390A

Surveyor:
Susan Reichert, QIDP

The following federal deficiency also
reflects state findings in accordance with
460 TAC 9.

Quality review completed September 26,
2013 by Dotty Walton, QIDP.
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Based upon record review and interview
for 1 of 4 sampled clients (client #4), the
facility failed to ensure medications were
passed as indicated in physician's orders.

Findings include:

The facility's incidents reported to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
9/9/13 at 4:26 PM. A BDDS report dated
1/20/13 indicated client #4 was given
another client's medications of Thorazine
(anti-psychotic) 100 mg (milligrams),
Zyprexa (anti-psychotic) 15 mg, and
omeprazole (Gastroesophageal disorder)
20 mg. The report indicated the nurse
assessed the client and notified the
primary care physician who
recommended staff hold client #4's 7:00
PM Risperdal. The report indicated client
#4's neurological signs were monitored
and staff was counseled and retrained.

The Residential Director was interviewed
on 9/11/13 at 4:35 PM. She indicated the
staff who administered the medications
incorrectly had been retrained, but was
unable to pass the training and had been

1/20/13. The staff member who
made the error had been trained
in the Indiana required Core A
and B curriculum and passed the
tests with the required
competency. Immediate action
was taken which included not
allowing this particular staff
member to administer
medication, re-training of all staff
on the AWS Medication
Administration policy and
requiring this staff person to
re-take Core A and B. Upon
recertifying, the staffs level of
competency of the information
provided, did not meet the
required score and subsequently,
the staff person was terminated
from employment with AWS.
There have been no further
incidents of this type. The
manager and QDDP complete
regular observations of staff and
document those which are
reviewed by the director for
compliance.
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DRUG ADMINISTRATION

The system for drug administration must

assure that all drugs are administered in

compliance with the physician's orders.

WO000368 | This medication error occurred on 10/12/2013
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