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This visit was for a fundamental 

recertification and state licensure survey. 

Dates of Survey: March 10, 12, 13, 14, 

2014   

Facility Number:  000935

Aims Number: 100235180

Provider Number: 15G421

Surveyor:  Mark Ficklin, QIDP

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality Review completed 3/27/14 by 

Ruth Shackelford, QIDP.  
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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.

Based on observation, record review, and 

interview, the facility failed for 1 of 3 

sampled clients observed to be 

administered medications (#1), to ensure 

client #1 received his medication without 

error.

Findings include:

Observation was done at the group home 

on 3/13/14 from 5:38a.m. to 6:42a.m. 

Client #1 was observed to receive 

medication at 6:02a.m. Client #1 did not 

receive the medication LacHydrin 12%. 

Client #1 left the medication room and 

staff #5 indicated client #1 had received 

all of his medications. Review of client 

#1's 3/14 medication administration 

record (MAR) on 3/13/14 at 6:21a.m. 

indicated client #1 had not been given his 

LacHydrin 12%  (for dry feet). At 

6:23a.m., client #1 indicated he had not 

received LacHydrin for his dry feet and 

staff #5 indicated they had forgotten to 

administer client #1's LacHydrin 12%.      

Record review of client #1's 3/14 MAR 

on 3/13/14 at 6:21a.m. indicated client #1 

had physician's orders to receive 
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- The faculty must ensure that the 

system for drug administration 

assures that all drugs, including those 

that are self-administered, are 

administered without error.

 

- All staff will be retrained by the 

nurse on medication administration 

and documentation.

 

- Residential Manger will monitor 

medication administrations daily.

 

- Program Manger will monitor 

medications administration weekly.

 

- Nurse will monitor medications 

administration weekly.

 

- The facility has a policy regarding 

client rights which remains 

appropriate, as well as, a policy 

regarding grievance procedures 

which remains appropriate; these 

policies will be reviewed with all 

clients in the home.
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LacHydrin 12% for dry feet at 6a.m. 

medication pass.    

Interview on 3/13/14 at 10:08a.m. of staff 

#2 (nurse) indicated client #1 had 

physician orders for LacHydrin 12% for 

dry feet at 6a.m. Staff #2 indicated client 

#1 should have received LacHydrin 12% 

for dry feet during his 6a.m. medication 

pass.     
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