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This visit was for a recertification and state 

licensure survey. 

Dates of Survey:  March 7, 8 and 9, 2016. 

Facility Number: 004375

Provider Number: 15G719

Aim Number: 200510170

These federal deficiencies reflect state findings in 

accordance with 460 IAC 9.

Quality Review of this report completed by 

#15068 on 3/16/16.  

W 0000  

483.460(k)(1) 

DRUG ADMINISTRATION 

The system for drug administration must 

assure that all drugs are administered in 

compliance with the physician's orders.

W 0368

 

Bldg. 00

Based on record review and interview for 

1 of 2 sampled clients (#1) and one 

additional client (#3), the facility failed to 

ensure clients received medications in 

accordance with their physician's orders.

Findings include:

Review of facility reportable incident 

reports on 3/8/16 at 2:55 PM indicated 

W 0368 Nurse will retrain all staff in the 

home onadministering client 

medications according to the 

prescriptions listed onPhysicians 

Orders and appropriate 

completion of buddy checks to 

preventerrors.  Further incidents 

of medication errors will result in 

correctiveaction for staff.  The 

QIDPand/or Program Coordinator 

and/or Nurse will complete at 

least 4 observationsweekly for 1 

03/25/2016  12:00:00AM
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the following medication error reports:

Client #1:

9/1/15 7:00 PM staff failed to administer 

client #1's anxiety medication, 

clonazepam, 0.5 milligrams/mg.

Client #3:

9/28/15 7:00 AM staff failed to 

administer client #3's Aspirin and 

Calcium with Vitamin D.

10/05/15 7:00 AM and 7:00 PM staff 

failed to administer client #3's Nystatin 

stoma medication. 

Interview with administrative staff on 

3/9/16 at 12:00 PM indicated all 

medications should be administered 

without error.

9-3-6(a)

month and then 1x a week for 3 

months and then monthly on 

anon-going basis to ensure that 

all medications are administered 

properly. 

483.460(m)(1)(i) 

DRUG LABELING 

Labeling for drugs and biologicals must be 

based on currently accepted professional 

principles and practices.

W 0388

 

Bldg. 00

Based on observation, record review, and 

interview, the facility failed for 1 of 4 

clients observed during morning 

medication administration (client #3), to 

have the medication labeled.   

W 0388 Nurse will retrain allstaff in the 

home on checking in medication 

received from the pharmacy 

toensure it is labeled correctly 

and meets the current accepted 

professionalprinciples and 

practices for labeling drugs and 

biologicals. 

03/25/2016  12:00:00AM
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Findings include:

An observation of the morning 

medication administration was conducted 

at the group home on 3/08/16 from 6:33 

A.M. until 7:35 A.M.  Client #3's 

medications were administered via 

gastric tube/g-tube by the House 

Manager/Program Coordinator (HM) #1 

at 6:33 A.M.  A bottle was taken from 

client #3's medication bin. The 

medication was applied to the stoma of 

the client's g-tube. The bottle was labeled 

as "Stomahesive."  The bottle did not 

contain client #3's name or instructions 

for administration.  The bottle did not 

contain a pharmacy label. 

A review of the Medication 

Administration Record/MAR dated 

March 2016 was conducted at 7:04 A.M. 

on 3/08/16.  The MAR indicated client 

#3 received Nystatin powder (anti-fungal) 

to her stoma area twice daily.

Interview with the QIDP/Qualified 

Intellectual Disabilities Professional was 

conducted on 3/08/16 at 11:45 A.M.  The 

QIDP indicated all medications should be 

labeled with each client's name and 

instructions for administration. 

9-3-6(a)

 

TheQIDP and/or Program 

Coordinator and/or Nurse will 

complete at least 4observations 

weekly for 1 month and then 1x a 

week for 3 months and then 

monthlyon an on-going basis to 

ensure that all medications are 

labeled correctly perthe current 

accepted professional principles 

and practices for labeling 

drugsand biologicals.  
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