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This visit was a fundamental 

recertification and state licensure survey.

Dates of  Survey:  May 16, 17, 18, 19, 

and 20, 2016.

Facility number:  003834

Provider number:  15G708

AIM number:  200453440

The following federal deficiency also 

reflects a state finding in accordance with 

460 IAC 9.
Quality Review of this report completed by 

#15068 on 5/24/16.  

W 0000  

483.460(l)(2) 

DRUG STORAGE AND RECORDKEEPING 

The facility must keep all drugs and 

biologicals locked except when being 

prepared for administration.

W 0382

 

Bldg. 00

Based on observation and interview, the 

facility failed to ensure medications were 

locked except when they were being 

prepared for administration for 2 of 2 

sampled clients (clients #1 and #2), and 2 

additional clients (clients #3 and #4).

Findings include:

Clients #1, #2, #3, and #4 were observed 

W 0382 All staff have received additional 

training on the proper storage 

ofmedications. This training 

included securing the medications 

in the lockedcabinet prior to 

leaving the medication area. The 

QIDP, Residential Manager 

ornurse will complete spot 

checks for one month to ensure 

that themedication storage policy 

is being followed.  These 

unannounced spotchecks will be 

completed three times on first 
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during the group home observation 

period on 5/18/16 from 5:57 A.M. until 

7:30 A.M.  Upon entering the group 

home at 5:57 A.M., a one-half tablet of 

medication was observed in a medication 

cup on the counter in the medication 

room.  Direct care staff #1 was the only 

staff in the group home and was in the 

kitchen.  The medications were 

accessible to clients #1, #2, #3, and #4.  

At 6:05 A.M., direct care staff #1 walked 

into the medication room and put the 

one-half tablet of medication in the 

medication cabinet and then locked the 

cabinet.  Direct care staff #1 was 

interviewed on 5/18/16 at 6:06 A.M.  

When asked what medication was in the 

cup that she just locked in the cabinet, 

direct care staff #1 stated, "That was 

[client #2's] Valium (anti-anxiety 

medication)."

Program Director #1 was interviewed on 

5/19/16 at 11:10 A.M.  Program Director 

#1 stated, "Medications are to be locked 

when they aren't being administered."

9-3-6(a)

shift, three times on secondshift, 

three times on third 

shift. Thereafter, weekly spot 

checks will becompleted.  

Observations will be documented 

on a Medication 

AdministrationTracking form and 

turned into the director 

monthly so compliance can 

bemonitored.
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