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This visit was for a fundamental 

recertification and state licensure survey. 

Dates of Survey:  6/18, 6/19, 6/22, and 

6/23/2015.  

Facility Number: 012373

Provider Number: 15G765

AIMS Number: 200993530

This federal deficiency also reflects a 

state finding in accordance with 460 IAC 

9.

W 0000  

483.460(l)(2) 

DRUG STORAGE AND RECORDKEEPING 

Only authorized persons may have access 

to the keys to the drug storage area.

W 0383

 

Bldg. 00

Based on observation, record review, and 

interview, for 2 of 2 sampled clients 

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

clients (clients #3 and #4), the facility 

staff failed to ensure the medication keys 

were kept secured and to ensure clients 

#1, #2, #3, and #4 did not have access to 

the medication keys.

Findings include:

On 6/19/15 from 5:40am until 7:40am, 

observation and interview were 

W 0383 Keys for the Medication cabinet 

will always be kept secure during 

and after med passes by either 

the staff keeping the key on their 

person until finished, or being 

replaced in a locked storage 

container. House staff will be 

retrained on this policy.

All group homes will be checked 

and will be required to have a 

lock box for their keys.

All group home staff will be 

retrained to remind them of the 

importance of making sure that 

the medication keys are always 

secured in the home.

The Residential Manager, QDDP, 
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completed for clients #1, #2, #3, and #4.  

During the observation period, clients #1, 

#2, #3, and #4 independently accessed 

the areas inside the group home.  From 

5:40am until 6:25am, clients #1, #3, and 

#4 had their medications administered by 

Group Home Staff (GHS) 

#1.  At 5:40am, GHS #1 took client #3's 

medication to his bedroom and left the 

medication cabinet keys sitting unsecured 

on the desk inside the open medication 

office.  At 6:10am, client #1 was 

prompted to walk into the 

medication/office room by GHS #1.  At 

6:10am, GHS #1 left sight of the 

medication/office area after administering 

client #1's medications and left the 

medication keys unsecured on the desk.  

At 6:25am, client #4 walked into and out 

of the medication office while the 

medication cabinet key was unsecured on 

top of the medication cabinet.  At 

6:35am, GHS #1 indicated the 

medication cabinet keys were secured 

now and moved the key from on top of 

the medication cabinet and placed the key 

inside the key safe on the wall.  At 

6:35am, GHS #1 stated the medication 

cabinet keys should be secured "at all 

times."  GHS #1 indicated clients #1, #2, 

#3, and #4's medications were kept inside 

the medication cabinet.

On 6/19/15 at 9:00am, an interview with 

CS Coord. or CS Nurse will 

observe weekly in the group 

home to insure that this policy is 

being followed by all staff.

July 9, 2015 Community Supports 

Associate Director
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the QIDP (Qualified Intellectual 

Disabilities Professional) was conducted.  

The QIDP stated the medication cabinet 

keys should be kept secured at "all 

times."      

On 6/19/15 at 9:00am, a record review 

was conducted of the facility's policy and 

procedures, 5/8/2015 "Medication 

Administration Handbook" which 

indicated the medication cabinet keys 

should be kept secured by the facility 

staff.  

On 6/19/15 at 9:00am, an interview with 

the agency nurse was conducted.  The 

agency nurse indicated medication 

cabinet keys should be kept secured when 

medications were not administered.  The 

agency nurse indicated the facility 

followed "Living in the Community" 

training for medication administration.  

On 6/19/15 at 9:00am, a record review of 

the facility's undated "Living in the 

Community" Core A/Core B training for 

medication administration indicated in 

"Core Lesson 3: Principles of 

Administering Medication" medications 

keys should be kept secured.

9-3-6(a)
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