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 W0000

This visit was for a fundamental annual 

recertification and state licensure survey.  

This visit was in conjunction with the 

post-certification revisit (PCR) to the 

investigation of complaint #IN00104370 

completed on 02/27/12. 

Dates of survey:  April 9, 10 and 11, 

2012.         

Facility Number:    011138

Provider Number:  15G727

AIMS Number:       200824450

Surveyor:  Claudia Ramirez, RN/Public 

Health Nurse Surveyor III/QMRP

The following federal deficiencies also 

reflect state findings in accordance with 

460 IAC 9.

Quality Review completed on 4/20/12 by 

Tim Shebel, Medical Surveyor III.
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483.460(m)(1)(i) 

DRUG LABELING 

Labeling for drugs and biologicals must be 

based on currently accepted professional 

principles and practices.

All the medications have been 

checked by the nurse and are 

labeled appropriately. All staff 

received additional training on the 

AWS Medication Administration 

Policy and the Medication labeling 

policy.  The Medication 

Administration Checklist has 

been updated to include a check 

that all medications are labeled 

appropriately including the date 

that they were opened.  The MAR 

checklist is completed by the 

management staff weekly and is 

turned into the director so that 

compliance can be monitored. 

05/11/2012  12:00:00AMW0388

Based on observation, record review, and 

interview the facility failed for 1 of 4 

client (client #4), who receive medication, 

to have the medication labeled from the 

pharmacy.   

Findings include:

Observations were conducted at the group 

home on 04/09/12 from 3:30 PM until 

5:30 PM.  Client #4's medications were 

administered by staff #1 at 5:10 PM.    

A bottle of Pro-Stat (nutritional 

supplement) was taken from client #4's 

medication box.  The bottle did not 

contain client #4's name or instructions 

for administration.  The bottle did not 

contain a pharmacy label.  Client #4's 

April 2012 MAR (Medication 

Administration Record) indicated the 

medication was to be administered three 

times daily.   An interview was conducted 

on 04/09/12 at 5:15 PM, with staff #1.  

Staff #1 indicated the bottle was for client 

#4 and did not contain a pharmacy label.  

Client #4's record was reviewed on 

04/12/12 at 11:45 AM.  Client #4's record 
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contained a copy of a prescription for, 

"Pro-Stat 30 cc (cubic centimeters) three 

times daily via g-tube (gastrostomy 

tube)."

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated all routine medications need to 

be labeled with the clients names and 

administration information.  

9-3-6(a)
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483.460(m)(1)(ii) 

DRUG LABELING 

Labeling for drugs and biologicals must 

include the appropriate accessory and 

cautionary instructions, as well as the 

expiration date, if applicable.

All the medications have been 

checked by the nurse and are 

labeled appropriately. All staff 

received additional training on the 

AWS Medication Administration 

Policy and the Medication labeling 

policy.  The Medication 

Administration Checklist has 

been updated to include a check 

that all medications are labeled 

appropriately including the date 

that they were opened.  The MAR 

checklist is completed by the 

management staff weekly and is 

turned into the director so that 

compliance can be monitored. 

05/11/2012  12:00:00AMW0389

Based on observation, record review and 

interview for 3 of 4 clients (clients #1, #2 

and #3) who received medications at the 

4:00 PM medication administration, the 

facility failed to ensure the client's liquid 

medications were labeled with an 

expiration date.  

Findings include:

1.  Observations were conducted at the 

group home on 04/09/12 from 3:30 PM 

until 5:30 PM.  The observation included 

a medication administration with client #1 

and staff #1 at 4:32 PM.  Staff #1 

obtained client #1's bottle of Valproic 

Acid (for seizures) and Artificial Tears 

Drops and administered both to client #1 

at 4:38 PM.  The bottles had no date to 

indicate when the bottles had been opened 

for use or when they should be discarded.  

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated any medications were to be 

dated when opened.  

2.  Observations were conducted at the 
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group home on 04/09/12 from 3:30 PM 

until 5:30 PM.  The observation included 

a medication administration with client #2 

and staff #1 at 4:50 PM.  Staff #1 

obtained client 2's bottle of Generlac (for 

hyperammonemia) and Deep Sea Nose 

Spray (for nasal dryness) and 

administered both to client #2 at 4:56 PM.  

The bottles had no date to indicate when 

the bottles had been opened for use or 

when they should be discarded.  

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated any medications were to be 

dated when opened.  

3.  Observations were conducted at the 

group home on 04/09/12 from 3:30 PM 

until 5:30 PM.  The observation included 

a medication administration with client #3 

and staff #1 at 4:22 PM.  Staff #1 

obtained client 3's bottle of  Calcium 

Carbonate (supplement) and 

Ergocalciferol Oral Solution (for bone 

health) and Artificial Tears Drops and 

administered both to client #3 at 4:22 PM.  

The bottles had no date to indicate when 

the bottles had been opened for use or 

when they should be discarded.  

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated any medications were to be 
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dated when opened.  

9-3-6(a)
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483.470(l)(1) 

INFECTION CONTROL 

There must be an active program for the 

prevention, control, and investigation of 

infection and communicable diseases.

 All staff received additional 

training on the AWS Medication 

Administration Policy which 

includes instructions for proper 

administrration of eye drops and 

nasal sprays.  The Medication 

Administration Checklist is being 

completed completed by the 

management staff during various 

medication passes to ensure that 

the additonal training has been 

effective and that all medications 

are being administered 

appropraitley.  The MAR 

checklist is turned into the 

director so that compliance can 

be monitored. 

05/11/2012  12:00:00AMW0455

Based on observation, record review, and 

interview, the facility failed for 3 of 3 

clients (clients #1, #2 and #3) who 

received eye drops and nasal spray at the 

4:00 PM medication administration, to 

ensure staff administer the medications 

with proper hygiene  techniques. 

Findings include:

1.  Observations were conducted at the 

group home on 04/09/12 from 3:30 PM 

until 5:30 PM.  The observation included 

a medication administration with client #1 

and staff #1 at 4:32 PM.  Staff #1 

obtained client #1's bottle of Artificial 

Tears Drops and administered them to 

client #1 at 4:38 PM.  During the 

administration staff #1 touched the bottle 

to client #1's eyes.    

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated the bottle should not touch the 

eye.    

2.  Observations were conducted at the 

group home on 04/09/12 from 3:30 PM 

until 5:30 PM.  The observation included 
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a medication administration with client #2 

and staff #1 at 4:50 PM.  Staff #1 

obtained client #2's bottle of Deep Sea 

Nose Spray (for nasal dryness) and 

administered it without using gloves to 

client #2 at 4:56 PM.  Staff #1 prepared 

client #2's oral medications without 

washing her hands after administrating 

the nasal spray.    

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated staff should have washed her 

hands after administering the nasal spray 

and before she prepared the oral 

medications.    

3.  Observations were conducted at the 

group home on 04/09/12 from 3:30 PM 

until 5:30 PM.  The observation included 

a medication administration with client #3 

and staff #1 at 4:22 PM.  Staff #1 

obtained client #3's bottle of  Artificial 

Tears Drops and administered them to 

client #3 at 4:22 PM.  During the 

administration staff #1 touched the bottle 

to client #3's eyes.    

An interview with the LPN (Licensed 

Practical Nurse) on 04/11/12 at 12:30 PM 

indicated the bottle should not touch the 

eye.

9-3-7(a)
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483.480(d)(4) 

DINING AREAS AND SERVICE 

The facility must assure that each client eats 

in a manner consistent with his or her 

developmental level.

All staff received additional 

training on 4/13/12 on the clients 

ability to participate in meal 

preparation as determined by 

their assessments and to teach 

and allow independence.  Spot 

checks are being completed by 

the management staff to ensure 

that this training has been 

effective.  The management staff 

are completing Dining 

Observation Checklist at various 

meals to document their 

observations, note areas of 

retraining if needed and these 

checklist are monitored by the 

director to ensure compliance. 

05/11/2012  12:00:00AMW0488

Based on observation, record review and 

interview, the facility failed for 2 of 2 

clients living in the group home (clients 

#1 and #3) who ate regular food and did 

not have gastrostomy tubes, by not 

ensuring the clients prepared their food 

and ate as independently as possible. 

Findings include:

Observations were conducted at the group 

home on 04/09/12 from 3:30 PM until 

5:30 PM.  At 5:00 PM clients #1 and #3 

were sitting at the dining room table as 

staff #4 spooned food onto client #1 and 

#3's plates and poured their drinks 

without their assistance.    

Client #1's records were reviewed on 

04/10/12 at 10:00 AM.  Client #1's 

Comprehensive Functional Assessment 

(CFA) dated 02/02/12 indicated client #1 

was able to assist with serving and 

pouring the drinks with hand over hand 

assistance.  

Client #3's records were reviewed on 

04/10/12 at 11:45 AM.  Client #3's CFA 

dated 01/19/12 indicated client #3 was 
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able to assist with serving and pouring the 

drinks.   

On 04/11/12 at 12:30 PM an interview 

with the Residential Director (RD) was 

conducted.  The RD indicated staff should 

have assisted clients #1 and #3 to prepare 

their own food as independently as 

possible.     

9-3-8(a)
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