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This visit was for the investigation of 

complaint #IN00150156.

Complaint #IN00150156 - Substantiated, 

Federal/state deficiency related to the 

allegation is cited at W331.  

Survey Dates: June 27, 30, 2014  

Facility Number:  000944

Aim Number: 100239750

Provider Number: 15G430

Survey Team:  Mark Ficklin, QIDP

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality Review completed 7/14/14 by 

Ruth Shackelford, QIDP.  

W000000  

483.460(c) 

NURSING SERVICES 

The facility must provide clients with nursing 

services in accordance with their needs.

W000331

 

Based on record review and interview, 

the facility failed to ensure nursing 

services monitored a current identified 

medical program need (a med count of 

Pulmacort) for 1 of 3 sampled clients (C). 

W000331 As a result of Survey MLW511 on 

6/30/14a Plan of Correction has 

been implemented to address

Tag W331. Corrections are as 

follows:

   1.Day Program Manager and all 

DayProgram Direct Support 
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The facility failed to ensure the 

monitoring of the medication count for 

client C's Pulmacort was documented. 

Findings include:

The facility's incident/investigation 

reports were reviewed on 6/27/14 at 

10:40a.m. Client C had an incident report 

on 5/30/14 that alleged client C may not 

have received her noon time breathing 

treatment while at the facility day 

program during 5/14. The facility 

investigation was completed on 6/3/14. 

The investigation concluded, though the 

medication administration record (MAR) 

for the noon treatment had been signed as 

given as ordered for 5/14, client C had 

missed her noon dosage on 5/23/14, 

when client C had not been at the day 

program. The 6/3/14 investigation 

indicated the facility day service was to 

start a medication count for client C's 

breathing treatment (Pulmacort), "a med 

count will be initiated for vials of 

breathing treatment."  The 6/14 MAR for 

client C was reviewed on 6/27/14 at 

12:12p.m. The 6/14 MAR indicated the 

noon treatment had been given as ordered 

but there was no documentation of a 

medication count of client C's vials of 

Pulmacort. Staff #4 was interviewed on 

6/27/14 at 12:12p.m. and staff #5 was 

interviewed at 12:30p.m. on 6/27/14; 

Professionals have been trained 

on thenecessity to ensure that a 

medication count is completed 

daily forall individuals in 

attendance that are prescribed 

breathingtreatments during their 

day programming. The counts will 

becompleted for all individuals 

with breathing treatments 

prescribedto ensure that the issue 

discovered during the course of 

theinternal investigation and this 

survey will not be pervasive. 

Thecounts will be conducted on a 

Controlled Substance Record to 

givethis high level priority and 

include documents that the staff 

arealready familiar with.

   1.The Day Program Manager 

will inaddition complete their own 

Controlled Medication Check 

Sheet atleast once a week to 

ensure that the treatments have 

been givendaily and the amount 

of medication left over would 

reflect that thetreatments have 

been given every day.

   1.The Health Services 

Coordinatorwill also complete a 

count at the end of the month to 

ensure thatall of the prescribed 

breathing treatments have been 

given and toensure an accurate 

count begins on the 1st day of 

thenext month.
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both staff indicated they were not aware 

of any medication count being initiated 

for client C.  

Professional staff #2 (nurse) was 

interviewed on 6/30/14 at 1:42p.m. Staff 

#2 indicated the facility was to do a 

medication count of client C's breathing 

treatment. Staff #2 indicated she had 

done an initial med count on the first of 

June but this was not documented. Staff 

#2 indicated there was no documentation 

of the monitoring of a medication count 

for client C's Pulmacort, to ensure the 

breathing treatment was being 

administered daily.  

This federal tag relates to complaint 

#IN00150156.

9-3-6(a)
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