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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Survey Dates:  July 9, 10, 11, 13 and 20, 

2012

Facility Number:   000769

Provider Number:  15G247

AIM Number:  100248810

Surveyor:  Jo Anna Scott, Medical 

Surveyor III

The deficiency also reflects a state finding 

in accordance with 460 IAC 9.  

Quality review completed July 30, 2012 

by Dotty Walton, Medical Surveyor III.
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483.460(c)(5)(iii) 

NURSING SERVICES 

Nursing services must include implementing 

with other members of the interdisciplinary 

team, appropriate protective and preventive 

health measures that include, but are not 

limited to training direct care staff in 

detecting signs and symptoms of illness or 

dysfunction, first aid for accidents or illness, 

and basic skills required to meet the health 

needs of the clients.

W342: Nursing services must 

include implementing with other 

members of the interdisciplinary 

team, appropriate protective and 

preventative health measures that 

include, but are not limited to 

training direct care staff in 

detecting signs and symptoms of 

illness, and basic skills required 

to meet the health needs of the 

clients.

 

Corrective Action:  (Specific) 

The Nurse will in service all staff 

on how to use an atomizer with 

an inhaler. 

 

How others will be identified:  

(Systemic) Medication 

observations will be done 

periodically by the Nurse and 

Program Coordinator.

 

Measures to be put in place:  

All staff will be in serviced on how 

to use an atomizer with an 

inhaler.

 

Monitoring of Corrective 

Action: The Director of Health 

services will periodically conduct 

08/11/2012  12:00:00AMW0342Based on observation and interview for 1 

of 4 sampled clients (client #1), the 

nursing services failed to ensure staff 

administering medications know how to 

use an atomizer with an inhaler.

Findings include:

The medication pass was observed on 

7/10/12 starting at 6:05 AM.  Client #1 

received his medication at 7:30 AM.  

Staff #4 passed the medications and 

called client #1 to come to the medication 

room.  Client #1 sat down at a small desk 

and staff #4 handed the atomizer and the 

inhaler, Flovent HFA (fluticasone 

propionate with propellant), to the client.  

The Flovent is used for asthma.  Client #1 

inserted the Flovent HFA into the 

atomizer.  The mouth piece on the 

atomizer was turned wrong and the client 

didn't seem to know how to turn the 

mouth piece.  The staff indicated she did 

not know how to use the atomizer with 

the inhaler.  Staff #4 took the atomizer 
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medication observations, and 

review medication observations 

completed by the Nurse and 

Program Coordinator.

 

Completion date:   8/11/12

and adjusted the mouth piece and handed 

it back to client #1.  Client #1 took the 

atomizer and started inhaling making the 

atomizer make a whistle sound.  The 

client had not pushed down on the inhaler 

to make the medication go into the 

atomizer.  The client handed the atomizer 

and inhaler back to staff #4 who preceded 

to put the medication away.  Staff #3, 

Licensed Practical Nurse (LPN), was in 

the home and came into the medication 

room after client #1 had finished with his 

medicine.

The interview with Staff #3, LPN, and 

staff #4 was conducted on 7/10/12 at 7:45 

AM.  Staff #3, LPN, was asked to explain 

how the atomizer was to be used with the 

inhaler.  Staff #4 indicated the client had 

not pushed down on the inhaler for the 

require two puffs.  Staff #3, LPN, ensured 

client #1 redid the atomizer with Flovent.  

Staff #3, LPN, indicated the staff should 

have known the inhaler had to be 

depressed to get the medication into the 

atomizer.

9-3-6(a) 
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