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WO0000
This visit was for a fundamental W0000
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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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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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 iliness or
dysfunction, first aid for accidents or illness,
and basic skills required to meet the health
needs of the clients.
Based on observation and interview for 1 w0342 W342: Nursing services must 08/11/2012
of 4 sampled clients (client #1), the include implementing with other
nursing services failed to ensure staff members of thg |nterd|30|pllnary
L . L. team, appropriate protective and
administering medications know how to preventative health measures that
use an atomizer with an inhaler. include, but are not limited to
training direct care staff in
Findings include: fjetectlng signs gnd §ymptoms of
iliness, and basic skills required
to meet the health needs of the
The medication pass was observed on clients.
7/10/12 starting at 6:05 AM. Client #1
received his medication at 7:30 AM. ?;rrﬁl‘:t've A,‘l:lt,'on: ($pe°;r":t) -
. e Nurse will in service all sta
Staff #4 Passed the medications anq . on how to use an atomizer with
called client #1 to come to the medication an inhaler.
room. Client #1 sat down at a small desk
and staff #4 handed the atomizer and the How °th_e"5|\‘/|”'|c:_be .|dent|f|ed:
inhaler, Flovent HFA (fluticasone (System!c) e ication
. ] . observations will be done
propionate with propellant), to the client. periodically by the Nurse and
The Flovent is used for asthma. Client #1 Program Coordinator.
inserted the Flovent HFA into the
. . Measures to be put in place:
atomizer. The mouth piece on the
,Z uth p . All staff will be in serviced on how
atomizer was turned wrong and the client to use an atomizer with an
didn't seem to know how to turn the inhaler.
mouth piece. The staff indicated she did
not know how to use the atomizer with ;\\notr?ltorl_lr_\r? oI;.Co:rect]:v: ith
. . ction: The Director of Hea
the inhaler. Staff #4 took the atomizer services will periodically conduct
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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)

medication observations, and
review medication observations
completed by the Nurse and
Program Coordinator.

Completion date: 8/11/12
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