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This visit was for a fundamental annual 

recertification and state licensure survey.  

Dates of survey:  May 14, 15, 16 and 17, 

2012.         

Facility Number:    003833

Provider Number:  15G707

AIMS Number:       200453450

Surveyor:  Claudia Ramirez, RN/Public 

Health Nurse Surveyor III/QMRP

The following federal deficiency also 

reflects state findings in accordance with 

460 IAC 9.
Quality Review completed 5/23/12 by Ruth 

Shackelford, Medical Surveyor III.   
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483.460(c) 

NURSING SERVICES 

The facility must provide clients with nursing 

services in accordance with their needs.

The nurse completed a review of 

all medications and all labels 

match the MAR and this was 

verified by the Residential 

Director. All staff have been 

re-trained on the AWS Medication 

Administration Policy and the 

Core A and B curriculum for their 

responsibility to contact their 

on-call if there are discrepancies 

from the MAR to the medication 

label. The Nurse also received 

training on her responsibility to 

review the MAR against the 

medication label. The Medication 

Administration Tracking form will 

be utilized by management staff 

(Nurse, QMRP, Residential 

Manager) weekly to ensure 

proper monitoring of the MAR's 

and medication labels. The form 

will be turned into the Residential 

Director so that implementation 

can be monitored.

06/16/2012  12:00:00AMW0331

Based on observation, record review and 

interview, the facility failed for 3 of 18 

medications observed for 1 of 2 sampled 

clients (client #2) and 1 additional client 

(client #3), by not ensuring the MAR 

(Medication Administration Record) and 

the instructions on the medication 

cards/bottle matched.

Findings include:

1.  Observations were conducted in the 

group home on 05/15/12 from 7:15 AM 

to 9:15 AM. The observation included a 

medication administration with client #3 

and staff #2 at 8:10 AM.  Client #3's 

05/2012 MAR was reviewed on 05/15/12 

at 8:40 AM.  The MAR indicated client 

#3 was to receive, Flovent 110 mcg 

(microgram) Inhaler; inhale 1 puff by 

mouth 2 times a day.  The bag containing 

the Flovent Inhaler was labeled: "Flovent 

110 mcg Inhaler; inhale 2 puffs by mouth 

2 times a day.  Staff #2 was interviewed 

on 05/15/12 at 8:40 AM and stated, "The 

bag is incorrect, but the staff know to only 

give one puff."

2.  Observations were conducted in the 
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group home on 05/15/12 from 7:15 AM 

to 9:15 AM. The observation included a 

medication administration with client #2 

and staff #2 at 8:45 AM.  Client #2's 

05/2012 MAR was reviewed on 05/15/12 

at 9:10 AM.  The MAR indicated client 

#2 was to receive, Cosopt Eye Drops:  

Instill 1 drop into each eye 2 times a day 

and Hydrochlorothiazide 25 mg 

(milligram) tablet; 1 tablet orally daily at 

6 AM for hypertension.  The MAR 

scheduled dose time was 8:00 AM.  Staff 

#2 was interviewed on 05/15/12 at 9:10 

AM and indicated the order for the 

Hydrochlorothiazide said at 6:00 AM, but 

the staff knew to give it at 8:00 AM since 

that was the scheduled dose time.  The 

bag containing the Cosopt Eye Drops was 

labeled with the instructions:  "Instill 1 

drop in left eye twice daily." 

On 05/16/12 at 1:55 PM an interview was 

conducted with the Residential Director 

(RD)/Registered Nurse.  The RD/RN 

indicated the MAR and the labels should 

match.  

9-3-6(a)
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