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 W000000This visit was for a fundamental 

recertification and state licensure survey.

Dates of survey:  March 18, 19, 20 and 

21, 2013.  

Facility Number:     011138

Provider Number:   15G727

AIM Number:       200824450

Surveyor:  Susan Reichert, Medical 

Surveyor III

The following federal deficiency reflects 

state findings in accordance with 460 IAC 

9. 

Quality review completed on 3/28/2013 

by Dotty Walton, 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 medication punch card came 

from the pharmacy with a warning 

sticker that indicated that the 

medication should be taken on an 

empty stomach.  The physicians 

order, however indicated that for 

this client the medication could be 

taken with or without food.  The 

staff passed the medication per 

the physicans order and their 

instructions on the MAR.  The 

staff have received retrainig that 

they should notify their on call 

should a medication be delivered 

directly to the home and contain a 

warning sticker which contradicts 

the physicans order.  MAR 

checklists will be completed to 

monitor that all pharmacy warning 

stickers match the physicians 

order and if not, this will be 

reported to a supervisor for 

investigation.  The MAR 

checklists will be turned into the 

director so complaince can be 

monitored.

04/20/2013  12:00:00AMW000331Based on record review and interview, the 

facility failed for 1 of 2 sampled clients 

(client #2), to ensure all instructions 

regarding medications administered were 

recorded on the medication administration 

record (MAR).

Findings include:

Observations were completed in the group 

home on 3/19/13 from 6:03 AM until 

7:55 AM. Client #2 ate his breakfast of 

cereal, milk, eggs and toast at 6:20 AM.  

During the administration of medication 

at 7:05 AM, staff #2 gave client #2 

Dicloxacillin (antibiotic) 250 mg 

(milligrams). The label on the medication 

indicated, "Take on an empty stomach."

Staff #2 was interviewed on 3/19/13 at 

7:15 AM. When asked about the 

instruction on the label to take 

Dicloxacillin on an empty stomach, she 

stated, "It depends upon how early he 

takes it in the morning," and indicated 

client #2 normally ate breakfast earlier 

than 6:20 AM.  She stated, "It's important 

to take it like it says."

Client #2's MAR for March, 2013 was 

reviewed on 3/19/13 at 7:30 AM.  The 
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MAR indicated "Give 1 capsule orally 

once a day," and did not include 

documentation regarding client #2's 

administration of Dicloxacillin in regards 

to food. 

A physician's order for Dicloxacillin 250 

mg dated 3/21/13 was reviewed on 

3/21/13 at 11:35 AM and indicated "one 

PO (by mouth) daily with or without 

food."  

The facility nurse was interviewed on 

3/21/13 at 11:50 AM.  She indicated 

labels should match the physician's orders 

and the MAR; and the pharmacy 

sometimes printed medication labels 

without verifying the physician's order. 
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