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 W000000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  July 23, 24, 25, and 29, 

2013.

Facility number:  000767

Provider number:  15G244

AIM number:  100243300

Surveyor:

Susan Reichert, QIDP

      

The following federal deficiencies also 

reflect state findings in accordance with 

460 IAC 9.

Quality review completed August 2, 2013 

by Dotty Walton, QIDP.
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483.460(k)(2) 

DRUG ADMINISTRATION 

The system for drug administration must 

assure that all drugs, including those that 

are self-administered, are administered 

without error.

The facility will ensure 

that the system for drug 

administration assures 

that all drugs, including 

those that are 

self-administered, are 

administered without 

error. If a client is to 

receive a medication 

one half hour prior to 

meal, stall will make 

sure client is not eating 

prior to that time. Staff 

will train with client the 

importance of waiting to 

eat after medication is 

administered to improve 

its effectiveness. All 

staff will be trained on 

medication 

administration 

procedures. The 

Residential Manager 

and QIDP will complete 

weekly medication 

08/27/2013  12:00:00AMW000369Based on record review and interview, the facility 

failed for 1 additional client (client #6), to ensure 

one medication was given according to directions, 

without error. 

Findings include:

Observations were completed at the group home 

on 7/24/13 from 6:08 AM until 7:30 AM.  Staff #6 

gave client #6 Prilosec 20 mg (milligrams) (for 

GERD/Gastro Esophageal Reflux Disease) at 6:24 

AM. The medication label indicated client #6 was 

to receive the medication 1/2 hour before 

breakfast. Client #6 ate his breakfast at 6:27 AM. 

The medication administration record (MAR) for 

7/13 was reviewed on 7/24/13 at 6:50 AM. The 

MAR indicated client #6 was to receive the 

medication 1/2 hour before breakfast.   Review of 

client #6's 7/2013 physician's orders on 7/25/13 at 

3:00 PM indicated Prilosec 20 mg should be 

administered 30 minutes before breakfast.

Staff #6 was interviewed on 7/24/13 at 6:55 AM.  

She indicated the time client #6 ate varied and 

client #6 usually didn't eat until 1/2 hour after 

receiving the medication.

The Director of Nursing (DON) was interviewed 

on 7/25/13 at 3:58 PM.  She indicated the 

instructions to give client #6 his Prilosec 1/2 hour 

before breakfast were from the pharmacy.  She 

indicated staff should follow instructions on the 

MAR and medication label.
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passing observations to 

ensure this procedure 

is followed.

9-3-6(a)
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