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 W000000This visit was for a fundamental annual 

recertification and state licensure survey. 

Dates of survey:  March 6, 7, and 8, and 

14, 2013.

Facility number:  012371

Provider number:  15G764

AIM number:  200986870

Surveyor:  Susan Reichert, Medical 

Surveyor III 

                  

The following federal deficiency also 

reflects state findings in accordance with 

460 IAC 9.

Quality review completed March 19, 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.

All staff have recieved retraining 

on the AWS Medication 

Administration Policy which 

includes checking the Medication 

Administration Record (MAR) 

against the label on the 

medication prior to 

administration.  In order to ensure 

htis training was effective, the 

manager and QMRP will be 

conducting regular spot checks of 

the staff passing medications.  

This monitoring will be 

documented on the MAR 

checklist and will be turned into 

the director to monitor 

compliance. The nurse will be 

reviewing the MAR's with the 

management team to ensure that 

all orders have been properley 

documented on the MAR by the 

pharmacy.  All MAR's have been 

reviewed and include all 

physicans orders.

04/13/2013  12:00:00AMW000331Based on record review and interview, the 

facility failed for 1 additional client 

(client #5) to ensure all medications 

administered were recorded on the 

medication administration record (MAR).

Findings include:

Observations were completed in the group 

home on 3/6/13 from 5:15 PM until 7:15 

PM. During the administration of 

medication at 7:00 PM, staff #3 gave 

client #5 Risperidone 2 mg (milligrams). 

Client #5's MAR for March, 2013 was 

reviewed on 3/6/13 at 7:16 PM and did 

not indicate documentation client #5 had 

received Risperidone at 7:00 PM in the 

month of March 2013.  

Staff #5 was interviewed on 3/6/13 at 

7:16 PM.  When asked where the 

Risperidone was recorded, she was unable 

to find where it was to be recorded and 

stated, "We've been giving it to her all 

month (March 2013) in the PM."

The QDDP (Qualified Developmental 

3/6/13 at 7:16 PM.  She indicated the 

Risperidone at 7:00 PM was not listed on 

the MAR.  
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