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 W000000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  September 26, 27 and 

30, 2013

Surveyor:  Jo Anna Scott, QIDP

Facility Number:  004132

Provider Number:  15G717

Aims Number:  200494750

These deficiencies also reflect state 

findings in accordance with 460 IAC 9.

Quality Review completed 10/9/13 by 

Ruth Shackelford, QIDP.  
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483.460(c)(5)(i) 

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 clients and staff as needed 

in appropriate health and hygiene methods.

Staff #5 will not be permitted to 

continue to pass medication until 

retraining occurs.   Retraining for 

this individual will include a review 

of Core A medication 

administration procedures 

with the AWS Nurse.  Following 

retraining, a successfull 

demonstration by Staff #5 of 

medication administration skills 

will be completed and 

documented on a Mediation Skills 

Checklist as observed by 

the AWS Nurse. All AWS direct 

care staff in this home will receive 

review instructions from the AWS 

Nurse regarding proper 

medication administration 

procedures as outline in Core A 

medication administration 

training.

10/30/2013  12:00:00AMW000340Based on observation and interview for 1 

of 2 sampled clients (client #1), the 

facility's nursing services failed to ensure 

staff followed proper procedures in 

disposing of a dropped pill.

Findings include:

During the medication administration 

observation on 9/26/13 at 6:00 PM, Client 

#1 came into the medication room at 6:20 

PM.  Staff #5 popped client #1's Ferrous 

Sulfate (iron) out of the bubble pack at 

6:22 PM.  The pill fell on the cabinet 

counter top, staff #5 picked it up and 

deposited it in the plastic medicine cup.  

Staff #5 put the pill in applesauce and 

gave it to client #1.  The cabinet counter 

had not been sanitized between clients.

Interview with staff #3, LPN (Licensed 

Practical Nurse) on 9/30/13 at 11:30 AM 

indicated the medication should have 

been disposed of as contaminated and a 

new pill should have been dispensed.

9-3-6(a)
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483.460(k)(1) 

DRUG ADMINISTRATION 

The system for drug administration must 

assure that all drugs are administered in 

compliance with the physician's orders.

Staff #5 will not be permitted to 

continue to pass medication until 

retraining occurs. Retraining for 

this individual will include a review 

of Core A medication 

administration procedures with 

the AWS Nurse. Following 

retraining, a successfull 

demonstration by Staff #5 of 

medication administration skills 

will be completed and 

documented on a Mediation Skills 

Checklist as observed by the 

AWS Nurse. All AWS direct care 

staff in this home will receive 

review instructions from the AWS 

Nurse regarding proper 

medication administration 

procedures as outline in Core A 

medication administration 

training.

10/30/2013  12:00:00AMW000368Based on observation, record review and 

interview for 1 of 4 clients residing in the 

home, (client #3), the facility failed to 

ensure the client's medication was 

administered at the prescribed time. 

Findings include:

During the medication administration 

observation on 9/26/13 at 6:00 PM, client 

#3 received calcium at 6:00 PM.  Staff #5 

administered the medication.

The Medication Administration Record 

dated 9/2013 was reviewed on 9/27/13 at 

8:45 AM.  The Medication 

Administration Record indicated the 

calcium was to be administered at 8:00 

PM.  The physician orders dated 9/2013 

were reviewed on 9/27/13 at 9:00 AM and 

indicated the calcium should have been 

administered at 8:00 PM.  

The Medication Administration Policy 

with a revision date of May 8, 2008 was 

reviewed on 9/30/13 at 11:30 AM.  The 

policy indicated "Employees are 

responsible to administer medication 

within 1/2 hour before or 1/2 hour after 

the prescribed time on the Medication 
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Administration Record."

Interview with Staff #3, LPN, on 9/30/13 

at 11:45 AM indicated the calcium for 

client #3 should have been administered 

at 8:00 PM.

9-3-6(a)
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