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This visit was for a fundamental 

recertification and state licensure survey.

Dates of  Survey:  August 4, 5, 6, 7, and 

8, 2014.

Facility number:  003863

Provider number:  15G713

AIM number:  200462800

Surveyor:  Tim Shebel, LSW

The following federal deficiency also 

reflects a state finding in accordance with 

460 IAC 9.

Quality Review completed 8/12/14 by 

Ruth Shackelford, QIDP.  

W000000  

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.

W000369

 

Based on observation, record review, and 

interview, the facility failed to assure 1 of 

19 administered medications were 

administered according to physician's 

orders for 1 of 2 sampled clients (client 

W000369 Allstaff received re-training on the 

AWS Medication 

AdministrationPolicy including 

following physicians orders and 

pharmacyrecommendations for 

medication administration. All staff 
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Findings include:

Client #2 was observed during the group 

home observation period on 8/6/14 from 

6:44 A.M. until 8:00 A.M.  At 7:08 

A.M., direct care staff #7 administered 

Omeprazole 20 milligram capsule 

(medication to reduce stomach acid) to 

client #2.  Direct care staff #1 began 

feeding client #2 his breakfast of hot 

cereal at 7:23 A.M.  

Client #2's record was reviewed on 

8/6/14 at 8:56 A.M.  Review of client 

#2's 7/3/14 physician's orders indicated 

the following order:  "Omeprazole 20 mg 

(milligram) capsule.  Give 1 capsule 

orally once a day {give at least 30 min 

(minutes) before meals}." 

Residential Director #1 was interviewed 

on 8/6/14 at 10:05 A.M.  Residential 

Director #1 stated, "[Client #2's] 

Omeprazole should be given 30 minutes 

before meals."

9-3-6(a)

will bemonitored by the QDDP, 

residential manager, or nurse to 

ensure thetraining has been effective. 

For 30 days, unannounced 

medicationobservations will be 

completed three times on first shift, 

threetimes on second shift and three 

times on third shift. Once 

competencyis ensured through those 

checks, AWS management staff will 

conductweekly checks of medication 

administration. These will be 

documentedon the medication 

administration tracking form which 

will be turnedinto the director 

monthly so compliance can be 

monitored.
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