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This visit was for a focused fundamental
recertification and state licensure survey.
Survey Dates: 5/4, 5/5, and 5/6/2022.
Facility Number: 000618
Provider Number: 15G074
AIM Number: 100233730
This deficiency also reflects state findings in
accordance with 460 IAC 9.
Quality Review of this report completed by 27547
on 5/31/22.
W 0368 483.460(k)(1)
DRUG ADMINISTRATION
Bldg. 00 | The system for drug administration must
assure that all drugs are administered in
compliance with the physician's orders.
W 0368 W 368 06/12/2022
Based on observation, record review, and All house staff will be retrained on
interview for 1 of 3 sampled clients (#2), the proper medication administration
facility failed to administer medications according which includes ensuring all
to physician's orders. medications are passed according
to physician’s orders.
Findings include: Person Responsible: QIDP/House
Supervisor
An observation was completed in the group home Date Completed: 06/12/22
on 5/4/22 from 5:42 AM through 7:35 AM. At 6:20 The house supervisor will
AM, staff #4 administered 1 tablet Levothyroxine complete a supervised med pass
(for thyroid) 100 mcg (micrograms) to client #2. At with all house staff once a month
6:21 AM, client #2 went to the kitchen table and for two months and then ongoing
started eating breakfast. yearly checking to ensure that the
medications are administered
Client #2's record was reviewed on 5/5/22 at 11:20 according to physician’s orders.
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AM. Client #2's 4/5/22 Physician's Orders Person Responsible: House
indicated client #2 took 1 tablet Levothyroxine 100 Supervisor
mcg every morning on an empty stomach. Date Completed: 06/12/22
The house supervisor will
The agency RN (Registered Nurse) was complete and observation of the
interviewed on 5/6/22 at 11:24 AM. The agency home two times per week for two
RN indicated client #2 should wait at least 30 months and weekly ongoing.
minutes after taking his Levothyroxine to eat or Additionally, the QIDP will
take his other medications. complete an observation of the
home two times monthly and on
9-3-6(a) an ongoing basis both monitoring
to ensure medications are being
administered according to
physician’s orders. The
observations will be documented,
and any issues noted will be
corrected.
Person Responsible: QIDP/House
Supervisor
Date Completed: 06/12/22
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