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This visit was for the Investigation of Complaints 

IN00441231 and IN00445596

Complaint IN00441231 - Federal/state deficiencies 

related to the allegations are cited at F755.

Complaint IN00445596 - No deficiencies related to 

the allegations are cited.

Survey dates:  October 21 & 22, 2024

Facility number:  000427

Provider number:  155672

AIM number:  100275150

Census Bed Type:

SNF/NF: 49

Residential:  23

Total:  72

Census Payor Type:

Medicare:  10

Medicaid:  33

Other:  6

Total:  49

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1.  

Quality review completed on 10/24/24.

F 0000  

483.45(a)(b)(1)-(3) 

Pharmacy 

Srvcs/Procedures/Pharmacist/Records 

F 0755

SS=D

Bldg. 00

Based on record review and interview, the facility 

failed to ensure medication and supplement orders 

were accurately transcribed and medications were 

F 0755 The plan focuses on accurate 

medication and supplement order 

transcription and timely 
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administered timely to 2 of 3 residents reviewed 

for medication orders.  (Resident C and J)

Findings include:

1. The record for Resident C was reviewed on 

10/21/2024 at 11:00 A.M.  Diagnoses included but 

were not limited to, chronic obstructive pulmonary 

disease, diastolic congestive heart failure and left 

ventricular heart failure.

A Physician's Order, dated 7/23/2024, indicated 

the resident's Lasix (a diuretic medication) was to 

be increased to 80 mg per day.   

The Medication Administration Records (MARs) 

for July 2024 and August 2024 indicated the order 

was documented on the administration record, but 

the resident only received the medication twice, 

on 7/27 and 8/3.  

On 8/13/2024 the Nurse Practitioner (NP) 

reordered 80 mg of Lasix medication per day.  

Another order, dated 9/18/2024, indicated to 

increase Occuvite (a vitamin supplement) to twice 

daily.  

The September 2024 MAR indicated the Occuvite 

was only being administered once daily from 9/19 

- 9/30/2024  The order was correctly transcribed 

on the MAR, but the administration times were 

9:00 A.M. and A.M.  The A.M. box was grayed 

out on the boxes for the nurses to document their 

initials and only the 9:00 A.M. boxes were 

documented as administered.  

During an interview with the ADON on 10/21/2024 

at 4:30 P.M., she indicated the NP put her own 

orders into the electronic record system and if 

there was an order entry issue, then the order 

administration for residents C and 

J and all residents of health care 

who receive medications as 

follows:   

A    MARs for Residents C & J 

medication and supplement orders 

were reviewed and corrected for 

accuracy, effective 11/08/24.  

B     MARS for all Health Care 

residents’ medication and 

supplement orders will be reviewed 

for accuracy, by 11/15/24.

C     All licensed nurses will be 

educated regarding medication 

reconciliation; and medication and 

supplement order transcription and 

administration effectiveness to 

include: verification of correct 

transcription to MAR, method to 

correct the MAR if transcription is 

incorrect, verification of medication 

source and availability for newly 

admitted residents, physician 

notification and resident 

assessment in the event of 

missed medication doses.  

Education for all licensed nurses 

will be completed by 11/20/24.

D    Medication reconciliation and 

transcription audit will be 

completed by DON or Designee 

for accuracy as follows:

Records of all newly admitted 

residents within 72 hours of 

admission and 3 records for long 

term residents with medication 

change orders per week for 4 

weeks, then

10% or at least 1 record of newly 

admitted residents within 72 hours 
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would not come up for the nurses to verify and to 

administer.  The ADON indicated the Lasix order 

was not assigned a time for administration so it 

was not initiated timely and the resident did not 

receive her Lasix medication as ordered.  She 

indicated, on 7/27/2024, a nurse noted an issue 

with the order and administered the proper dose 

of Lasix for that day, but did not fix the entry order 

issue in the system.  In July 2024, there was no 

system in place to audit new physician orders to 

ensure they were transcribed accurately and 

timely.  Since September, the IDT team was now 

reviewing new orders during the morning 

meetings.   However, the ADON indicated she 

could not tell why the Occuvite order was not 

transcribed properly and was not administered 

twice daily as ordered.  The ADON did not 

elaborate on the system implemented in 

September other than to say the IDT team 

reviewed the new physician orders in the morning 

meetings.

2.  A record review was completed for Resident J 

on 10/17/2024 at 1:35 P.M.  Diagnoses included, 

but were not limited to, multiple sclerosis, spastic 

quadriplegic cerebral palsy and seizures. Resident 

J was admitted to the facility on 8/22/2024.

A Medication Administration Record (MAR), 

dated 8/2024, indicated the following medications 

were not administered as ordered for the following 

dates and times:  

Trazodone 150 milligrams (mg) every night, 

8/25/2024, 8/26/24, 8/27/24, 8/28/24 and 8/29/24.

Levothyroxine 200 micrograms (mcg) every 

morning on 8/23/24, 8/24/24, 8/25/24.

Levetiracetam 500 mg twice a day on 8/ 24/24, 

8/25/24, 8/26/24.

Melatonin 5 mg at bedtime on 8/24/24 and 8/25/24.

Saccharomyces 250 mg every day on 8/23/24, 

8/24/24, 8/25/24, 8/26/24.

of admission and 3 records for 

long term residents with 

medication change orders per 

week for 8 weeks, then

Record of one newly admitted 

resident within 72 hours of 

admission and one long term care 

resident record with medication 

change orders on a monthly basis 

until found to be in substantial 

compliance. 

Results will be submitted to the 

QAPI committee for determination 

of substantial compliance or 

further action as appropriate and 

monitoring until substantial 

compliance is established.   
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During an interview on 10/22/2024 at 9:20 A.M., 

the DON and ADON indicated Resident J had 

been admitted on 8/22/2024 and a nursing 

progress note, dated 8/24/2024, indicated some 

medications were not available and the day shift 

was to contact the family to sign the pharmacy 

consent or use their own supply of medications.   

The ADON indicated the resident's mother was 

adamant the facility was to use the supply of 

medications the resident had brought with him 

first, then use the facility's pharmacy. Both the 

DON and ADON indicated if the facility did not 

have the medication ordered available to 

administer, the physician should have been 

notified.

There were no nursing notes from 8/22/24 through 

8/29/24 indicating the physician was notified of 

the missed medication doses and there was no 

explanation given as to why the resident missed 

so many routinely ordered medications from his 

admission through 8/29/2024.

During an interview on 10/22/2024 at 9:49 A.M., 

the Pharmacist from the facility's pharmaceutical 

service provider indicated physician orders for 

Resident J were initially received on 8/22/2024, but 

were not filled and medications were not sent out 

because the pharmacy was informed the resident 

had his own supply of medications and nursing 

staff had directed the pharmacy not to send 

medications at that point in time.  The Pharmacist 

indicated mediations were sent to the facility on 

the following dates on a 7 day supply roll:  

Levothyroxine 8/31/24, Levetiracetam 8/26/24, 

Florator 8/27/24, melatonin 8/26/24 and trazodone 

8/29/24.

On 10/22/2024 at 9:10 A.M., the ADON provided a 
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policy titled, "Medication Reconciliation," dated 

4/13/2023, and indicated the policy was the one 

currently used by the facility.  The policy 

indicated, " .... Admission Processes:  a. Verify 

resident identifiers on the information received. b. 

Compare orders to hospital records etc. Obtain 

clarification orders as needed. c. Transcribe orders 

in accordance with procedures for admission 

orders.  d. Have a second nurse review 

transcribed order for accuracy and cosign the 

orders, indicating the review. e. Order medications 

from pharmacy in accordance with facility 

procedures for ordering medications.  f. Verify 

medications received match the medication orders 

...."

3.1-25(a)
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