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W 0000

Bldg. 00
This visit was for a fundamental annual
recertification and state licensure survey.

Dates of Survey: 1/29/18, 1/30/18, 1/31/18 and
2/1/18.

Facility Number: 000775
Provider Number: 15G255
AIMS Number: 100248960

These deficiencies also reflect state findings in
accordance with 460 IAC 9.

Quality Review of this report completed by #15068
on 2/8/18.

W 0323 483.460(a)(3)(i)

PHYSICIAN SERVICES

Bldg. 00 | The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision and
hearing.

Based on record review and interview for 1 of 4
sampled clients (#3), the facility failed to ensure
client #3 received a hearing screening on an
annual basis.

Findings include:

Client #3's record was reviewed on 1/30/18 at 10:00
AM. Client #3 did not have an annual hearing
screening.

RN #1 was interviewed on 1/31/18 at 3:00 PM. RN
#1 indicated client #3's last annual hearing exam
was 11/7/2008. RN #1 indicated client #3 should
have a hearing screening on an annual basis or as
recommended by his doctor. RN #1 indicated she

W 0000

W 0323

W323: The facility must 02/01/2018
provide or obtain annual
physical examinations of
each client that at a minimum
includes and evaluation of
vision and hearing.

Corrective Action:

‘Nurse scheduled a
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Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo
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was new to the home and has scheduled a hearing
screening for client #3.

9-3-6(a)

hearing evaluation for client
(3) for 1/31/18 (Attachment
A).

How we will identify
others:

‘Weekly checks
(Attachment B) are
completed by the Nurse to
ensure all appointments are
in compliance.

Measures to be put in
place:

-Site Supervisor will ensure
all appointments are
scheduled according to
client need.

‘Nurse will complete a
weekly check during visits to
the home to ensure all
appointments are scheduled
and completed as
scheduled.

-Site Supervisor will send
all appointments scheduled
to the Area Supervisor for
monitoring of completion.

-Area Supervisor will send
all appointments scheduled
to the Program Manager for
monitoring of completion.
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Monitoring of Corrective
Action:
-Site Supervisor will ensure
all clients are taken to
appointments as scheduled.
-Area Supervisor will
monitor all upcoming
appointments and remind
the Site Supervisor.
‘Nurse will send weekly
check to the Nurse Manager,
Area Supervisor and
Program Manager for
monitoring and to ensure
completion.
Completion Date: 2/1/18
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.
Based on record review and interview for 1 of 4 W 0368 W368: The facility for drug 02/23/2018
sampled clle.n.ts (#l. and #3) plus 1 ?ddltlonal client administration must assure
(#7), the facility failed to ensure clients #1, #3 and . .
. . . . that all drugs, including those
#7's routine medications were administered as e
ordered by their physicians. that are self-administered
are administered without
Findings include: error.
The facility's BDDS (Bureau of Developmental
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Disabilities Services) reports were reviewed on
1/31/18 at 9:18 AM. The review indicated the
following:
BDDS report dated 8/3/17 indicated, "This . .
morning while the nurse was completing her Corrective Action:
weekly audit she discovered that [client #1] is
missing one pill of his Lorazepam 0.5 mg -All staff retrained on
(milligram). [Client #1] is doing well and has not medication administration.
experienced any negative effects from this (Attachment C)
incident. An investigation has been initiated. The . .
. i~ . . -Investigation completed
nurse provided training to the staff including o
retraining of medication administration, proper for alleged missing
completion of buddy checks following each medication. (Attachment D)
medication pass and control count -Staff received a
documentation.” medication error as a result
_BDDS report dated 8/3/17 indicated, "This of giving client (3) an exira
morning while the nurse was completing her dose of Phenobarbital.
weekly audit she discovered the following med (Attachment E)
(medication) error. [Client #3] receives -Staff received a
Phenobarbital 32.4 mg at 7 AM. On 7/9/17 staff medication error as a result
gave an extra dose of the Phenobarbital 32.4 mg. . . .
Staff gave the morning dose of Phenobarbital 32.4 of giving client (3) his
mg and then gave the Phenobarbital 32.4 mg at 7 ordered dose of
PM med pass in error. [Client #3] is doing well and Phenobarbital. (Attachment
did not experience any negative effects from this F)
@ed eI.‘I'OI'. The. n.urse prov14ed .tralmng AtoA the §taff -Staff received a
including retraining of medication administration, . .
: . medication error as a result
proper completion of buddy checks following
each medication pass and control count of giving client (1) his
documentation. As further preventative measures ordered dose of Xanax.
all administration of medication policy and (Attachment G)
procedures will be followed. -Staff received a
-BDDS report dated 8/3/17 indicated, "This medication error as a result
morning while the nurse was completing her of giving client (7) his
weekly audit she discovered the following med ordered dose of Risperdal.
(medication) error. On 7/27/17 staff did not give (Attachment H)
[client #3] his Phenobarbital 32.4 mg at the 7 AM .Staff received a
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medication pass. On 7/28/17 staft did not give medication error as a result
[client #3] his Phenobarbital 32.4 mg at the 7 AM of giving client (7) the
medication pass. [Client #3] is doing well and did . .
. . . incorrect dose of Risperdal.
not experience any negative effects from this
medication error. The nurse provided training to (Attachment 1)
the staff including retraining of medication -Staff received a
administration, proper completion of buddy medication error as a result
checks following each me.dication pass and of giving client (7) the wrong
control count documentation. As further .
. o dose of Risperdal.
preventative measures all administration of
medication policy and procedures will be (Attachment J)
followed." -Staff received a
medication error as a result
-BDI?S repo?'t dated 12/4/17 indicated, "This of giving client (7) the wrong
morning during the 7 AM med pass buddy check dose of Risperdal
staff discovered a med error had occurred on P )
12/2/17 at the 9 PM med pass. The med error staff (Attachment K)
failed to administer [client #1's] Xanax 0.5 mg at -Staff received a
the 12/2 9 PM med pass. [Client #1] is doing well medication error as a result
and suffered no negat.ive effe.ct.s from this med of giving client (7) the wrong
error. The nurse provided training to the staff .
. . . o S dose of Risperdal.
including retraining of medication administration,
proper completion of buddy checks following (Attachment L)
each medication pass and control count -Staff received a
documentation. As further preventative measures medication error as a result
all administra.tion of medication policy and of giving client (7) the wrong
procedures will be followed." .
dose of Risperdal.
-BDDS report dated 1/24/18 indicated, "[Client #7] (Attachment M)
receives Risperdal 1 mg in the morning and 2 mg
tab in the evenings. The nurse completed a
medication audit and discovered on 1/1/18 that
staff gave [client #7] his morning Risperdal of 1 . .
mg at the evening med dose and did not give the How we will identify
evening dose of 2 mg omitting 1 mg of the others:
Risperdal for the day. [Client #7] is doing well and -Site Supervisor will
and suffered no negat.lve effe.ct.s from this med conduct med pass
error. The nurse provided training to the staff .
) : - N L observations weekly.
including retraining of medication administration, )
proper completion of buddy checks following ‘Nurse will complete
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each medication pass and control count weekly medication
dﬁcu;ne.nt.ation.. As ff‘urth;r pr.eventalt.ive mzasures observations.
all administration ot medication policy an .
procedures will be followed." -Staff trained annually on
medication administration.
-BDDS report dated 1/24/18 indicated, "[Client #7]
receives Risperdal 1 mg in the morning and 2 mg
tab in the evenings. The nurse completed a Measures to be put in
medication audit and discovered on 12/30/17 that place:
staff gave [client #7] his morning Risperdal of 1
mg at the evening med dose and gave his evening . . .
med dose of 2 mg during the 9 PM med pass for -Site Supervisor will
an extra 2 mg of Risperdal for the day. [Client #7] conduct med pass
is doing well and and suffered no negative effects observations weekly.
from this med error. The nurse provided training -All staff in serviced on
to the staff including retraining of medication medication administration.
administration, proper completion of buddy .
checks following each medication pass and .AI_I St?ﬁ trame_d _anm'fa”y on
control count documentation. As further medication administration.
preventative measures all administration of ‘Nurse completes weekly
medication policy and procedures will be medication pass
followed." observations.
-BDDS report dated 1/24/18 indicated, "[Client #7]
receives Risperdal 1 mg in the morning and 2 mg L. .
tab in the evenings. The nurse completed a Monitoring of Corrective
medication audit on 1/24/18. The home had Action:
several med errors of [client #7's] Risperdal giving
1/2 tabs instead of whole tabs resulting in having -Site Supervisor will
no supply of the Risperdal 1/2 mg tabs. On 1/23/18 conduct med pass
[client #7] did not receive his 1 mg (1/2 tab) due to . .
no supply. [Client #7] is doing well and and observations 2 times a week
suffered no negative effects from this med error. for no less than 30 days.
The nurse provided training to the staff including -Site Supervisor will report
retraining of medication administration, proper any issues with medication
completion of buddy checks following each administration to the Area
medication pass and control count .
documentation. As further preventative measures Supervisor, Program
all administration of medication policy and Manager and Nurse
procedures will be followed." immediately.
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-BDDS report dated 1/24/18 indicated, "[Client #7]
receives Risperdal 1 mg in the morning and 2 mg
tab in the evenings. The nurse completed a
medication audit and discovered on 12/31/17 that
staff gave [client #7] his morning Risperdal of 1
mg at the evening med dose not giving his

evening dose of 2 mg for an error of omitting 1 mg
of the Risperdal for the day. [Client #7] is doing
well and and suffered no negative effects from

this med error. The nurse provided training to the
staff including retraining of medication
administration, proper completion of buddy
checks following each medication pass and
control count documentation. As further
preventative measures all administration of
medication policy and procedures will be
followed."

-BDDS report dated 1/24/18 indicated, "[Client #7]
receives Risperdal 1 mg in the morning and 2 mg
tab in the evenings. The nurse completed a
medication audit and discovered on 12/28/17 that
staff gave [client #7] his morning Risperdal of 1
mg at the evening med dose not giving his

evening dose of 2 mg for an error of omitting 1 mg
of the Risperdal for the day. [Client #7] is doing
well and and suffered no negative effects from

this med error. The nurse provided training to the
staff including retraining of medication
administration, proper completion of buddy

checks following each medication pass and
control count documentation. As further
preventative measures all administration of
medication policy and procedures will be
followed."

-BDDS report dated 1/24/18 indicated, "[Client #7]
receives Risperdal 1 mg in the morning and 2 mg
tab in the evenings. The nurse completed a

‘Nurse retrained all staff on
medication administration.

‘Nurse completes weekly
medication pass
observations.

‘Nurse sends completed
medication observations to
Nurse Manager.

Completion Date: 2/23/18
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medication audit and discovered on 12/29/17 that
staff gave [client #7] his morning Risperdal of 1
mg at the evening med dose not giving his
evening dose of 2 mg for an error of omitting 1 mg
of the Risperdal for the day. [Client #7] is doing
well and and suffered no negative effects from
this med error. The nurse provided training to the
staff including retraining of medication
administration, proper completion of buddy
checks following each medication pass and
control count documentation. As further
preventative measures all administration of
medication policy and procedures will be
followed."

RN #1 was interviewed on 1/31/18 at 3:00 PM. RN
#1 indicated medications should be given
according to Physician's Orders. RN #1 indicated
IDT meetings were held for the medication errors.
RN #1 indicated staff have been retrained by the
nurse on medication administration as well as
buddy checks.

9-3-6(a)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

SGUV11  Facility ID:

000775 If continuation sheet

Page 8 of 8




