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CFR(s): 483.460(k)(1)

The system for drug administration must assure
that all drugs are administered in compliance with
the physician's orders.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interviews, the system for drug administration
failed to assure that drugs were administered in
compliance with the physician's orders for 1 of 3
sampled clients (#1). The finding is:

Observations conducted throughout the
8/13/18-8/14/18 survey revealed client #1 with
numerous red, raised areas over his arms and
legs which he showed to staff at frequent
intervals, stating they "itched". Interview with the
group home manager and the qualified
intellectual disabilities professional (QIDP) on
8/13/14 at 4:15 PM revealed client #1 had gotten
numerous mosquito bites while visiting his family
over the previous weekend, and had been seen
by the physician at 3:00 PM on 8/13/18.

Further observations conducted on 8/14/18 at
8:20 AM revealed client #1 entered the
medication administration area and was assisted
by staff to receive medications including
Quanapril 10 mg., Acidolphilus- one capsule,
Questran powder-1 packet- mixed in 8 oz. water,
Multivitamin- one tablet, Omega 3- 30 mg.,
Ecotrin 81 mg. and Loratadine 10 mg.
Continued observation during the medication
administration for client #1 revealed Mucinex ER
600 mg. had been delivered by the pharmacy,
however, no doses had been administered from
the delivery card and the physician's order had
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not been entered into the computerized
medication administration system. Staff
administering medication was then observed to
consult with the nurse who was present in the
home and was instructed to give the Mucinex ER
600 mg. and record it later, when it had been
entered into the system. Client #1 was
subsequently observed to receive the Mucinex
ER 600 mg. -1 capsule at 8:40 AM.

Review of the record for client #1, conducted on
8/14/18 revealed a physician's order dated
8/13/18 for Mucinex 600 mg. twice daily for 5-7
days and anti-itch cream -apply every 6 hours as
needed for insect bite.

Interview with the QIDP on 8/13/18 and 8/14/18
revealed client #1 had an appointment with the
physician on 8/13/18 during which the physician
ordered the Mucinex ER 600 mg. -1 capsule
twice daily for cough as well as anti-itch cream
-apply every six hours as needed for insect bites.
Continued interview with the QIDP revealed the
pharmacy had delivered the Mucinex ER 600 mg.
and the anti-itch cream on 8/13/18 at 6:45 PM.
Interview with the nurse on 8/14/18 verified Client
#1 had not received the Mucinex ER on 8/13/18
as ordered by the physician, and further verified
client #1 had not received application of anti-itch
cream to his insect bites as ordered by the
physician.
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