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W 369 DRUG ADMINISTRATION

CFR(s): 483.460(k)(2)

The system for drug administration must assure 

that all drugs, including those that are 

self-administered, are administered without error.

This STANDARD  is not met as evidenced by:

W 369

 Based on observations, record review and 

interview, the facility failed to assure all 

medications were administered without error for 1 

of 2 audit clients (#5).  The finding is:

Client #5 was not administered all of his 

medications without error.

During medication administration observations in 

the hotel on 8/24/18 at 7:32am, client #5 received 

only three medications Metoprolol 25mg, Prilosec 

20mg and Oys Calc 500. The medication 

technician and another staff revealed they could 

not locate client #5's Lactulose. 

Review on 8/24/18 of client #5's physician's order 

dated 7/2018 revealed an additional 7am 

medication which was not administered at 

7:32am, "LACTULOSE SOL...(30ML)...7:00AM 

8:00PM."

During an interview on 8/24/18, the nurse 

confirmed client #5's physician's orders were 

current and as documented on the medication 

administration record (MAR) client #5 did not 

receive his Lactulose during the observed 

medication administration.
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