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W 369 | DRUG ADMINISTRATION W 369
CFR(s): 483.460(k)2)
The systern for drug administration must assure
that all drugs, including those thal are
self-administered, are administered without error.
W369 All medications will be
administered per physician’s
This STANDARD is not met as evidenced by: orders oy ¢
Based on cbservations, record reviews and servi - The RN/LPN wxll.m- 1731719
interviews, the facility failed to assure al service appropriate
medications were given without error, admmfstratxon of creams in
This affected one audit client (#2). The finding is: compliance with physicians
orders for client # 2, and all
Cliert #2 did not receive his Lamisil cream as individuals. Monitoring will
ordared. occur  through  weekly
e edicati i
During the medication pass at 6:58am, on the medication O,bser" ations  to
marning of 1/0/18, client #2 received all of his oral < assure that client #2 and all
medication and a boost. He also had his blood residents that receive creams
pressure checked. However, he did not have any are given as ordered for two
craams applied. consecutive months by the
. . QP/LPN
After the medication pass, the medication
technician was asked if this was all of client #2's
6:00am and 7:00am orders and she stated yes.
intarview with the other third shift staff revoaled
she was responsible for client #2's bath and had
not put his cream on him.
Review on 1/9/19 of the record revealed dortors
orders signed 10/14/18 which indicated he should RECEIVED
raceive Lamisil AF AER 1% "apply topically to
bilateral fast between toes twice dally.” This was
ordered to be dana at 6:00am. ' MAR 0 % 2339
Review on 1/819 of the medication DHSR-MH Licensure Sect
administration record (MAR) after all third shift
was gone for the day revealed the Lamisil was | J
RATORY DIRECTOR'S OR PROVIDER/GUPPLIER REPRESENTATIVE'S SIGNATURE TITLE XB) DATE
N o~ vos | O A

Any deficiency statement ending with an asterisk (*) denotes%eﬁé\uncy which the institution may be excused l'rom conecting providing it l§ determined fhat
other saleguards provide sufficiant prolection to the patients . (See instructions.) Except for nursing homes, Ihe findings staled above are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and plans of con{eohon are disclosable 14
days following the date these documents are made available lo the facility. 1 deficiencies are cited, an approved plan of correation is requisite to continuad
program participation.
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W 369 | Continued From page 1 W 369
not marked off for this date,
Managameni confirmed in an interview on 1/9/19
that medications are marked when given or
applied.
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