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W 368 DRUG ADMINISTRATION
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:

W 368

 Based on observation, record review and 
interview, the facility failed to ensure the system 
of administrating medications as ordered was 
implemented.  This affected 2 of 4 audit clients 
(#4, #5)  The findings are:

1.  Client #4 did not receive her Miralax as 
ordered.

During an medication administration observation 
in the home on 7/23/19 at 7:30am, Staff A verbally 
prompted client #4 to fill up a cup with water.  
Client #4 filled the cup with an undetermined 
amount of water using the faucet.  Staff A then 
verbally prompted client #4 to pour in seventeen 
grams of Miralax powder into the cup.  Further 
observations revealed client #4 consuming the 
Miralax.

Review on 7/23/19 of client #4's physician's 
orders signed 4/29/19 stated, "Mix One Capful 
(17 grams) with 8 oz of water...."

During an interview on 7/23/19, the qualified 
intellectual disabilities professional (QIDP) was 
shown by the surveyor who was holding an 
measuring cup where eight ounces was located, 
as the eight ounces of water was poured into a 
cup.  Further interview revealed client #4 filled the 
cup with an undetermined amount of water.
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2.  Client #5 did not receive his foot cream as 
ordered.

During an medication administration observation 
in the home on 7/23/19 at 7:03am, client #5 
consumed six pills.  Further observations 
revealed client #5 did not receive any other 
treatments.

During an interview on 7/23/19, Staff A revealed 
there are no clients who receive any creams 
during the morning medication administration.

Review on 7/23/19 of client #5's physician's 
orders dated 4/29/19 indicated Clotrimazole 
Cream 1% at 8am.

During an interview on 7/23/19, the QIDP 
revealed the electronic medication administration 
record (MAR) stated client #5's foot cream is 
applied only at 8pm and not 8am.

During an interview on 7/23/19, the facility's nurse 
revealed client #5's physician's order for his foot 
cream had not been changed from 8am to 8pm.

W 454 INFECTION CONTROL
CFR(s): 483.470(l)(1)

The facility must provide a sanitary environment 
to avoid sources and transmission of infections.

This STANDARD  is not met as evidenced by:

W 454

 Based on observations, interviews the facility 
failed to ensure proper infection control 
procedures were followed in order to promote 
client health/safety and prevent possible 
cross-contamination.  This potentially affected all 
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clients residing in the home.  The finding is:

Precautions were not taken to promote client/staff 
health/safety and prevent possible 
cross-contamination. 

During lunch observations at the day program on 
7/22/19 at 11:25am, a fly was observed to have 
landed on client #1's tuna salad.  At 11:27am. 
client #1 consumed his entire plate of tuna salad.  
Additional observations revealed at 11:24am a fly 
had landed on the pitcher of water and at 
11:26am a fly had landed on a pitcher of Kool-Aid.  
Further observations revealed a staff person 
waving their hand over both pitchers.

During an interview on 7/22/19, the day program 
coordinator revealed client #1's tuna salad should 
have been "tossed."
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