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W 369 | DRUG ADMINISTRATION W 369

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:
Based on observation, record review and
interview, the facility failed to assure all drugs
were administered without error for 1 of 3 clients
observed during drug administration (#1). The
finding is:

Morning observations in the group home on
1/23/2020 at 6:35 AM revealed client #1 sat at the
dining table consuming her coffee. Further
observations at 6:50 AM revealed client #1 sat at
the dining table consuming her breakfast meal
consisting of cereal with milk and whole toast.

Medication observations in the group home on
1/23/2020 at 7:20 AM revealed the medication
technician (staff A) administered client #1 her
morning medications consisting of Pantoprazole,
Metoprolol ER, Fluoxetine and Levothyroxine.
During this time, client #1 was observed to
swallow all medications administered.

Review on 1/23/2020 revealed an individual
support plan (ISP) dated 4/25/2019. Continued
review revealed physician's orders (dated signed
1/8/2020) for client #1 which noted: Levothyroxine
Sod 112 mcg tabs take one tab by mouth on an
empty stomach every morning, daily at 8:00 AM.

Interview with the medication technician (staff A)
on 1/23/2020 at 7:33 AM revealed client #1
should have received her Levothyroxine before
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CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to teach 2 of 3
sampled clients (#1 and #4 ) to use and make
informed choices relative to eye glasses and
hearing aides. The findings are:

A. Client #1 is in need of programming to help her
use eye glasses as prescribed.

Observations in the group home throughout the
survey period from 1/22/2020 through 1/23/2020
revealed client #1 did not wear eye glasses.
Continued observations in the group home
throughout the survey period revealed client #1
was not prompted to wear eye glasses.

Review of the record for client #1 on 1/23/2020
revealed an individual support plan (ISP) dated
4/25/2019. Continued review the ISP revealed a
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her breakfast meal on an empty stomach.
Interview with the facility nurse on 1/23/2020
confirmed client #1 should have received her
Levothyroxine before breakfast on an empty
stomach as prescribed.
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vision examination dated 6/25/2019 which noted
client #1's vision corrects to 20/25 in the right eye
and 20/30 in the left eye. Further review of the
6/25/2019 vision examination revealed a
prescription was given for new glasses for client
#1.

Ongoing review on 1/23/2020 of client #1's ISP
dated 4/25/2019 revealed a community/home life
assessment dated 4/12/2019. Review revealed
an assessment which noted client #1 requires
physical assistance for wearing, caring and the
storage of her prescribed eye glasses. Further
review on 1/23/2020 of client #1's current
programs revealed no programming relative to
the use and care of her eye glasses.

Interview with the home manager on 1/23/2020
confirmed client #1 has prescribed eye glasses
and they are kept in the office. Interview with the
facility nurse and the qualified intellectual
disabilities professional (QIDP) on 1/23/2020
confirmed client #1 had a 6/25/2019 vision
examination. Continued interview with QIDP
revealed client #1 has prescribed eye glasses but
does not wear them. Subsequent interview with
the QIDP confirmed client #1 is in need of
programming to help the client use the eye
glasses as prescribed and confirmed there was
no previous programming relative to the use and
care of client #1's eye glasses.

B. Client #4 is in need of programming to help
him use both his hearing aids as prescribed.

Observations in the group home throughout the
survey period from 1/22/2020 through 1/23/2020
revealed client #4 wore one hearing aid.
Continued observations in the group home
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throughout the survey period revealed client #4
was not prompted to wear both hearing aids.

Review of the record for client #4 on 1/23/2020
revealed an individual support plan (ISP) dated
12/27/2019. Continued review of the ISP
revealed an audiological evaluation dated
12/31/2019. Further review of the 12/31/2019
audiological evaluation revealed binaural hearing
aids are recommended and client #4 failed
audiological behavioral observational testing to
follow simple verbal commands and hear voice
level conversations.

Ongoing review on 1/23/2020 of client #4's ISP
revealed a community/home life assessment
dated 1/13/2020 which noted not applicable
assessments for hearing aids. Further review on
1/23/2020 of client #4's current programs
revealed a hearing aid device care program dated
implemented 1/14/2020.

Interview with the medication technician (staff A)
on 1/23/2020 at 7:12 AM confirmed client #4
prefers to wear one hearing aid and his hearing
aids are kept in the office. Interview with the
QIDP revealed prior to client #4's admission to
the facility, he was accustomed to wearing one
hearing aid and the QIDP confirmed client #4
continues this practice. Continued interview with
the QIDP confirmed while client #4 does have
current programming to care for his hearing aids,
he is in need of programming to wear both
hearing aids, as prescribed.
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