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W 000 INITIAL COMMENTS W 000

 A complaint survey in addition to the 
recertification survey was completed on 
1/20/2021.  Deficiencies were not cited as a result 
of the complaint survey for Intake #NC00161721.

 

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

Observations in the group home on 1/20/21 at 
8:03 AM revealed client #1 to enter the 
medication room with staff D for morning 
medications.  Continued observation revealed 
client #1 to participate in the medication pass with 
answering staff D's questions about her 
medications and punching medications from pills 
cards.  Further observation revealed staff D to 
administer Combigan solution 0.2/0.5% to client 
#1's right eye.  Client #1 was observed to request 
a paper towel for her eye and exit the medication 
room at 8:15 AM. 

Review of records for client #1 on 1/20/21 
revealed physician orders dated 8/10/20.  Review 
of the 8/2020 physician orders revealed an order 
for Combigan solution 0.2/0.5% with the physician 
directive to instill one drop into the left eye twice 
daily.  Continued review of records for client #1 
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W 369 Continued From page 1 W 369

revealed a vision exam dated 10/23/2020.  
Review of the 10/2020 vision exam revealed a 
diagnosis of open angle glaucoma.  

Interview with the facility nurse on 1/20/21 verified 
client #1 has current physician orders that include 
Combigan solution due to a diagnosis of 
glaucoma.  Continued interview with the facility 
nurse revealed client #1 also has diabetes with a 
family history of glaucoma and diabetes. 
Subsequent interview with the facility nurse 
verified client #1 should have received the 
medicated eye drop to the left eye for glaucoma 
as written in the physician order.
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