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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 observations, record review and 

interview, the system for drug administration 

failed to assure all drugs were administered 

according to physician's orders for 2 of 6 clients 

(#1, #6).  The finding is:  

Observations in the group home on 4/14/21 at 

7:05 AM revealed client #1 to enter the 

medication room with staff to prepare for his 

medication administration.  Continued 

observations revealed client #1 to receive the 

following medications:  Levothyroxine 125mcg, 

vitamin D3 2000IU, B12 100 mcg, Loratidine 10 

mg, Aspirin 81 mg, Fluticasone 50 mcg and 

anti-fungal foot spray.  Further observations at 

7:15 AM revealed client #1 to exit the medication 

room and sit at the dining table and immediately 

participate in the breakfast meal.  Observations at 

7:40 AM revealed client #1 to place his dishes in 

the kitchen sink and transition to the next activity.  

At no point during the breakfast meal was client 

#1 prompted to wait 30 minutes after his 

medication administration.  

Subsequent observations in the group home on 

4/14/21 at 7:15 AM revealed client #6 to enter the 

medication room with staff to prepare for his 

medication administration.  Continued 

observations revealed client #6 to receive the 

following medications: Levothyroxine 50 mcg, 

Lactulose 15ml, Benztropine 1 mg, Divalproex 
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W 368 Continued From page 1 W 368

250 mg, Propranolol 80 mg and Vitamin D3 2000 

IU.  Further observations at 7:30 AM revealed 

client #6 to exit the medication room and to sit at 

the dining table and immediately participate in the 

breakfast meal.  At no point during the breakfast 

meal was client #6 prompted to wait 30 minutes 

after his medication administration.  

Review of the record for client #1 on 4/14/21 

revealed a person-centered plan (PCP) dated 

6/18/20.  Further review of the record revealed a 

physician's order dated 1/25/21 which indicates 

that client #1 should have his medications 

dispensed at 7:00 AM.  Continued review of the 

physician's order revealed that client #1 should 

take his Levothyroxine on an empty stomach by 

mouth daily and wait 30 minutes before a meal.  

Subsequent review of the record for client #6 on 

4/14/21 revealed a person-centered plan (PCP) 

dated 3/25/20.  Further review of the record 

revealed a physician's order dated 1/25/21 which 

indicates that client #6 should have his 

medications dispensed at 7:00 AM.  Continued 

review of the physician's order revealed that client 

#6 should take his Levothyroxine on an empty 

stomach by mouth daily and wait 30 minutes 

before a meal.  

Interview with the facility nurse and interim 

qualified intellectual disabilities professional 

(QIDP) on 4/14/21 verified that clients #1 and #6 

should have had their Levothyroxine medications 

on an empty stomach and staff should have 

waited 30 minutes prior to allowing clients to 

participate in the breakfast meal.  The facility 

nurse and QIDP also verified that client #1's and 

#6's physician's orders are current.  The facility 

nurse and QIDP confirmed that client #1 and #6 
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should receive all of their medications as 

prescribed.
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