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W 000 | INITIAL COMMENTS W 000

No deficiencies were cited as a result of a
complaint survey completed on 11/30/21 for
Intakes #NC00183252.

W 371 | DRUG ADMINISTRATION W 371
CFR(s): 483.460(k)(4)

The system for drug administration must assure
that clients are taught to administer their own
medications if the interdisciplinary team
determines that self-administration of medications
is an appropriate objective, and if the physician
does not specify otherwise.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the system for drug administration
failed to assure 2 of 2 clients (#5 and #6)
observed during medication administration were
provided the opportunity to participate in
medication self-administration. The findings are:

A. The system for drug administration failed to
assure client #5 was provided the opportunity to
participate in medication self-administration. For
example:

Observation in the group home on 11/30/21 at
6:13 AM revealed client #5 to enter the
medication room and to sit in a chair while staff B
prepared and administered medications to the
client. Continued observation revealed staff B to
her sanitize her own hands, reconcile
medications from a bubble pack with the
medication record, punch all medications for
client #5 into a medication cup and client #5 to
then take all medications whole followed by water
that was poured by staff. Staff B was further
observed to provide no identification of any
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medication or education regarding purpose or
side effects to the client.

Review of records for client #5 on 11/30/21
revealed an individual support plan dated
11/10/21. Continued review of records for client
#5 revealed a daily living skills assessment dated
11/9/20. Review of the 11/2020 skill assessment
revealed client #5 to have the ability with a
gestural cue to get a med cup and to have ability
with a physical cue to pour from a pitcher and
punch pills.

Interview with the facility nurse on 11/30/21
verified client #5 should have been provided the
opportunity to participate in medication
administration to the extent the client was
capable.

B. The system for drug administration failed to
assure client #6 was provided the opportunity to
participate in medication self-administration. For
example:

Observation in the group home on 11/30/21 at
6:25 AM revealed client #6 to enter the
medication room and to sit in a chair while staff B
prepared and administered medication to the
client. Continued observation revealed staff B to
reconcile medications from a bubble pack with
the medication record, punch all pill medications
for client #6 into a medication cup and then give
client #6 the medication cup. Client #6 was
observed to take all medications whole with a
nutritional supplement drink that staff had
measured and mixed polyethylene glycol powder
in. Staff B was further observed to provide no
identification of any medication or education
regarding purpose or side effects to the client.
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Review of records for client #6 on 11/30/21
revealed an individual support plan dated 6/30/21.
Continued review of records for client #6 revealed
a daily living skills assessment dated 6/18/21.
Review of the 6/2021 skill assessment revealed
client #6 to have the ability with a physical cue to
get a med cup and punch the correct pill with a
verbal cue.

Interview with staff B on 11/30/21 revealed she
had not been trained to ensure client participation
or provide education or identification of
medication to a client during the medication pass.
Interview with the facility nurse on 11/30/21
verified client #6 should have been provided the
opportunity to participate in medication
administration to the extent the client was
capable.
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