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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 observations, record review and 
interviews, the facility failed to ensure all 
medications were administered without error.  
This affected 1 of 1 clients observed receiving 
medications in Sandridge II.  The finding is:

During morning observations of medication 
administration in Sandridge II on 10/4/22 at 
7:48am, client #5 ingested three Depakote 
125mg tablets and one Jolessa .15 - .03mg 
tablet.  No other medications were observed.  

Review on 10/4/22 of client #5's physician's 
orders dated 9/1 - 9/30/22 revealed an order for 
Benefiber powder, take 10ml in 8 oz of fluid by 
mouth twice daily, 8a and 6p. 

During an interview on 10/4/22 with the 
medication technician (Staff A), when asked if 
client #5 gets Benefiber in the morning, the staff 
initially stated the client only receives Benefiber 
"at night".  Further interview with Staff A revealed 
client #5 also receives Benefiber at 8:00am.

Interview on 10/4/22 with the facility's nurse 
confirmed client #5 should receive Benefiber 
powder twice daily at 8am and 6pm as indicated 
on her current physician's orders.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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