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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 observation, record review and 

interview, the facility failed to assure all drugs 

were administered without error for 1 of 6 clients 

(#2) observed during medication administration.  

The finding is:

Observation in the group home on 1/10/23 at 7:08 

AM revealed staff F to sanitize client #2's hands 

and punch medications into a medicine cup 

inserted in a covered small basket for medication 

administration and staff E to attempt to take over 

the medication administration for client #2.  

Continued observation at 7:18 AM revealed staff 

F to empty all capsules, crush all pills and 

prepare Polyethylene Glycol 3350 powder in a 

sprite drink.  Further observation revealed staff F 

to administer all medications with applesauce and 

Polyethylene Glycol 3350 powder drink.  

Subsequent observation at 7:30 AM revealed 

staff F to administer levetiracetam 100 mg/12 ml 

solution and to spray fluticasone nasal spray 50 

mcg with 1 spray in each nostril in the living room.  

Staff F exited the living room at 7:35 AM and staff 

B continued to administer client #2's Polyethylene 

Glycol 3350 powder drink until it was finished.

Review of records for client #2 on 1/10/23 

revealed physician orders dated 1/10/22.  Review 

of the 1/10/23 physician orders revealed 

medications to administer at 8:00 AM to be 

alprazolam 0.25 mg tab, Boost plus energy drink, 

calcium 600 + vitamin D tab, chlorhexidine 

gluconate 0.12% solution, deep sea 0.65% nose 
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W 369 Continued From page 1 W 369

spray, diltiazem 180 mg cap, divalproex sodium 

125 mg cap, docusate sodium 100 mg cap, fruity 

chews tab, guanfacine ER 2 mg tab, 

levetiracetam 100 mg/ml solution, paroxetine 

HCL 10 mg, Poly ethylene Glycol 3350 powder, 

and topiramate 50 mg tab.  Further review of 

physician orders revealed client #2 to be 

prescribed deep sea 0.56% nose spray with 2 

sprays in each nostril twice daily for allergy 

symptoms and chlorhexidine gluconate 0.12% 

solution applied to gums with toothettes twice a 

day to prevent gum disease and decrease 

bacteria in mouth.  During the survey observation 

staff F was not observed to administer deep sea 

0.56% nose spray 2 sprays in each nostril and 

observed not to administer chlorhexidine 

gluconate 0.12% solution applied to gums with 

toothettes.  

Subsequent morning observation revealed staff F 

to administer fluticasone nasal spray 50 mcg with 

1 spray in each nostril to client #2 and the 

medication to be prescribed at 9:00 PM for the 

client.

Interview with the facility nurse on 1/10/23 verified 

the physician orders dated 1/10/23 to be current.  

Continued Interview with the facility nurse 

confirmed that staff should have administered all 

medications as prescribed on the physician 

orders.
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