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W 368 | DRUG ADMINISTRATION W 368
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:
Based on observation, record review and
interview, the facility failed to assure all drugs
were administered as prescribed for 1 client (#1)
observed during medication administration. The
finding is:

Observation in the group home on 3/29/23 at 7:25
AM revealed client #1 to enter the medication
administration room and participate in the
morning medication pass. Further observation
revealed client #1 to receive raw honey 1 tbsp.,
Lisinopril 40 mg, Cetirizine HCL 10 mg, CalMag
calcium 500 mg magnesium 250 mg, Vita Sprout
1 tablet.

Review of the physician orders dated 2/27/23 for
client #1 revealed medications ordered at 8:00
AM to include raw honey 1 tbsp. by mouth,
Vitamin D3 50 mcg, Lisinopril 40 mg, Cetirizine
HCL 10 mg, Calcium 1000 mg, Vita Sprout 1
tablet, and Mineral Rich 60 cc.

Interview with facility nurse on 3/29/23 confirmed
client #1's physician orders are current.
Continued interview verified by the 2/23 physician
order revealed client's guardian provides the
group home with the following medications;
Vitamin D3 50 mcg, Calcium 1000 mg, and
Mineral Rich 60 cc. Further interview with the
facility nurse revealed client #1 should have
received Vitamin D3 50 mcg, Calcium 1000 mg,
and Mineral Rich 60 cc during the 8 AM
medication administration.
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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
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