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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 observations, record review and
interview, the facility failed to ensure medications
were administered in accordance with physician's
orders. This affected 2 of 4 audit clients (#3 and
#12). The findings are:

A. During afternoon observations in the home on
2/5/24 at 4:07pm, staff A was observed to attempt
to take client #12's vital signs. Client #12
removed the blood pressure cuff before vital
signs were completed. Staff A was then observed
at 4:11pm administering Thorazine 175mcg to
client #12. After medications were administered,
staff A took client #12's vital signs.

Record review 2/6/24 of client #12's physician's
orders dated 9/7/23 revealed an order for
"Thorazine 100mg. Take 1 tablet by mouth three
times daily with three of the 25mg tablets for a
total dose of 175mcg. Hold for blood pressure
less than 90/60 or pulse less than 60."

Interview on 2/6/24 with the facility nurse
confirmed client #12 should have had his vital
signs checked prior to administration of
Thorazine.

B. During morning observations in the home on
2/6/24 at 8:20am, staff C was observed
administering Levothyroxin 75mcg to client #3.

Record review on 2/6/24 of client #3's physician’s
orders dated 9/7/23 revealed an order for
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In the future all clients will receive
medication as ordered by the physician.
Al staff will receive training on policy
11004B Medication Administration.

The Regional Nursing Director will
monitor medication administration
once per week to assure that all

clients receive medication as prescribed
without error.

All monitoring will be documented.
Any concerns will be followed up
on as needed.
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W 368 Continued From page 1
"Levothyroxin 75mcg. Take one tablet every
morning at 7:00am.

Interview on 2/6/24 with the facility nurse revealed
medications can be administered one hour before
or one hour after the time it is ordered. The facility
nurse confirmed client #3 received Levothyroxin
outside of the time frame that is allowed.

W 382 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals
locked except when being prepared for
administration.

This STANDARD is not met as evidenced by:
Based on observations and interview, the facility
failed to ensure all medications remained locked
except when being administered. The findings
are:

During observations in the home on 2/5/24 staff A
was administering medications. At 4:12pm, staff A
walked away from the medication cart to obtain
vital signs leaving the cart unlocked.

Further observations in the home on 2/5/24 at
4:25pm, staff Aleft the medication cart to return
water and juice to the kitchen. The medication
cart was left unlocked in the dining room.

Interview on 2/6/24 with the facility nurse revealed
the medication cart should always be locked
unless staff are standing right beside it
administering medications. The facility nurse
confirmed the cart should be locked anytime staff
walk away from it.

W 368

W 382

4-6-2024
W382

All drugs and biologicals will be
stored / locked except when being
prepared for administration.

All staff will receive training in policy
11004-A regarding Medication storage.
Training will specifically address
securing the medication cart when
not administering medications.

=

The Regional Nursing Director

will monitor medication storage
once per week to assure that
medication are locked except when
being prepared for administration.

All monitoring will be documented.
Any concerns will be followed up
on as needed.
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