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W 368 DRUG ADMINISTRATION
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:

W 368

 Based on observation, record review and 
interview, the facility failed to ensure medications 
were administered in accordance with physician's 
orders. This affected 1 client (Client #4) observed 
during medication administration. The finding is:

Observations in the home on 2/26/25 revealed 
client #4 to enter the medication administration 
area at 8:02 AM and staff to dispense the 
following medications: Lamotrigine 25 mg - 2 
tablets, Olanzapine 10 mg - 1 tablet, Clonazepam 
1 mg - 1 tablet, Topiramate 100 mg - 1.5 tablets. 
Continued observation revealed client #4 to 
swallow all medications with water and to receive 
no further medications for the duration of the 
observation.

Review on 2/26/25 of client #4's physician's 
orders revealed an order dated 11/25/24 to add 
Pepcid, 1 tablet 2 times per day for 180 days to 
client #4's standing prescription order.

Interview on 2/26/25 with the Director of Nursing 
(DON) for the home confirmed the physician's 
order was current and that Client #4 should have 
received the prescribed dose of Pepcid during 
medication administration. The DON further 
verified that the order for Pepcid had never been 
placed with the pharmacy, so client #4 has not 
received any doses of this medication to date.

 

W 440 EVACUATION DRILLS
CFR(s): 483.470(i)(1)

W 440
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W 440 Continued From page 1 W 440
at least quarterly for each shift of personnel.
This STANDARD  is not met as evidenced by:
 Based on record review and interview, the facility 
failed to ensure evacuation drills were held at 
least quarterly for each shift of personnel. The 
finding is:

A review of the facility fire drill reports on 2/25/25 
revealed that between 3/30/24 and 2/25/25, the 
facility conducted 9 fire drills, and that of those, 
five occurred on first shift, two on second shift 
and two on third shift. Continued review revealed 
that there were no second or third shift fire drills 
for the third or fourth quarters of the review year. 

Interview with the facility administrator on 2/26/25 
confirmed fire drills should have been conducted 
quarterly for each shift of personnel.
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