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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 

interview, the facility failed to assure all drugs 

were administered without error for 1 of 2 clients 

(#1) observed during medication administration.  

The finding is:

Observation in the group home on 3/26/25 at 7:17 

AM revealed staff A to prompt client #1 to obtain 

her jelly container for medication administration. 

Continued observations revealed staff A to name 

medications and purpose and to verify the 

medication administration record. Continued 

observation revealed staff A punched all morning 

medications into a medicine cup and client #1 

was observed to take all medications whole with 

grape jelly. The client refused a cup of water.

Review of records for client #1 on 3/26/25 

revealed physician orders dated /20/23.  Review 

of the 2/27/25 physician orders revealed 

medications to administer at 8:00 AM to be 

Folivane-PLS, Loratadine 10MG, Ibuprofen 

400MG, Lamotrigine 150MG, Pantoprazole 

40MG, Quetiapine 100MG, Quetiapine 50MG.  

During survey medication administration 

observation of staff, staff A was observed to 

administer all morning medications for client #1 

and additionally the staff was observed to 

administer Carbamazepin 400MG ER and 

Vitamin D3 25MCG 1000IU. Continued review of 

the records for client #1 revealed no physician 

orders for client #1 for staff to administer 

Carbamazepin 400MG ER and Vitamin D3 
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W 369 Continued From page 1 W 369

25MCG 1000IU at 8:00 AM.

Interview with the facility nurse on 3/26/25 

confirmed the 2/27/25 physician orders for client 

#1 to be current. Continued interview with the 

facility nurse revealed that staff should administer 

medications as prescribed. Further interview with 

the facility nursing revealed that the facility will 

ensure the medication administration record and 

physician orders match.

W 474 MEAL SERVICES

CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the 

developmental level of the client.

This STANDARD  is not met as evidenced by:

W 474

 Based on observation, record reviews, and 

interviews, the facility failed to serve food in a 

form consistent with the developmental level of 1 

of 4 sampled clients in the facility (#3).  The 

finding is:

Observations in the group home on 3/25/25 at 

5:50 PM revealed the dinner meal consisted of 

ham, pintos, fruit cocktail, milk, lemonade and 

grape flavored drink. Continued observations at 

5:58 PM revealed client #3 to consume his dinner 

meal in whole consistency. At no time during the 

dinner meal was staff observed to assist the client 

to provide his ham in a chopped consistency.

Observations in the group home on 3/26/25 at 

8:00 AM revealed the breakfast meal consisted of 

turkey bacon, cheese grits, pears, juice, water, 

milk, and coffee. Continued observations at 8:08 

AM revealed client #3 to consume his breakfast 

meal in whole consistency. At no time during the 

breakfast meal was staff observed to assist the 
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client to provide his bacon in a chopped 

consistency.

Review of client #3's record on 3/26/25 revealed 

an individual service plan (ISP) dated 3/20/24. 

Review of the ISP revealed a nutritional 

evaluation dated 3/4/24 for client #3 to be 

prescribed a regular diet with chopped meats. 

Continued review of the ISP revealed physician's 

orders dated 2/27/25 for client #3 to be 

prescribed regular diet and chopped meats.

Interview with the facility nurse on 3/26/25 

confirmed client #3's prescribed diet. Further 

interview with the facility nurse confirmed 

specially modified diets should be followed as 

prescribed.
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