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W 000 INITIAL COMMENTS W 000

 An unannounced visit was conducted on 9/3/25 

for CINV Intake No. NC00232640. One allegation 

was substantiated and three allegations were 

unsubstantiated due to insufficient evidence. One 

deficiency was cited.

 

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 record review and interview, the facility 

failed to ensure medications were administered in 

accordance with physician ' s orders. This 

affected 6 of 8 sampled clients (#2, #3, #4, #5, 

#6, #7). The finding is:

During record review on 9/3/25, the facility 

produced Medication Administration Records 

(MARs) for all clients in the home for the months 

of July and August, 2025. Review of the MARs 

revealed that the facility had failed to administer 5 

prescribed medication doses to client #2, 27 

medication doses to client #3, 70 medication 

doses to client #4, 6 medication doses to client 

#5, 13 medication doses to client #6 and 31 

medication doses to client #7 during the period 

reviewed.

Interview with the facility nurse confirmed that the 

medication doses were not documented, 

indicating that the medications had not been 

administered as prescribed.
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