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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:

Based on observations, record review and interviews,
the facility failed to ensure that medications were
administered in compliance with physician's orders for
1 of 5 clients (#3). The finding is:

Observations in the group home on 4/15/26 at 7:13 AM
revealed client #3 to enter the medication room with
staff A. Further observations revealed staff A to
administer the following medications to client #3:

Senna Plus, Quetiapine, Omega 3 Fish Oil, Lamotrigine,
Gabapentin, Clonidine, Lacosamide, Ketoconazole,
Clotrimazole, Ciclopirox, Desonide, Nystatin,
Chlorhexidine, Fluticasone (one spray in each nostril)
and PEG powder.

Review of records for client #3 revealed a physician's
order dated April, 2026 which indicates that all of the
medications listed above are to be administered at 8:00
AM. In addition, the physician's order indicates that
client #3 should have been given Ciprofloxacin, 5 drops
in each ear at 8:00 AM. Further review of the
physician's order revealed that client #3 should have
two sprays of the Fluticasone in each nostril during

the 8:00 AM medication administration.

Interview on 4/15/26 with the Director of Nursing (DON)
confirmed that client #3 should have had two sprays of
Fluticasone in each nostril and 5 drops of

Ciprofloxacin in each eye during the 8:00 AM medication
administration.
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