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W 194 483.430(e)(4) STAFF TRAINING PROGRAM

Staff must be able to demonstrate the skills and 

techniques necessary to implement the individual 

program plans for each client for whom they are 

responsible.

This STANDARD  is not met as evidenced by:

W 194

 Based on observation, record review, and 

interview the facility failed to ensure for 2 of 3 in 

the sample (R3 and R4) that received 

medications that staff demonstrate skills and 

techniques necessary for each client whom they 

are responsible. 

Findings include: 

Per record review of the Medication 

Administration Record dated 4-1-13 to 4-30-13, 

R3 is a 49 year old female who functions in the 

Severe Range. R3's diagnoses includes Down 

Syndrome and Osteopenia. 

Per record review of the Individual Service Plan 

dated 11-8-12, R4 is a 48 year old male who 

functions in the Profound range. R4's diagnoses 

includes Diabetes Type II and Anxiety. 

During observations of the Medication 

Administration Pass on 4-1-13 from 4:01 P.M. to 

5:07 P.M. this surveyor observed E4 (Direct 
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W 194 Continued From page 1 W 194

Support Person) administer medications to R3 

and R4. At 4:01 P.M. R4 was in the medication 

room and received one medication and left the 

room. E4 (Direct Support Person) stated that they 

would have to bring R4 back into the room later in 

order for him to complete taking all of his 

medications. At 4:30 P.M. R3 was observed to 

get her medications and as she punched out her 

Oyster shell medication it fell to the ground. E4 

picked up the medication and threw it into the 

garbage. R3 was observed to take another 

medication. At 5:00 P.M. R4 was observed back 

into the medication room to take his medications. 

R4 would take one medication and then would 

want to leave. E4 stated to R4 that he would get a 

pop at dinner if he finished taking his medication. 

R4 kept wanting to leave after each medication 

but E4 kept telling R4 that he would get a pop at 

dinner and therefore stayed to take his 

medication. At 5:34 P.M. R4 was observed at 

dinner time without a pop at his meal. 

Per interview with E4 (Direct Support Person) on 

4-1-13 at 5:10 P.M. when asked what happens 

with dropped medications, E4 stated that it is put 

in the garbage since it was not a controlled 

medication. E4 stated that in order to get R4 to 

take his medication she has to tell him that he will 

get a pop at dinner time otherwise he would leave 

the medication room without taking all of his 

medications. 

Per record review of the Policy 7.05 Nursing 

revised 01/10 is written that wasted medication 

will be disposed of in accordance with the rules 

and regulations of the Federal Drug Enforcement 

Administration to render them non-retrievable 

contained in a non-palatable substance. 
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Per record review of the Individual Service Plan 

dated 11-8-12 is written that R4 is overly focused 

on soda as a food item, and enjoys drinking diet 

soda. 

Per interview with E1 (Facility Representative) on 

4-2-13 at 9:40 A.M. stated that medication wasted 

should be placed with coffee grounds and that E4 

did not do that initially by throwing it into the 

garbage.
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