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W 189 STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(1)

The facility must provide each employee with 
initial and continuing training that enables the 
employee to  perform his or her duties effectively, 
efficiently, and competently.

This STANDARD  is not met as evidenced by:

W 189

 Based on observation and interview, the facility 
failed to ensure sufficient training was provided to 
staff related to effectively and competently 
applying the transport vehicle wheelchair 
securement system for 1 of 1 client (#1) in the 
home who uses a wheelchair.  The finding is:

Observations at the group home on 1/7/19 at 5:30 
PM, revealed group home staff assisting the 
clients with loading the facility van for an outing, 
including assisting client #1 with loading the van 
by using the wheelchair lift.  Continued 
observations revealed staff members attaching 
four tie-down straps to the wheelchair frame and 
the retractors attached to the van frame.  Further 
observations did not reveal staff attaching a lap 
belt or a shoulder belt (the client was noted to 
have the wheelchair lap belt secured).  When 
asked about lap and shoulder belts by the 
surveyor, the home manager got on the van and 
began looking for them.  They were located in a 
container toward the front of the van.  The lap 
and shoulder straps were then applied and 
secured.  

Interview with a direct care staff member on 
1/7/19 revealed the staff person had not been 
trained on how to use all of the straps on the van 
being used on 1/7/19.  Review of the training 
records on 1/8/19 revealed all staff involved with 
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W 189 Continued From page 1 W 189

loading the clients on 1/7/19 had received driver 
safety training, which included training on 
securing wheelchairs for transport.

Interview with the home manager on 1/7/18 
revealed that the van being used on 1/7/19 was a 
temporary van, as the permanent facility van was 
being repaired.  The home manager confirmed 
that staff had not been trained on how to 
specifically use the wheelchair securement 
system for the temporary van, and confirmed the 
lap belt and shoulder belts had not been used 
since 12/31/18 when the temporary van was 
obtained.

W 382 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(2)

The facility must keep all drugs and biologicals 
locked except when being prepared for 
administration.

This STANDARD  is not met as evidenced by:

W 382

 Based on observations and interview, the facility 
failed to assure all drugs and biologicals were 
kept locked except when being prepared for 
administration.  The findings are:

A.  Observations conducted on 1/8/19 at 7:30 AM 
revealed staff responsible for administering 
medications left the medication area located in 
the office of the home to escort client #5 to the 
dining area of the home.  Continued observation 
at this time revealed the staff was out of the line 
of vision to the office and medication storage 
cabinet, leaving the door to the office as well as 
the door to the closet where medications were 
stored unlocked and slightly ajar.  Interview with 
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W 382 Continued From page 2 W 382

the group home manager verified the drug 
storage cabinet should remain locked at all times 
except when responsible staff is present and 
preparing drugs for administration.

B.  Observations conducted on 1/7/19 revealed a 
closet located on the hallway of the home was 
locked.  Further observations conducted on 
1/8/19 from 6:00-8:00 AM revealed the door to 
the closet located in the hallway of the home was 
unlocked.  Continued observation revealed this 
closet contained Clorhexidine mouthwash and 
Denta 500 toothpaste prescribed for client #3 as 
well as Clorhexadine mouthwash prescribed for 
client #1.  Interview conducted on 1/8/19 with the 
group home manager verified the door to the 
closet containing prescription mouthwash and 
toothpaste for clients #1 and #3 should be kept 
locked at all times.

W 383 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(2)

Only authorized persons may have access to the 
keys to the drug storage area.

This STANDARD  is not met as evidenced by:

W 383

 Based on observations and interview, the facility 
failed to assure only authorized persons had 
access to the keys to the drug storage area.  The 
finding is:

Observations conducted throughout the 
1/7/19-1/8/19 survey revealed the keys to the 
drug storage cabinet were kept hanging on a 
hook located in the office of the home when not in 
use during medication administration.  Further 
observations during the 1/7/19 - 1/8/19 survey 
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revealed the key to a locked closet in the living 
room of the home which contained client records 
was left in the lock attached to a large set of keys.  
Interview with the group home manager 
conducted on 1/8/19 revealed the keys to the 
drug storage area were routinely kept hanging on 
a hook in the office of the home.  Further 
interview with the group home manager revealed 
the set of keys left hanging in the lock of the 
closet located in the living room contained a key 
to the office of the home.  Therefore, the keys to 
the drug storage area were accessible to all 
persons entering the home.
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