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W 192 STAFF TRAINING PROGRAM

CFR(s): 483.430(e)(2)

For employees who work with clients, training 

must focus on skills and competencies directed 

toward clients' health needs.

This STANDARD  is not met as evidenced by:

W 192

 Based on observations, record reviews, and 

interviews, the facility failed to ensure all staff 

were sufficiently trained to recording fluid intake 

and administer drugs to ensure clients receive 

necessary continuous medical treatment.  This 

affected 2 of 4 audit clients (#1, #5).  The finding 

are:

1. Staff were not adequately trained to ensure 

client #1's fluid restrictions were followed.

During observations in the home and at the day 

program on 1/22-23/19, client #1 was given liquid 

of different amounts throughout; at no time did 

any of the staff measure the amount of liquid 

taken.

Review of client #1"s individual program plans 

(IPPs) dated 1/23/19  revealed ,"limit fluid intake 

to 1 liter daily."  Further review of physician order 

dated 11/29/18 revealed, "Lasix.. for fluid 

retention.... Limit fluid intake to 1 liter daily."

Staff interview on 1/23/19 revealed client#3 takes 

liquid without limitation.

Interview on 1/23/19 with the qualified intellectual 

disabilities professional (QIDP) confirmed 

client#3's fluid restrictions are not being followed.

Interview on 1/23/19 with the facility nurse 
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W 192 Continued From page 1 W 192

confirmed the physician's order were current and 

the fluid restriction should be followed.

2. Staff were not adequately trained on 

administering insulin to client #5

During medication administration observations at 

home on 1/23/19, medication technician(MT)  

calibrated client #5's insulin in a pre-filled syringe. 

She asked the client to roll his sleeve.  Client #5 

rolled his right sleeve up. The MT cleaned the 

area slightly above the elbow on the front side 

with alcohol wipe. Client #5 signaled the staff that 

the site was uncomfortable by moaning Further 

observations revealed the site was bruised with 

purple-yellowish coloration.  Further observations 

revealed the MT rolled client #5's left sleeve and 

administered the insulin on the front part of the 

upper arm slightly above the elbow.

During an immediate interview revealed, the staff 

been trained to administer insulin on the front 

side of upper arm and the site are supposed to 

be rotated.

During an interview on 1/23/19 with the nurse 

revealed, the staff have been trained to 

administer insulin at the upper arm on the back, 

and in the abdomen area. The sites are 

supposed to be rotated, and any bruising should 

be reported to the nurse.  At no time was the 

nurse notified of client #5's bruising

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.

W 368
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W 368 Continued From page 2 W 368

This STANDARD  is not met as evidenced by:

 Based on observations, record review and 

interviews, the facility failed to ensure the system 

of administrating medications as ordered was 

implemented.  This affected 1 of 5 audit clients 

(#5)  The finding is:

Client #5 did not receive his metamucil Powder 

as ordered.

During breakfast observations in the home on 

1/23/19, the staff placed a cup with orange liquid 

on client #5's place at the table.  After client was 

done with his breakfast, he drunk the orange 

colored drink. On the side of the glass there were 

2 spots of residue stuck to the side.

During an interview on 1/23/19, the medication 

technician revealed the orange colored drink was 

metamucil and sometimes the residue can be left 

on the glass.

Review on 1/23/19 of client #5's physician orders 

dated 12/18 revealed, "Metamucil powder: mix 1 

packet in beverage of choice and drink by mouth 

once daily for bowel elimination."

During an interview on 1/23/19, the facility nurse 

confirmed the physicians orders were current and 

the metamucil should have been stirred until all 

dissolved and no residue left in the cup.

 

W 454 INFECTION CONTROL

CFR(s): 483.470(l)(1)

The facility must provide a sanitary environment 

to avoid sources and transmission of infections.

W 454
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This STANDARD  is not met as evidenced by:

 Based on observations and interview, the facility 

failed to ensure a sanitary environment was 

provided to avoid transmission of infections and 

prevent possible cross-contamination.  This 

potentially affected all clients residing in the 

home.  The finding is: 

Precautions were not taken to promote client/staff 

health/safety and prevent possible 

cross-contamination. 

During lunch observations at the day program on 

1/22/19, client #6 dumped his plate and spoon in 

the trash can. Staff tried to retrieve the spoon 

from the trash can but unsuccessful. The staff 

wiped her hand with a napkin that was on the 

table and continued to help other clients at the 

table. At no time did the staff wear gloves or 

washed her hands after dipping her hands in the 

trash can.

During an interview on 1/22/19, the staff revealed 

gloves should be worn while there is potention of 

contamination and staff should have washed their 

hands before proceeding to another activity.   

During an interview on 1/22/19, the qualified 

intellectual disabilities professional (QIDP) 

revealed the staff should have wore gloves before 

reaching for client's spoon, then washed her 

hands before proceeding to helping other clients'.
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