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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 observations and interviews, the facility 
failed to ensure staff were sufficiently trained in 
medication administration.  This affected 1 of 3 
audit clients (#1).  The finding is:

During morning administration administration in 
the home on 3/19/24 at 7:30am, Staff A did not 
inform client #1 what medications she was 
consuming and what they were for.

During an immediate interview Staff A stated that 
it slipped his mind to inform client #1 what 
medications she was taking and what they were 
for.  Staff A also revealed he was trained to inform 
the clients what medications they are taking and 
what they are for.

During an interview on 3/19/24, the Home 
Manager (HM) revealed staff have been trained 
to inform the clients what medications they are 
taking and what they are for.

During an interview in 3/19/24, the facility's nurse 
stated staff have been trained to inform clients 
what medications they are they and why.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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