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W 249 PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 
formulated a client's individual program plan, 
each client must receive a continuous active 
treatment program consisting of needed 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan.

This STANDARD  is not met as evidenced by:

W 249

 Based on observation, record review and 
interview, the facility failed to ensure 1 of 4 audit 
clients (#5) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the area of 
medication administration. The findings are:

Observation of morning medication administration 
in the home on 10/2/24 at 8:00am, staff A 
punched pills into the medication cup, poured the 
water in a cup for client #5. At no time was client 
#5 afforded the opportunity to punch pills into a 
medication cup or pour water into a drinking cup. 

Review on 10/2/24 if client #5's medication 
guidelines dated 2/7/23 revealed client #5 should 
participate in punching bubble pack, pour her 
drink. Staff should encourage client #5 to punch 
out her pills. 

Interview on 10/2/24, the Nurse stated staff 
should be following the medication administration 
guidelines for each client.

 

W 368 DRUG ADMINISTRATION W 368
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W 368 Continued From page 1 W 368
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.
This STANDARD  is not met as evidenced by:
 Based on observation, record review and 
interview, the facility failed to ensure medications 
were administered in accordance with physician's 
orders. This affected 1 of 4 audit clients (#1). The 
finding is:

Morning observations, in the home on 10/2/24 at 
6:25am, the medication technician was observed 
administering sucralfate to client #1. Further 
review at 6:35am staff B was observed with client 
#1 in the kitchen preparing pudding to eat. Client 
#1 set her place setting and ate a serving and 
pudding with staff B sitting beside her. 

Record review on 10/2/24 of client #1's  
physician's orders dated 9/26/24 revealed an 
order for "Sucralfate. Take 1 tablet by mouth four 
times a day take on an empty stomach dissolve in 
water and give 30 minutes before meals and 
bedtimes."

Interview on 10/2/24 with staff B stated client #1 
wanted something a snack before breakfast it 
should be ok.

Interview on 10/2/24 with the nurse confirmed the 
staff should be following what is on the 
physician's orders. Meals should be given 30 
minutes after the medication was given.
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