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W 340 NURSING SERVICES

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 

other members of the interdisciplinary team, 

appropriate protective and preventive health 

measures that include, but are not limited to 

training clients and staff as needed in appropriate 

health and hygiene methods.

This STANDARD  is not met as evidenced by:

W 340

 Based on observations and interviews, the facility 

failed to ensure that clients were provided proper 

training in the area of medications. This affected 

3 out of 4 clients observed during medication 

administration (#1, #2, and #5). The finding is:

During medication administration observation in 

the home on 10/28/25 at 7:11 AM, staff A was 

observed to administer medications to clients #1. 

Further observation revealed staff A to tell client 

#1 the name of the first medication he prepared 

for administration. Continued observation 

revealed staff A to prepare and administer the 

remaining 7 medications without explaining what 

the medications were, what they are meant to 

treat, any side effects of the medication, or what 

to do in the event the client experienced side 

effects of the medication. 

During medication administration observation in 

the home on 10/28/25 at 7:43 AM, staff A was 

observed to administer medications to clients #2. 

Further observation revealed staff A to tell client 

#2 the name of the first medication he prepared 

for administration, as well as it's purpose, side 

effects and what to do in the event the client 

should experience side effects of the medication. 

Continued observation revealed staff A to prepare 

and administer the remaining 14 medications 

without explaining what the medications were, 
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W 340 Continued From page 1 W 340

what they are meant to treat, any side effects of 

the medication, or what to do in the event the 

client experienced side effects of the medication. 

During medication administration observation in 

the home on 10/28/25 at 7:03 AM, staff A was 

observed to administer medications to client #5. 

Further observation revealed staff A to tell client 

#5 the name of the first medication he prepared 

for administration and to ask client #5 whether 

she knew what the medication was for. Continued 

observation revealed staff A to prepare and 

administer the remaining 3 medications without 

explaining what the medications were, what they 

are meant to treat, any side effects of the 

medication, or what to do in the event the client 

experienced side effects of the medication. 

Interview with the facility nurse confirmed that 

staff should have provided education to all clients 

regarding their medications, indicated uses, and 

potential side effects.

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 interviews, the facility 

failed to ensure all medications and biologicals 

remained locked except when being prepared for 

administration. The finding is:

Medication observations in the home on 10/28/25 

at 7:11 AM revealed staff A to begin preparing 

medications for client #1 while client #1 and 

surveyor were in the room. Further observations 
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W 382 Continued From page 2 W 382

revealed Staff A to begin by setting a box 

containing client #1's medications on the desk 

next to client #1. Continued observation revealed 

staff A to leave the room in order to get client #1 a 

Boost from the kitchen, and to leave the box of 

medications on the desk next to client #1.  

Medication observations in the home on 10/28/25 

at 7:43 AM revealed staff A to administer 

medications to client #2. Further observation 

revealed that upon completion of the medication 

administration, staff A walked out of the 

medication room with client #2, leaving an 

unlocked box of controlled medications on the 

desk and the medication room door open. At the 

time staff A left the room, surveyor was recording 

the medications administered to client #2, 

therefore all of client #2's medications remained 

out on the desk as well. 

Interview on 10/28/25 with the facility nurse 

revealed that all medications should be locked in 

the closet inside the medication room until staff 

prepare them for administration and that staff 

have been trained to not leave medications 

unlocked outside of that time.
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