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F 242 )483.15(b) SELF-DETERMINATION - RIGHT TO F 242
$8=DN4MAKE CHOICES
The resident has the right to choose aclivities,
schedules, and heaith care consisient with his or
her interests, assassments, and plans of care; 3/9/2011
interact with members of the community both RECEFIVED
inside and oulside the facility; and make choices
about aspects of his or her life in the facilily that AUG 8 2011 '
are significant to the resident.
BY: RBAL
This REQUIREMENT is not met as evidenced
by:
Based on observafions, interviews with staif and
a resident, and medical record review, the facility ) ) )
failed to honor a known food allergy and Resident 132's tray was immediately
preferences for two (2) of twenty-four (24) corrected to show preferencesfallergies.
sampled reside_nts (Residents #132 and #1 82).
_ Acting Dietary Manager will thoroughiy
The findings are: review current resident's chart so that
1. Resident #132 was admitted to tho facility with foto dts"etrg'es a;e Cortrecuy entered
diagnoses which included end stage Aizheimer's fto the tray card system.
demenlia. The resident's diet order since L .
admission was pureed. A bright orange allergy Upon new admissions, acting manager
sticker on the outside of the resident's medical will thoroughly review information to
fecard and monthly physician orders included all see that allergies are entered into the
known allergies specific lo Resident #132. system. Residents with allergies to
included as an allergy in both of these locations in specific items will not receive such
the resident's medical record were iodine, items
mercury and seafood. )
Review of the tray card for Resident #1 32 Dlletary Manager,.two times weekly_,
revealed seafood was not listed as a dislike of will r andon_"ly audit trayfr, of those with
food allergy. Review of the initial nutilional food allergies and provide a regularly
assessment as well as all diefary notes ravealed updated food allergy list to dietary
no nolation of the resident's allergy to seafood. employees, '
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The facility preplanned spring/summer menus
were reviewed and included six times when
seafood was served during the four week menu
cycle. Seafood items served included tuna,
salmon and crab cakes,

On 07/14/11 al 10:25 AM the second shifi cook
reported she was nol aware of any residents
allergic to seafood. The second shiit cook stated
when seafood is on the menu a prepared frozen
puree fish is served to residents on a puree diet,

On 07114711 at 11.05 AM the acling Food Service
Director (FSD) stated Resident #132 was
admitted well bafore she became acling FSD.
‘The acting FSD stated the person in the position
prior to her would have reviewed the inedical
Tecord of Resident #132 and identified any food
allergles. The acting FSD could not explain why
seafood was not included as an allergy on the
resident’s tray card,

2. Resident #182 was admilied to the facility with
chronic obstructive pulmonary disease and
infractable pain. The latest Minimum Data Set
dated 07/13/11 revealed tho resident had
moderate cognitive impairment. A Nutritional
Assessmant of Resident #182, completed on
07107111, revealed that the resident slated she
had not had an appetile due io her pain. The
resident's diet order specified a regular diet.

A review of the resident's medical record also
reveated that on 07/07/11 the acting Food Service
Director (FSD) completed an initial nutritional
interview that documented the food likes and
dislikes of Resident #182. The dislikes included
carrots and tomaloes, among many others.
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F 242 | Continued From page 1 F 242

Dietary Manager, two times weekly,

will do random tray audits to eval for
food likes/dislikes for three monihs,

Monitoring tool implemented.

Inservice staff on resident preferences,
reading tray cards, etc.

New tray card system in place to help
address issues with capluring food
dislikes correctly.

All negative findings will be brought to
the monthly C.Q.I. Meeting for three
months. Will then reassess the need
to continue monitoring.

8/9/2011
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On 07112111 at 1:58 PM Resident #182 was
interviewed. She stated that when she was first _
admiiled someone had interviewed her about her 8/9/2011
food likes and dislikes. She slated that about
four times since then she had received items on
her dislikes list including tomatoes and carrols.
She stated that wien this happened, she just set
them aside and did not eal them.

On 07/13/11 at 12:45 PM Residenl #182 was
observed sitting on her bed eatling her lunch. The
resident had received tomatoes on her tray which
she had set aside. She slated she did not like
tomatoes. A review of the Iray card that came
with her meal revealed she had received
tomaloes as a subsiitute for her dislike of carrots.

On 07/14/11 at 2:30 PM ihe acting FSD was
interviewed. She slated she had interviewed
Resident #182 on 07/07/11 and assessed her
food likes and dislikes which she put in the
computerized tray card program {hat day. She
confirmed that Resident #182 did not like carrots
and tomatoes, among many other items. She
also stated that the computerized iray card
program could not recognize an alternate food
item as a dislike. She stated that for lunch on
07/13/11 the program recognized thal Resident
#182 did not like carrols and substiluted
tomatoes, but did not recognize thal tomatoes
were also a dislike of Resident #182.

F 281 | 483.20(k)(3)(i} SERVICES PROVIDED MEET F 281
55=0 | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
musi meet professional standards of quality.
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This REQUIREMENT is not met as evidenced
by:

Based on observations and slaff inlerviews the
facility failed io check placement of a gasirostomy
tube prior to administering medications for one
(1) of one (1) sampled residents with gastrostomny
tubes observed during medication pass.
(Resident #172).

The findings are:

Resident #172 was admitled to the facility with
diagnoses including anemia, anxiety disorder,
cerebrovascular accident (stroke), and
malnutrition,

On 071311 at 9.20 AM Resident #172 was
observed for medication administration. During
the observalion Licensed Nurse (LN} #1 cleansed
her hands and poured four {4) ounces of Jevity
1.5 (a nutritional formula) in a cup. In a separate
cup LN #1 mixed six {o eight ounces of water with
one packet each of Metamucil and Questran and
added multiple crush medications scheduled to
be administered at 9:00 AM. LN #1 entered
Resident #172's room, donned gloves, opened
the resident's gastrosiomy tube, inserted a 60
milliliter {mt) syringe, and without verifying tube
placement or checking residual flushed the tube
with 30 milliliters (mil) of water. LN #1 proceaded
fo administer the Jevily 1.5 followed by the
Metamucil, Questran, and crushed medications
mixlure via the gastrostomy lube. After all
medicalions were administered LN #1 flushed
Resident #172's gastrostomy tube with 30 mls of
waler and recapped the tube.

F 281

\
DEFICIENCY) |
I
|

8/9/2011

Feeding tube placement was checked
for Resident #172 on 7-13-11. LN #1
was given a 1:1 inservice on checking
fube placement.

All nurses will be inserviced on checking
feeding tube placement.

Reminder will be placed on MAR of
all residents with feeding tubes to
check piacement of tube prior to
administration of meds/tube feeding.
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During an interview, 07/13/11 at 9:40 AM, LN #1
confirmed she did not check tube placement or
residual prior lo flushing and administering fiuids
and medications via Resident #172's gastrostomy
tube. LN #1 stated lube placement and residual
should be checked prior o utilizing the
gastrostomy lube for fluids or medicalions. LN #1
slated she usually checks Resident #172's tube
but was "nervous" about being observed and
forgot.

During an inlerview, 07/13/11 at 10:40 AM, the
facility Directory of Nursing (DON) siated the
facility had no wrilten paolicy regarding verificalion
of gastrostomy tube ptacement or checking
residual. The DON stated lhe facility followed
nursing standards of practice and LN staff were
responsible for checking tube placement and
residual prior to ulilizing the gastrostomy tube.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident musi receive and the facility must
provide the necessary care and services lo atlain
or maintain the highest praciicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
medical record review, the facility failed fo ensure
lhat ane (1} of one (1) resident with a swallowing
problem was properly positioned during the
administration of oral medications {Resident #19);

F 281

F 302

D.O.N. or designee will randomly 3-4

. times weekly observe nurse checking

for tube placement to ensure proper
procedure is followed. Monitoring
tool will be completed and turned in
to D.O.N. weekly.

Findings will be reviewed in monthly
C.Q.1. Meeting for three monihs. At
end of three months, team will
determine need to continue monitoring.

8/9/2011

Resident #19 was monitored for signs
and symptoms of aspiration.

All nursing staff will be inserviced on
Proper positioning for residents with
swallowing difficulty.
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and the fagility failed 1o ensure that one {1) or one
(1) resident with visual impairment had adequate
light in his room {Resident #6).

The findings are:

1. Resident #19 was admiited to the facility with
dementia and swallowing difficulty. The fatest
Minimum Data Sel {(MDS) daled 06/07/11
revealed the resident had short and long lerm
memory problems and was severely impaired in
cognitive skills for daily decision making. The
MDS aiso revealed Iha resident required
extensive assistance with aclivities of daily living
including ealing.

Review of the medical record of Resident #19
revealed that the Speech Therapist had assessed
the resident on 04/20/11 and recommended that
the diet order be changed from thickened liquids
of nectar consistency to honey consistency to
increase swallowing safety. The current diei
order for the resident included pureed diet, honey
thickened liquids, and use of an adaptive cup for
all liquids. Review of nursing notes revealed that
since this change the resident was lolerating
honey thickened liquids well with no choking
episodes.

Review of the care plan for Resident #19
revealed a problem entilled weight loss. Among
others, inlerventions for this problem included:
follow recommendations by the Speech
Therapist; administer honey thickened liquids;
use an adaptive nosey cup for all liquids; and only
feed the resident when she was alert and in an
upright position.

Residents with swallowing difficulty

will be randomly monitored daily by
D.O.N. or designee to ensure residents
are properly positioned for medication
administration,

Monitoring tool wili be completed and
turned in to D.O.N. daily for review
for three months. Findings will be

Findings will be discussed in monthly
C.Q.1. Meeting for three months, At
end of three months, team wil
determine need to continue.
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On 07/13/11 at 4:23 PM Licensed Nurse (LN) #4
was observed to administer medications o
Resident #19. The resident was in her room
sitling in a gerichair at an angle of approximaliely
45 degrees. LN #4 administered oral
medicalions which were ¢rushed and mixed in
applasauce. She also administered 90 cc of a
honey thickened high prolein supplement in an
adaplive nosey cup. During this adminisiration,
lhe resident remained at an approximate angle of
45 degrees. She did not cough but some of the
protein supplement ran ou! of the side of har
maouth.

On 07414111 at 3:36 PM the Speech Therapist
was interviewed. She stated that when a resident
with swallowing problems was assisted lo eat or
drink, the most important thing to do was to have
them positioned upright as close to 90 degrees as
possible. She stated that she expected slaff to
position Resident #19 as close to 90 degrees as
possible for eating or drinking,

On 07414711 al 3:53 PM LN #4 was interviewed.
She staled she was aware that Resident #19
should have been positioned closer to 90 degrees
but had overlooked it.

On 07/14/11 at 4:45 PM the Director of Nursing
{DON) was interviewed. She stated lhat
residents with swallowing problems should be
positioned upright for food or fluids, as close to 90
degrees as possible. She stated she expecled
staff to posilion Resident #19 as close to 80
degrees as possible to eal or drink thickened
liquids.

2. Resident #8 was admitled lo the facility with

F 309
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diagnoses of demenlia, aphasia, Parkinson's
disease, and impaired vision. The latest
Minimum Data Set (MDS) dated 05/11/11
reveated the resideni had shori and long lerm
memory problems and was severely impaired in
cognitive skills for daily decision making. The
MDS also revealed that the resident required
extensive to tolal assistance with acliviiies of daily
living. The MDS further revealed that the
resident’s vision was highly impaired.

A review of the resident's current care plan,
revised 06/22/11, revealed a problem entitled
visual impairment with the notation "Resident has
decreased visual acuily. Unable to determine
{extent of impairment) but eyes follow objects.”
One intervention for this problem was to promote
sensory awareness activilies.

On 07/11/11 at 3:30 PM Resident #6 was
observed awake in his gerichair in his room. The
window shade was closed, the lights were off,
and ihe room was very dark. The resident's
roommate, whose bed was closest to the door,
was lying on his bed.

On 07/12/11 at 11:05 AM Resident #6 was
observed awake in his gerichair in his room.
Again, the window shade was closed, the tights
were off, and the room was very dark. A nursing
assislant entered the room and turned on the
lights. She stated that she guessed someone
had gotten Resident #6's roommate up and out of
the room but forgot to turn on the light for
Resident #8. The nursing assistant left the
window shade closed.

On 07/12/11 at 3:00 PM Resident #6 and his

|
|
DEFICIENCY) |
]
!
t
i

F 309
8/9/2011

Room change for Resident #6 was
made on 7-25-11.

All residents will be assessed to
ensure they have appropriate lighting
for each resident,

Residents will be monitored by
nursing/aclivity staff to ensure rooms
are adequately lit.

Any issues will be discussed in the
monthly C.Q.l. Meeting for three
months. Team will discuss need to
continue monitoring.
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rocmmate were both abserved tying on their
beds. The window shade was closed, the lights
were off, and the room was very dark.

On 07/13/11 at 10.02 AM Resident #6 was
observed awake in his gerichair in his room. The
window shade was closed, the lights were off,
and the room was very dark. The resident's
rcommate was lying on his bed near the door.

On 071311 at 4:00 PM Resident #6 was again
observed awake in his gerichair in his room. The
window shade was closed, the lights were off,
and the room was very dark. The resident's
roommaie was lying on his bed near the door,

On 0714711 at 10:25 AM Resident #6 was again
observed awake in his gerichair in his room.
Resident #6 was moaning. The window shade
was closed, the lights were off, and the room was
very dark. The resident’s reommate was lying on
his bed near lhe door.

At that lime, Nursing Assistant (NA} #1 was
interviewed. She stated Resident #6 was
assigned to her care and she siated she had
worked with him frequenlly. NA #1 stated thai the
residenl’s roommate always wanted the shade
closed, the lighls off, and the room dark, and that
ite complained if the lights were on for Resident
#B. She siated that if the resident's roommate
was oul of the room, the staff lurned on the lights
for Resident #8, but thal the roommate was in the
room in the dark sleeping almost all the time. NA
#1 stated that staff had tried leaving on lhe light
on Resident #6's side of the room with the privacy
curtain drawn between the residents, but that his
roommtate had still complained about the fight
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being on then too.

On 07/14/11 al 3:27 PM Licensed Nurse (LN) #1
was interviewed. She stated that the roommate
of Resident #6 had always requesled the lights
off and window shade closed since being
admitted. She slated Resident #6 was brought
ouf to meals and aciivities so he was not in the
dark all day long. She siated if his roommale was
out of the room, which was not very often, staff
turnad on the lighl for Resident #6. She slated
that Resident #6 did need sensory stimulation
because of his visual acuity problem,

On 07/14/11 al 4:00 PM the activilies log was
reviewed with lhe Activily Director.
Documentation revealed Resident #6 was laken
to out of room activities approximalely four or
more times a week, and an aclivity staff member
visited with him in his room daily. She sialed
Resident #6 was taken out of the room for meals
and was often placed in the hallway for sensory
slimulation. The Aclivity Direclor slated that
given the resident's visual impairment, sensory
stimulation was good for the resident and was
one of the goals of his care.

On 07714111 at 4:53 PM lhe Director of Nursing
(DON) was interviewed. She acknowledged that
the lights were off in Resident #6's room "a fot",
excepl when his roommate occasionally lefl lhe
room. She stated that for Resident #6 to be in a
darkened room so much of the lime would make
it difficult for him lo see and decrease sensory
stimulation. The DON staled she may to move
one of the residents io accommodate the needs
ol Resident #6.

483.25(a)(3) ADI. CARE PROVIDED FOR

F 309
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and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observations, siaff interviews, and
medical record review, the facility failed to provide
nail care for one (1) of three (3) dependent
residents (Resident #108).

The findings are:

Resident #108 was admilted o the facility wilh
diagnoses of recent myocardial infarclion, and
weakness. The most recent Minimum Data Sel
dated 07/07/11 revealed the resident had
moderate cognitive impairment and required
limited lo exlensive assistance with activities of
daily living, including limited assistance for
personal hygiene.

A review of the resident's care plan, revised
06/0711, revealed the resident was considered
at risk for skin breakdown. One intervention for
this problem read: "Provide nail care as needed.
Keep nails short, iimmed, and clean.”

On 0711111 at 2:50 PM Resident #108 was
cbserved lying in her bed. Dark brown matter
was observed beneath fingernails on bolh hands.

On 07712111 at 10:19 AM Resident #108 was

Resident #108's nails were cleaned
7-12-11.

All residents were assessed for
appropriate nail care 7-12-11.

Nursing staff has been inserviced on
proper nail care.

T
X4) D i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETICN
TAG REGULATORY OR {.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE ARPROPRIATE i DATE
‘ DEFICIENGY) !
| }
¥ 312 | Continued From page 10 F 312 ’
S5=D | DEPENDENT RESIDENTS :
A resident who is unable to carry out activilies of
daily living receives the necessary services to
maintain good nutrition, graoming, and personal
d g 8/9/2011
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again observed lying in her bed. Dark brown
matler was again observed beneath fingernails

on both hands.
On 07/12/11 al 10:25 AM the Activities Assistant 8/9/2011
was observed in the resident's room frimming her
nails. She stated she was trimming the resident's
nails because the resident had been sick and in
the hospital and missed the last nail care activily
which was held every two weeks. She noted that
her nails were dirty with dark matter beneath
them and needed to be cleaned. She sialed she Residents will be randomly monitored
would clean them. She staied that resident nails by D.O.N. or designee dail

;i .O.N. y to ensure
should be cleaned on shower days twice a week roper nail has b
by the nursing assislants, but if they were dirty in prop na! care has been performed.

Results will be documented on

between showers that would be a nursing o
assistant responsibility. monitoring fool and turned in to D.ON.
for review daily for three months.

On 07/12/11 ai 10:38 AM Licensed Nurse (LN) #3
was interviewed. She stated she expected Findings will be reviewed in imonthly
nursing assistants to assess nails for kimming C.Q.1. Meeting for three months At

and to clean them on shower fiavs tW_ice aweek. end of three months, team will discuss
She stated she expected nursing assistanls to ; Hop
need to continue monitoring,

monitor nail cleanliness daily as parl of morning
care for dependent residents, and that Resident
#108's nails should have been cleanad yesterday
or foday by nursing assistants.

On 07113/11 at 3:23 PM the Director of Nursing
(DON) was inferviewed. She slated she
expected nails to be trimmed and cleaned as
needed fwice a week during showers and anylime
they needed it in between shower days. She
stated she expected nursing assistants to monitor
nails daily as part of morning care for dependent
residenls. The DON added thai nursing staff
should have noticed and cleaned the dirty nails of
Resident #108 while washing her hands before
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SS=E | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure focd from sources approved or
considered salisfactory by Federal, State or local
auihorities; and

(2) Store, prepare, distribute and serve food
under sanitary condilions

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews the
facility failed to store thawed chicken in a safe
rmanner.

The findings are:

During the inilial tour of the facility kilchen on
07/11/11 at 11:30 AM fifieen pounds of thawed
chicken was observed in a reach in refrigerator.
There was no date on the chicken or the tray it
was housed on to indicate when it was placed in
refrigeration, what iis intended use was or when it
needed lo be discarded. The acting Food
Service Direclor (FSD) was prasent al the time of
the observation and stated she could nol
determine when the chicken had been placed in
refrigeration. The acting FSD checked the
preplanned facility menus and determined
chicken had fast been served on 07/07H1. After
brought o her aitention the acting FSD discarded
the fifleen pounds of thawed chicken. The acting
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F 312 | Continued From page 12 F312
meals the last two days.
F 371 483.35(i) FOOD PROCURE., F 371

Thawed chicken was removed
immediately.

Inservice was held with all Diefary
employees R/T the need to date foods
when removed from freezer to refrigerator
for thawing. Also, inservice held for all
Dietary employees regarding dating

and labeling leftovers and un-used

foods,

8/9/2011
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. Acting Dietary Manager, two times
F 371, Confinued From page 13 P31 weekly, will randomly check freezers
FS[? slated she was not aware of a policy for and coolers for unlabeled items for
sloring meat and that typically staff only. pull the three months.. Monitoring tool
amounl of ineal neaded a day or two prior lo implemented :
meal preparalion to facilitate thawing. The acling )
FSD stated she could not explain why iifteen . . .
pounds of thawed chicken would have remained All negative findings will be brought
stored in refrigeration from the meal served to the monthly C.Q.I. Meeting for
07107111 three months. Will then re-assess
F 431 | 483.60(b), (d), () DRUG RECORDS, F431| the need to continue monitoring.
§5=p | LABEU/STORE DRUGS & BIOLOGICALS
The facility must employ or obtain the services of :
a licensed pharmacist who establishes a syslem 8/9/2011
of records of receipt and disposition of all
controlled drugs in sufficient detait to enable an
accurale reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and caulionary
instructions, and the expiration date when
applicabie. B
In algcordance wiih Stale and Fe(:Jeral'laws,. the Expired insulins were discarded on
facilily must store all drugs and biologicals in 7-14-11
locked compartments under proper temperature )
controls, and permit only authorized personnel to
have access fo lhe keys. P All med carts were checked for 8/9/2011
expired meds on 7-14-11.
The facility must provide separalely locked,
permanently affixed compartments for storage of All nursing staff will be inserviced
controfled drugs listed in Schedule Il of the regarding proper insutin storage.
Comprehensive Drug Abuse Preventian and
Control Act of 1976 and other drugs subject to
FORM CMS-2567(02-99) Previous Versions Obsolele Event ID:NN3B11 Facilily ID; 923151 II conlinualion sheel Page 14 0f17
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F 431 Conlinued From page 14

abuse, except when the facilily uses single unit
package drug distribution systems in which the
quantity slored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observalions, manufaciurer's package
inserl review, and staff interviews the facilily failed
to discardiremove exgpired insulin from one {1) of
five (5) medication carls.

The findings are:

Storage instructions noted on the manufacturer's
package insert, revised 3/2009, for Novalin R
(regular) insulin stated, discarded 28 days after
first use.

A document tilled "Medication Storage Moniloring
Tool" utilized by the facility for verifying that
medications on the medication caris were stored
broperly was provided by the facilily. The
document revealed from 07/10/11 to Q7114411
Licensed Nursing (LN) staff, for the on conting
and off going shifls, were signing Ihat '
medications on the 200 Hall cart were slored
properly. Documentalion prior to 07/10/11 was
not provided by the facility.

Observations of he 200 Hall medication carl,
0771412011 at 3:45 PM, revealed two {2) ten
milliliter {10 m!) vials of Novolin R Insulin opened
more than 28 days and available for two residents
with current physician's orders. The vials were
dated 05/24/11 and 06/06/11 and no additional

F 431

All med carts will be checked daily
by charge nurse for proper insulin
storage. A monitoring tool will be
completed by charge nurse daily and
turned in weeky lo D.O.N.

Findings will be discussed at the
monthly C.Q.i. Meeting for three
months. At the end of three months,
team will discuss need to continye
monitoring.

8/9/2011
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vials of Novolin R Insulin were opened and
available for the two residenls. Further
observalions of the viails revealed pharmacy
labels that read "Expires 28 days after opening.
Check exp date."

During an interview, 0771411 at 3.45 PM, the
Direclor of Nursing {DON), present during the
observations, confirmed that the Nevolin R insulin
vials were opened 05/24/11 and 08/06/11. The
DON stated the Insulins were expired and should
have been discarded 28 days after opening. The
interview further revealed the expired insulins
were prescitbed to and available for residents
with current physician's orders. The interview
further revealed both residents were receiving
Novolin R insulin daily. The DON stated
Licensed Nursing (LN) staff were responsible for
checking their carts each shif, removing expired
medicalions, and signing the "Medication Storage
Monitoring Tool.” The DON stated signatures
noted from 07/10/11 to 07/14/11 on the
monitoring tool indicted that the 200 Hall cart was
checked. The DON staled expired medicalions
should not have been available for use on the 200
Hall medicalion cart.

During an inferview, 07/14/11 ai 4:30 PM, LN #1
identified her signalure on the "Medication
Storage Monitoring Tool" for 07/13/11. LN #1
stated her signature was to indicate thai the 200
Hall medicalion cart was checked and free of
expired medications. LN #1 reported Novolin R
Insulin should be discarded 28 days after
opening. LN #1 stated she should have
recognized the expired Insulins and removed
them from the cart.

F 431

8/9/2011
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During an inlerview, 07/14/11 at 4:35 PM, LN #2
identified her signalure on the “Medication
Storage Monitoring Tool" for 07/14/11. LN #2
staled her signature was an indication that the
200 Hall medication cart was checked and free
from expired medications. LN #2 slated she
should have recognized the expired Novolin R
Insulins and removed them from Ihe cart.

Interview, 0714711 at 5:30 PM, with the facility
Pharmacisi revealed Novolin R Insulin should be
discarded 28 days after opening. The Pharmacist
stated Insulins used beyond their expiration dales
may be degraded and/or less stable which could
alter the desired effects of the medication. The
Pharmacist stated expired Insulin should not be
stored on fhe medication cart available for use.
The interview further revealed pharmacy staff
conduct random medication cart checks monthiy
lo ensure proper medication storage. The
Pharmacisis stated the 200 Hall cart was last
checked in June 2011.
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