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Comprehensive Drug Abuse Prevention and
Controt Act of 1976 and other drugs subject to
abuse, except when the facility uses singte unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews and review of
facility policy/procedure, it was determined the
facility failed to store medication in focked
compartments related to sixteen (16) insulin vials
left unattended on top of the medication cart
during a medication pass on 03/02/10. Findings
include:

An observation of a medication pass, on 03/02/10
at 4:00 PM, revealed sixteen (16) vials of insulin
in a basket on top of the medication cart on Unit
4. The phone at the nursing desk rang and
Licensed Practical Nurse (LPN) #1 answered it.
At that point, she had her back to the medicafion
gart and the insulin vials were still on top of the
cart. After hanging up the phone, she stepped
momentairly inside the shower room, which was
located behind the nursing desk and stepped
back out to the medication cart. The list of sixteen
{16) vials included: six (6) vials of Lantus, four {4)
vials of Regutar, five (5} vials of Novolin N and
one (1) vial of Novolog.

An interview with LPN #1, on 03/04/10 at 9:20
AM, revealed she usually left the insulinin a
drawer on the medication cart during a
medication pass. She stated she was unaware
she had left the insulin unattended; however, no

the findings monthty to the facility
Performance Improvement Committee
which will determine when compliance is
achieved and the frequency of the

monitoring may be reduced.
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further explanation was provided as to why the
insulin was left unattended on top of the
medication cart. She stated she was aware of the
policy and procedure regarding storage of
medications.

An interview with the Director of Nursing, on
03/04/10 at 1:45 PM, revealed she expected
medications {o be stored in a secure area and
supervised. The insulin for Unit 4 was kept in a
refrigerator on Unit 2. She would not expect the
whole basket of insulin (which contained 16) to be
brought over for administration for just one
resident.

A review of the facility's policy and procedure
"Storage of Medications,” dated 10/31/09,
revealed "medications and biologicals are stored
safely, securely and properly, following
manufacturer's recommendations or those of the
supplier.”
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A Life Safety Code survey was initiated and
conducted on 04/27/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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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
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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