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Emmanuel Post Acute Care - Hayward 26660 Patrick Avenue
Hayward, CA 94544

F 0761

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

36593

Based on observation and interview the facility failed to store all drugs and biologicals in locked 
compartments when one medication cart and one treatment cart located in hallways were not locked.

This finding had the potential for errors , missing medication and create an unsafe environment for residents.

Findings:

During an observation on 5/13/25, at 9:25 a.m., in hallways of station 2, there was one unlocked, unattended 
treatment cart and medication cart. The medication and treatment carts contained resident ' s medications.

During an interview on 5/13/25, at 9:27 a.m., with Licensed Vocational Nurse (LVN) 1, LVN 1 stated 
medication cart was left unattended because LVN 1 was called to attend to another issue. LVN 1 stated 
medication cart should be always locked when LVN 1 is not in attendance.

During a concurrent observation and interview on 5/13/25, at 9:28 a.m., with LVN 2, one treatment cart was 
found unlocked and unattended in station 2 hallway. LVN 2 stated maybe the wound consultant left the cart 
unlocked. LVN 2 stated treatment cart should be locked when not in use because the treatment carts 
contained medications used for wound care.

During an interview on 5/13/25, at 9:32 a.m., with Director of Staff Development (DSD), DSD stated facility 
expectation was that medication and treatment carts should be locked when not in use.

During an interview on 5/13/25, at 10:00 a.m., with Director of Nursing (DON), DON stated facility 
expectation was for medication and treatment carts to be locked when not in use and in reach.
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