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Advanced Health Care of Aurora 1800 S Potomac St
Aurora, CO 80012

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.

Based on observations and interviews, the facility failed to ensure medications and biologicals were
stored in accordance with accepted professional standards in one out of three medication carts.
Specifically, the facility failed to ensure the medication cart was locked when not in the direct line of
sight of a nurse. Findings include:I. Facility policy and procedureThe Medication storage policy,
revised September 2022, was provided by the director of nursing (DON) on 11/20/25 at 2:40 p.m. It
read in pertinent part, Only licensed nurses and pharmacy personnel are allowed access to
medications. Medication rooms, carts, and medication supplies are locked or attended by persons with
authorized access. II. ObservationsMedication cart #5 was observed on 11/19/25 at 1:26 p.m. with
registered nurse (RN) #2. RN #2 walked up to the medication cart by the nurses' station and tugged on
the top drawer which opened. She pushed the drawer back and pushed the lock in with her hand
locking the cart. She said the cart was not locked correctly and the cart should be locked at all times.
Medication cart #5 was observed on 11/19/25 at 2:18 p.m. The cart was unlocked and unattended.
There were residents and housekeeping personnel around the medication cart. The medication cart
was by the nurses' station. There was one unidentified staff member sitting at the station facing a
computer screen. He was sitting with his back to the cart. At 2:21 p.m. RN #3 walked up to the cart.
RN #3 opened and closed a drawer then he charted on the screen. After charting, he walked across
the nurses' station leaving the cart unlocked. He returned to the cart at 2:27 p.m. when he locked the
cart by pushing the locking mechanism in. III. Staff interviewsLicensed practical nurse (LPN) #2 was
interviewed on 11/19/25 at 2:54 p.m. LPN #2 said medication carts should be locked when unattended
for the safety of others. She said it was a crucial part of the job to keep medication locked. She said
it was important since there was heavy traffic in the hallway from visitors, residents, and staff
members She said the staff were trained quarterly on safe medication storage. RN #3 was
interviewed on 11/20/25 at 1:21 p.m. RN #3 said he always made sure that the cart was locked. He
said he made sure that the lock on the medication cart was pressed in so it was locked. He said he
would tug on the drawers to make sure that the cart was locked. He said that the medication cart
should have not been left unlocked.The DON was interviewed on 11/20/25 at 1:45 p.m. She said
medication carts should not be left unlocked and unattended. She said it was the facility`s policy to
keep the medications locked at all times.
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