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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.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, facility staff failed to label and store medications in a safe and 
effective manner in one of two sampled medication storage rooms and one of two sampled medication carts. 
Staff failed to ensure medications were properly stored during medication administration to residents. The 
facility census was 112.1. Review of the facility's policy titled, Storage of Medication, revised 11/2020, 
showed:-The facility stores all drugs and biologicals in a safe, secure, and orderly manner;-Drug containers 
that have missing, incomplete, or incorrect labels are returned to the pharmacy for proper labeling before 
storing;-Discontinued, outdated, or deteriorated drugs or biologicals are returned to the dispensing pharmacy 
or destroyed;-Schedule II-V (two to five) controlled medications are stored in separately locked, permanently 
affixed compartments.Review of the facility's policy titled, Administering Medications, revised 04/2019, 
showed when opening a multi-dose container, the date opened is recorded on the container, and insulin 
pens are clearly labeled with the resident's name or other identifying information. 2. Observation on 09/06/25 
at 10:04 A.M., showed nursing station two's medication storage room contained: -One Lantus insulin 
(medication to lower blood sugar) a multi-dose vial opened and undated; -One Humalog insulin vial opened 
and undated; -One Admelog insulin vial opened and undated; -One Tresiba insulin pen opened and undated; 
-One Humalog insulin pen opened and undated;-58 Tramadol (a schedule IV-controlled medication used to 
treat pain) 50 milligram (mg) tablets on the countertop next to the sink. Observation on 10/06/25 at 10:25 A.
M., showed the memory care unit medication cart contained one Novolog insulin pen without a resident's 
name, opened and undated, and one bottle of Tums Smoothies Extra Strength (ES) 750 mg tablets, opened, 
unlabeled, with an expiration date of 10/2024.During an interview on 10/06/25 at 10:16 A.M., Certified 
Medication Technician (CMT) W said controlled medications should be stored behind two locks until they are 
administered to a resident or destroyed and should not be left on the counter to ensure proper storage and 
safety. CMT W said only nurses and CMTs have access to the medication storage room and he/she did not 
know who removed the Tramadol tablets from the medication cart and left them improperly stored on the 
counter. CMT W said the nurses mainly administer insulin medication to residents, but any CMT or nurse 
who opens an insulin pen or vial should ensure a resident's name is on the insulin and label the medication 
with the opened date and expiration date. During an interview on 10/06/25 at 10:32 A.M., CMT X said the 
CMTs are responsible to check the medication carts for expired medications every couple of weeks and 
remove expired medications from the medication carts, so he/she was not sure why the expired Tums were 
still inside the cart. CMT X said insulin pens should be labeled with the resident's name, and either the CMT 
or nurse who opens the insulin pen should label the pen with the opened date and expiration date before 
they place the pen inside the medication cart for storage. During an interview on 10/09/25 at 9:05 A.M., 
Registered Nurse (RN) C said nurses and CMTs should ensure controlled medications are stored behind two 
locks and not left on the countertop in the medication storage room. RN C said the nurse or CMT who opens 
the insulin medication should ensure the insulin pen or vial has a resident's name and label the insulin with 
the opened and expiration date. RN C said prior to each medication administration to a resident, the nurse or 
CMT should check the medication's expiration date and remove and discard the medication if it is expired. 
RN C said the CMTs are responsible to routinely check and remove expired medications from the medication 
carts, so there should not be any expired medications from a year ago inside the cart. RN C said he/she was 
not sure if anyone double checks expired meds are removed from the medication carts. During an interview 
on 10/09/25 at 4:05 P.M. the Director of Nursing (DON) said nurses and CMTs should ensure controlled 
medications are stored behind two locks until administered or discarded and should not be left on the 
countertop to limit access to the medications. The DON said when a nurse or CMT opens an insulin 
medication, he/she is expected to ensure the insulin vial or pen has a resident's name and label the 
medication with the opened and expiration dates. The DON said there should not be any medications in the 
carts that have expired over a year because the CMTs are expected to remove expired medications from the 
carts daily, and one of the senior CMTs who works in the office double checks the medication carts and 
medication storage rooms once per month for expired medications.During an interview on 10/09/25 at 4:10 P.
M., the administrator said the nurses and CMTs should ensure controlled medications are stored behind two 
locks. The administrator said he/she expects staff to ensure insulin pens and vials have a resident's name 
from the pharmacy, and when the nurse or CMT opens the insulin pen or vial, he/she should label the 
medication with the opened and expiration dates. He/She said the clinical nurse manager is responsible to 
double check that medications are properly labeled and stored inside the medication carts and medication 
storage rooms monthly.3. Review of the facility's policy titled, Administering Medications, revised 04/2019, 
showed during administration of medications, the medication cart is kept closed and locked when out of site 
of the medication nurse or aide, and no medications are kept on top of the cart. 4. Observation on 10/08/25 
at 12:19 P.M., showed a medication cart in nursing station two's dining room with two opened insulin pens, 
three insulin syringe needles pre-filled with medication, in partially opened individual packaging, unattended 
and residents nearby.Observation on 10/09/25 at 8:42 A.M., showed CMT A walked away from the 
medication cart in nursing station one's dining room to administer medications to a resident. CMT A left one 
cup with approximately six to eight unidentified medications, and six bottles of over the counter (stock) 
medications unattended on top of the medication cart in the dining room, as several residents and staff 
members walked by the medication cart.Observation on 10/09/25 at 10:24 A.M., showed CMT A entered 
room [ROOM NUMBER] to administer medications to a resident, and left a bottle of aspirin 81 mg tablets 
unattended on top of the medication cart in the hallway, as several staff and residents transitioned the 
hallway pass the cart.During an interview on 10/08/25 at 12:20 P.M., CMT W said the nurse placed the 
insulin pens and needles on top of the medication cart. CMT W said he/she stepped away from the 
medication cart to administer medications to a resident in the dining room and should not have left the 
medications unattended on top of the cart because someone could have taken the medications. During an 
interview on 10/09/25 at 8:43 A.M., CMT A said staff should not leave medications unattended on top of the 
medication cart to ensure proper storage and prevent someone from taking them. CMT A said he/she should 
not have left the medications unattended on the medication cart and was not sure why he/she did.During an 
interview on 10/09/25 at 9:05 A.M., RN C said staff should not leave any medications unattended on top of 
the medication cart for safety and proper storage. RN C said he/she accidentally left the insulin pens and 
needles on top of the cart to assist a resident with meal set-up and should have ensured the medications 
were stored properly inside the cart or the medication storage room. During an interview on 10/09/25 at 4:05 
P.M. the DON said he/she expects staff to lock medications inside the medication cart or medication storage 
room for proper storage, and staff should not leave any medications unattended on top of the medication 
carts. During an interview on 10/09/25 at 4:10 P.M., the administrator said staff should not leave any 
medications unattended on top of the medication carts and should ensure medications are properly stored 
inside the medication cart or medication storage room. Complaint # 2631904
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