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295077 02/24/2025

Alta Skilled Nursing and Rehabilitation Center 555 Hammill Lane
Reno, NV 89511

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.

46301

Based on observation, interview, and document review, the facility failed to ensure a wound cart and 
medication cart containing resident medications was secure. The deficient practice could have facilitated 
unauthorized access to medications in the carts.

Findings include:

On 02/24/2025 at 10:27 AM, a wound cart was left unlocked in the 200 hall entrance with four residents 
sitting in the same area as the cart.

On 02/24/2025 at 10:32 AM, a Licensed Practical Nurse (LPN) returned to the unsecured wound care cart 
and confirmed the cart was left unlocked. The LPN confirmed there were four residents near the unsecured 
wound cart and could have accessed resident medications.

On 02/24/2025 at 10:34 AM, the Director of Nursing (DON), verbalized the floor nurse was responsible to 
ensure carts were locked. It was important to ensure the cart was not left unlocked or unattended in order to 
avoid residents taking medication not intended for them.

On 02/24/2025 at 1:27 PM, a medication cart was left unlocked in the 100 hall entrance.

On 02/24/2025 at 1:29 PM, a Registered Nurse (RN) confirmed the medication cart was left unlocked and 
was unattended.

The facility policy Storage of Medications, adopted 02/01/2019, documented compartments (including, nut 
not limited to, drawers, cabinets, rooms, refrigerators, carts and boxes) containing drugs and biologicals shall 
be locked when not in use and tray or carts used to transport such items shall not be left unattended if open 
or otherwise potentially available to others.
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