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F 0761 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
Level of Harm - Minimal harm locked, compartments for controlled drugs.

or potential for actual harm
Based on observation, staff interview, and record review, the facility did not ensure a medication cart was
Residents Affected - Some locked when unattended and that medications were stored appropriately. This practice had the potential to
affect more than 4 of the 51 residents residing in the facility. On 7/25/25, staff left a medication cart unlocked
and unattended on multiple occasions. In addition, staff left medications on top of an unattended medication
cart. Findings include:The facility's Administering Medications policy, revised 1/22/24, indicates: .Medication
will remain secured in a locked cabinet/cart unless in direct view of the individual administering the
medication. 1.0n 7/25/25 at 8:28 AM, Surveyor observed Licensed Practical Nurse (LPN)-C prepare
medication. LPN-C then walked down the 500 wing to ask a question and left the medication cart unlocked.
Eight residents were in the vicinity of the cart at the time.On 7/25/25 at 8:34 AM, Surveyor interviewed
LPN-C who confirmed the medication cart should have been locked when unattended. On 7/25/25 at 10:42
AM, Surveyor approached the nurses' station between the 500 and 600 wings and noted the 600 wing
medication cart was pushed against the wall near the outside door. The cart was unlocked and unattended
and out of LPN-C's view.On 7/25/25 at 10:42 AM, Surveyor interviewed LPN-C in the nurses' station who
confirmed the medication cart should have been locked when unattended. Two residents were in the lobby at
the time. 2. On 7/25/25 at 8:46 AM, Surveyor observed LPN-C prepare medications. LPN-C then walked
down the 600 wing to administer the medications and left five medication cards and two bottles of medication
unattended on top of the medication cart. On 7/25/25 at 8:57 AM, Surveyor observed Director or Nursing
(DON)-B inform LPN-C that medications were left unattended on top of the medication cart. LPN-C returned
to the cart and secured the medications.On 7/25/25 at 2:13 PM, Surveyor interviewed DON-B who confirmed
medication carts should be locked when unattended and medications should not be left on top of an
unattended medication cart.

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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