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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.

Based on observation, interview, and record review, the facility failed to ensure in accordance with state
and federal laws, all drugs and biologicals were stored in locked compartments for 1 (medication cart #1) of
2 medication carts reviewed for pharmacy services. The facility failed to ensure that MC #1 was locked
when staff were not present. This failure could place residents at risk of overdose, hospitalization, and pain.
Findings included: An observation conducted on 02/04/2026 at 11:30 AM revealed MC #1 unattended and
unlocked in the main lobby area. During the observation a resident was observed in the area the MC was
located. An observation conducted on 02/04/2026 at 11:40AM revealed staff members walking by the
unlocked MC. An interview conducted on 02/04/2026 at 12:58 PM with RN A revealed she had worked at
the facility for 5 years. RN A stated she also received training on medication carts which included the 5
rights to medication administration, as well as the protocol for locking the medication carts. RN A stated that
if staff walk away from the MC, they should lock it, and keep it locked at all times when not in use. RN A
stated that residents could get medications inside of the MC if it was left unlocked. RN A stated it could
negatively affect a resident by the potential for harm if ingested. RN A stated she had left the MC unlocked
due to an oversight. An interview conducted on 02/04/2026 at 1:20 PM with LVN B revealed she had
worked at the facility for almost 1 year. LVN B stated she also received training on MCs which included the
process of signing narcotics and keeping the MC locked. LVN B stated if staff turned their back to the MC,
not using the MC, then the MC should be locked. LVN B stated if the MC was left unlocked, then residents
or other people could have access to the medications in the cart. LVN B stated that residents could
potentially poison themselves if they had access to an unlocked MC. LVN B stated the nurses assigned to
the MC were responsible for locking the MC. An interview conducted on 02/04/2026 at 1:45 PM with CNA C
revealed she had worked at the facility for 1 year. CNA C stated that anyone assigned to the MC was
responsible for ensuring the MC was locked. CNA C stated that residents could get medications and
potentially get harmed if they had access to an unlocked MC. An interview conducted on 02/04/2026 at
2:38 PM with CNA D revealed she had worked at the facility for 2 years. CNA D stated that MAs and
RN/LVN were responsible for ensuring the MC are locked. CNA D stated that staff should lock the MC if
they saw it unlocked. CNA D stated if residents had access to the unlocked MC, the residents could
potentially take the mediation and it could lead to death. An interview conducted on 02/04/2026 at 2:45 PM
with the DON revealed she had worked at the facility for 2.5 years. The DON stated she had received
training on RR which included the residents have the right to be free from abuse, neglect, right to privacy,
and right to refuse or receive medications. The DON also received training on MC which included to keep
the MC locked. The DON stated her expectation for staff was to keep the MC locked, keep the drawers
facing the bedrooms, and cart should be locked if not in use. The DON stated residents could enter an
unlocked MC and result in
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them to have access to the medications. An interview conducted on 02/04/2026 at 3:25 PM with the ADM
who had worked at the facility for 2.5 years. The ADM stated her policy regarding the MC was that the MC
should remain secured when someone was not pulling items in and out of it. The ADM stated her
expectation would be for the MC to be locked and secured. The ADM stated that the MA or LVN/RN would
be responsible for ensuring the MC was locked. The ADM also stated it could negatively affect the residents
if they had access to the unlocked MC, because there would be the potential for residents to retrieve items
from the cart that did not belong to them. Record Review of the facility's policy titled Security of Medication
Cart dated April 2007 provided the following information: The medication cart should be secured during
medication passes. The nurse must secure the medication chart during the medication pass to prevent
unauthorized entry. Medication carts must be securely locked at all times when out of nurse's view. When
the medication cart is not being used, it must be locked and parked at the nurses st
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