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The services provided or arranged by the facility
must meet professional standards of quality.
F.281

Corrective action has been

This REQUIREMENT Is not met as avidancad accomplished for the alleged
by o . deficient practice in regards to .
Based on staff interviews and record raview the Resident #74 by contacting this
facility failed to follow physician orders and failed resident’s physician and

to clarify a physician ' s order for one (1) of tan obtaining a clarification order
(10) sampled rasidents (Resident #74). As the facility recognizes th.is‘

alleged deficient practice has the
potential to affected other
residents, the facility has

The findings are:

Resident #74 was admitted on 7/3/08 with

diagnoses that included congestive heart failure,
hypertansion, constipation and ostecporosis
among others. The most recent Minimum Data
Set (MDS) dated 06/1711 spacified the resident
had moderately impaired cognitian.

Resident #74's monthly physician orders for 7/11
spacified the resident was to receive Lasix 20mg
(milligrams) by mouth every ather day, hold if
systolic blaod pressure less than 100.

a. Resident #74's monthly Medicalion
Administration Records (MARs) dated 07/11
revealed the resident received 20 milligrams of
Lasjx every other day. There ware no
documented blood pressure readings an the

implemented additional measures
to ensure that the alleged
deficient practice does not
raoceur. To include mandatory
re-education for nursing staff to
ensure continued compliance.
These system changes include
Medical Records and Unit
Caordinator auditing physician’s
orders daily for completeness and
clarity. Additionally, all new
orders atre to be highlighted by
the Unit Coordinator and Medical
Records in orange to alert the
nurse to the change, Additionally,

glgs apt!

MAR, Further revlew of the resldent's medical
recard ravealed the resident had her blood
pressure recorded once weekly.

“Preparation and/or execution of this plan of
correction does not constitute admissjon or
agreement by the provider of the truth of the facts
alleged or conelusions set forth in the statement of
deficiancies. The plan of coregtion is prapared
and/or executed solely becaunse it is required by the
provisions of federal and state law.”
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fellawing the dale of sutvey whaether o not o plan of correclion is pravided. For nursing homes, the abova findinge and plans of correctlon are disclozeblo 14
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program paricipalion.

An original physician's order dated 10/4/10
spea‘ﬂ? to degreace Rosident #74's Lasix to
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20mg by mouth every other day.

On 07/26/11 at 2:36 p.m. licensed nurse (LN) #2,
assigned to care for Resident #74, was
interviewed and stated she wasn't aware of the
order {o check Resident #74's blood pressura
priar ta administering the Lasix. She reviewed
the physiclan's order sheet and MAR and
canfirmad the order specified the Lasix was to be
held if the resident's systolic blood pressure was
less than 100, She added that she routinely gave
the resident her Lasix and did not check the
rasident's blood pressure prior to giving the lasix.
LN #2 reviewed the madical record and
confirmed blood pressure readings wers not
dacumented in the madical racard as having
heen taken prior to the medication being given.

On 07/27/11 at 11:05 a.m. the South Wing Unit
Manager was interviewed and confirmed that
blood pressure readings should have been taken
and documented on the MAR or |n vitals s&ction
prior to administering Resident #74's Lasix
medication,

On 07/28/11 at 930 a.m. the Director of Nursing
{DON) was interviewed and stated she would
expect the licensed nurses to follow physician's
orders as written or to call the physician to clarily
an order if they had questions. $ha offered no
explanation why the resident's Lasix arder wes
not followed as written,

b. Resident #74's medical record was reviewad
and revealed an original physician's order dated
10/4/10 that specified to decrease Resident #74's
Lasix to 20mg by mouth every other day.

all new orders will be brought
daily to the Moming Mesting by
Medical Records for additional
review and corrective actions.
The monitoring of this new
system change will continue for
six months, and may be extended,
if required.

The DON or her designee will
Teview data obtained for patterns
and trends. All data results will
be presented to the QA&A
Committee monthly for a period
of 6 months. The QA&A
Commiittee will evaluate the
effectiveness of the plan based on
the outcomes identified and
adjust the plan as needed,

“Preparation and/or execution of this plan of’
comrection does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the stalement of
deficiencies. The plan of correction s prepared
und/oy executed solely because it is required by the
provisions of federy| and etate law.”
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Further review of the medical record ravealed the
07/11 monthly Medication Administeation Record
(MARs) specified the residant received Lasix
20mg (milligrams) by mouth avery other day, hold
if systolio blood pressure less than 100,

On 07/26/11 at 2:35 p.m. licensad nurse (LN) #2,
assigned o care for Resident #74, was
interviewed and stated she wasn't aware of the
erder to check Resident #74's blood prassure
prior to adminlstering the Lasix. She reviewed
the physician’s order sheet and MAR and
confirmed the order specified the Lasgix was {o hs
held if the residant’s systolic bload pressure was
less than 100. She stated she should have
clarified the order by contacting the physiclan.

On 07/27/11 at 3:30 p.m. the medical records
director was interviewed and stated that the
10/04/10 physiclan's orderwas to decrease
Resldent #74's Lasix. She stated the blood
pressure parameters (hold if systelic less than
100) were not to be continued, She specified the
and of month physician's orders are reconciled
for accuracy and added that the order had besn
averlooked for the past nine (9) months.

On 07/28/11 at 9:30 a,m. the Direstor of Nursing
(DON) was Interviewed and stated she would
expect the licensed nurses to follow physician's
orders as wiitten or to call the physician to clarify
an order if they had questions. She offered no
explanation why the resident's Lasix order was
not ¢larified.

483,25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physleal,
mental, and psychozocial well-being, in
accordance with the comprehensive assesament
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on staff Interviews and record reviews the
facllity failed ta manage and implement planned
measures for adequate bowel elimination
patterns for three(3) of thiteen (13) sampled
residents (Resident #'s 9, 106 and 77).

The findings are:

The facility's "Bowel Program" revised 01/31/99
specified:

-Bowel movements will be documentad on the
TAR (freatment administration recerd) each shift
by the nurss. Resulls will be monitored each shift
(by the nurse) and the following protocel will be
initiated as nasded and per MD (medical doator)
arder on admissjon.

-If resident has not had a bowel movement in 3
days (9 shifts);

a. Give Milk of Magnesia (laxative) 30cc
(eubic centimeters) by mouth at night.

b, If ihis Is not effective by 6:00 a.m. give
Rulealax suppositary 10mg (milligrams)

per rectum.

¢. If this is not effective by 10:00 a.m. give

Fleets enema 1 unit per rectum,

F-309

Corrective action has been
accomplished for the alleged
deficient practice in regards {o
residents #9, #106 & #77 by
educating the staff caring for
these residents, and by educating
the residents of the importance of
communicating and documenting
bowel movements. Residents #9,
#106 & #77 were assessed to
ensure that bowel movements
were happening every threa days.
Na further interventions were
required as these residents
communicated that they were
having regular BM’s, and they
had no clinical signs or symptoms
related to not having regular
BM’s. As the facility recognizes
these alleged deficient practices
have the potential to affect other
residents, the facility has
implemented these additional
measures to ensure that the
alleged deficient practice does not
reoccur these include: mandatory
re-education for nursing staff to 4

“Preparation and/or execution of this plan of
correction does not constitute admission or
agreament by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared
and/or executed salely because it is required by the
provisions of federal and state law.”
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d. If this is not effective notify medjcal doctor

1. Resideni #9 was admilted to the facility on
02/08/08 with diagnoses that included
constipation, dementia and debility amang others.
The mest recent Minimum Data Set (MDS) dated
07/22/11 specified the resldent had shart and
long term memory impairmeant and severely
impaired cognitive =kills for daily decision making.
The MDS also specified the resident required
extensive assistance with Activities of Daily Living
(ADLg) such as toileting, parsonal hygiens,
locoemotion off the unit and dressing; and the
resident was frequently incontinent of bowel and
bladder.

Resident #9's bowel elimination care plan
updated 07/27/11 specified the resldent had a
history of praklems with constipation and was at
inereagod risk for complications secondary to
decreased mobility. The care plan goal revealed
the resident would have adequate bowel
elimination at least every thres (3) days. The
care plan interventions included:

bowe| protocol

-ohsarve far bowel pattern to ensure
adequate bowel elimination

-administer medications as ordered and
ohserve for side effects and effectivansss

Resident #9's howel slimination records were
reviewed and revealed:

a. Siarting on 06/06/11 and continuing for
fiva (6} days no bowel movements were
dacumented.

b. Starting on 06/18/11 and continuing for

engure continued compliance,
These newly implemented
systems changes include Unit
Coordinator reviewing
documentation every 3 days to
ensure that all residents have had
BM ¢ in the last nine shifis,
Additionally, Medical Records
has relocated the nurse BM
recording from the T.A.R. to the
M.A.R., and placed the new
bowasl protocol on the MLAR,
The C.N.A.’s will record
residents’ BM’s on their
assignment sheets and turn their
assignment sheelts in to the nurse.
The nurse will review the C.N.A,
assignment sheets and document
their findings. Then the nurse will
agsess and treat vesidents per the
bowel protocol, The DON or
Designee will monitor this
documentation weekly for further
intervention, if required.
Momitoring for these nesw systems
will continue for 6 months,
however, monitor may be
extended if required.

“Preparation and/or execution of this plan of
comrection does not constitute admission or
agreement by the provider of the fruth of the faets
alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared
and/or executed solely because it s required by the
provisions of federal and state law.™
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twelve (12) days no bowe) movements were

documented,

¢. Starting on 07/01/11 and continuing for
five (6) days no bowel movements were
documented,

A review of nursing notes for Resident #9 for the
periods of 08/06/11 through 06/10/11, 06/18/11
through 06/28/11 and Q7/01/11 through 07/05/11
revealed no decumentation of assessmaent for
conatipation er implementation of the facility's
bowel protocal far constipation,

Review of the MAR and physician orders
ravealed no additional orders and/or interventions
to addraess the threa (3) episodes of constipation,

Nurse ajde (NA) #1 was interviewed an 07/27/11
at 1:45 p.m. and reportad she dosumented
residents' howsl movements on her daily
assignment sheet that was turned in to the
licensed nurse for review at the end of her shifl.

On 07/27/11 at 2:00 p.m, licensed nurse (LN) #1
was interviewed and reported that at the end of
her shift she reviewed the aurse aide assignment
sheets and transcribed eplsodes of bowe]
mavemants on te the residents' TARs, She
added that at the beginning of her shift she
raviewed the TARs to monitor for adequate bowel
elimination of at least one documented howel
movement jn the last nine (9) shifts (3 days). LN
#1 raported that If a resident had not experienced
a bowe| movement in nine (9) shifls (3 days) she
was to initiate the facility's bowel profocol.

Qn 07/2711 at 216 p.m, the South Wing Unit
Manager was Interviewead and reportad that

effectiveness of the

as needed.

The DON or her designee will
review data obtained for patterms
and trends. All data will be
reported to the QA&A
Committee monthly for a period
of 6 months, The QA&A
Committee will evaluate the

plan based on the outcomes
identified and will adjust the plan

“Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions sot forth in the statemont of
deficiencies, The plan of correction is prepared
and/or excéeuted solely beeanse it is required by the
provisions of federal and state law.”
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licensed nurses were responsible for
documenting bowel movemsnts in the resident's
TAR and reviewing the TAR at tha haginning of
each shift to ensure the resident had experlenced
a bowsl movement in the last nine (9) shifts (3
days). She added that she would expact the
licensed nurse to Inltiate the bowel protacal If a
residant had gone nine (9) shifts (3 days) without
a bowel movament.

On 07/28/11 at 9:20 a.m. the Director of Nursing
(DON) was interviewed, She reviewed Resident
#9's howel elimination racords and confirmed the
resident had not-experienced a bowel movement
in greater than three days without decumentation
of the bowel protocol having been initiated. She
staled she would expect the licensed nurses to
monitor the TARs for bowel mavements and
inltiate the bowel protacol when a rasident want
nine (9) shifts withaut a bowel movement. Tha
DON offered no explanation why Resident #9 had
na howel protacel initiated for the three (3)
episadés of constipalion.

2. Resident #106 was admitted to the facllity on
06/28/10 and readmitted 09/07/10 with diagnoses
that included constipation, hypertension, femur
fracture and chronic obstructive asthma ameng
others. The mast recept Minimum Data Set
(MDS3) dated 06/10/11 specified the resident had
short and long term memory impairment and
saverely impaired cognitive skills for daily
declslon making. The MDS also specified the
resident required extensive assistance with
Activities of Daily Living (ADLs) that included
toileting, parsonal hygiene and transfers and
specified the resident was frequently Incantinent
of bowel. The Care Area Assessment Review

F 309
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Report (CAAs) dated 06/13/11 specified the
resident had ne complications from incontinence
and reguired assistance with alloileting needs.

Resident #106's bowel eliminaticn care plan
updated 06/10/11 revaaled the resident had an
actual alteration in bowel function and episodes
of constipation. Interventions to ensure the
resident would have adequate bowal elimination
at least every three days to include administer
medications as ordered, abserve for side effects
and effectiveness, and notify the MD as indicated.

Resident #106's howel elimination records were
reviewed and revealed:

a. Starting on 03/06/11 and centinuing for
sevan (7) days no bowel mavements were
documented.

Areview of nursing notes for Resldent #1086 for
the periods of 03/08/11 thraugh 03/12/11
revealed no decumentation of assessment far
constipation or implementation of the facility's
bowel protocol for canstipation.

Review of the MAR and physiclan orders
revealed no additional arders and/or interventions
to address the episode of constipation.

Nursae aide (NA) #1 was interviewed on 07/27/11
at 1:45 p.m, and reported she documented
residents' bowel movements on her daily
assignment sheet that was turned in fo the
licensed nurse for review at the end of her shift.

On 07/27/11 at 2:00 p.m, licensed nurse (LN) #1
was interviewed and reported that at the end of
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her shift she reviewed the nurse aide assignment
shests and transeribed episodes of bows|
mavaments on to the residents' TARs, She
added that at the beginning of her shift she
reviewed the TARSs to meniter for adeguate bows)
ellmination of at least one documented bowe|
movamaent in the last nine (9) shifts (3 days), LN
#1 reported that If a resident had nat experienced
a bowel mavement in ning (9) shifts (3 days) she
was to initiate the facility's bowel protocol,

On 07/27/11 at 2:18 p.m. the South Wing Unit
Manager was interviewed and raported that
licansed nurses were responsible for
dacumenting bowsl movemeants in the resident's
TAR and reviewing the TAR ai the beginning of
each shift to ensure the resident had experienced
a howsl mavament in the last nine (9) shifts (3
days), She added that she would expact the
licensed nurse to initiate the bowal protocol if a
residant had gone nine (9) shifis (3 days) without
a’bowal movament,

On 07/28/11 at 8:20 a.m. the Director of Nursing
(PON) was intarviewed. She reviewed Reasidant
#106's bowel elimination records and confirmed
the resident had not sxperienced a bawel
mavement in graater than three days without
documentation of the bowel protocol having been
Initlated. She stated she would expect the
lietnsed nurses to moniter the TARs for bowesl
movements and initiate the bawel protocol when
a rasident want nine (9) shifts without & bowel
mavement. The DON offered no explanation why
Resident #1086 had no bowel protocol initiated for
the episede of constipation.

3. Resident #77 was admittad to the facility on
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07/22/08 with diagnoses that included
canstipation, demantia and osteoporosis among
others. The most recent Minimum Pata Set
(MDS) 07/08/11 specified the resident had no
cognitive impairment, required limited assistance
with Activitias, of Daily Living (ADLs) such as
toileting, transfers, personal hygiene and dressing
and was always continent.

Record review revealed a care plan updated
07713111 that specified Resident #77 was at risk
for constipation, The care plan specified
Intervantions to ensure the resident would have
adequate bowel elimination evary three (3) days
and included to abserve far bowel patterns to
ensure adaquate elimination and administer
medlcations as ordered.

Resident #77's bowel alimination records
revaalad:

a. Starting an 08/09/11 and ¢continuing for
four (4) days no bows) movements were
documented.

b. Starting on 06/18/11 and cantinuing for
five (5) days no howel movements wera
documented.

A reviaw of nursing notes for Resident #77 far the
periods of 08/09/11 through 06/12/11 and
08/18/11 through 06/22/11 ravealad no
dosumentation of assessment for constipation ar
implementation of the facility's bowel protocal for
constipation.

The Medication Administration Record (MAR) and
Treatment Administration Record (TAR) for 06/11
was reviewed and revealed an original physician
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order dated 01/13/10 far Senna (laxative) two (2)
tahlets fwice daily for constipation, Further review
of the MAR and physlclan orders revealed no
additional orders and/or interventions to address
the two (2) episodes of constipation,

Nurse aide (NA) #1 was interviewed on 07/27/11
at 1:45 p.m. and reported she documented
residents' howel movements on her daily
asslgnment sheet that was turned In to the
licensed nurse far review at the and of her shift.

On 07/27/11 at 2:00 p.m. licensed nurse (LN) #1
was interviewed and reported that at the end of
her shift she reviewed the nurse aide assignment
sheets and transcribed episodss of bowel
movemants on to the residents’ TARs, She
added that ai the beginning of her shift she
reviewed the TARSs to moniter for adequate howsl
elimination of at least one documented bowe)
movement in the last nine (9) shifts (3 days). LN
#1 raparted that if a resident had not experienced
a bows| movernent in nine (9) shifts (3 days) she
was o initiate the facility's bowel profocal.

On 07/27111 &t 2:15 p.m. the South Wing Unit
Manager was interviewed and reported that
licensed nurses were responsible for
documenting howe) movements in the resident's
TAR and reviewing the TAR at the beginning of
each shift to ensure the resldent had experienced
a howel movement in the last nine (9) shifts (3
days), She added that she would expsct the
licensed nurse to initiate the bowal pratacol if a
resident had gane nine (9) shifts (3 days) without
a bowa| movament,

QOn 07/28/11 at 9:20 a.m. the Director of Nursing
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The facility must employ or abtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
cantrolled drugs in sufficiant detail to enable an
accurate reconcillation; and determines that drug
records are in order and that an account of all
cantralled drugs is maintained and periodically
raconciled.

Drugs and biologicals used in the facility must be
lakeled in accordance with currently accepted
profassional principles, and include the
appropriate accessory and caulionary
instructions, and the expiration date when
applicable,

In accordances with State and Federal laws, the
facility must store all drugs and biolegicals in
locked compartments undar proper temperaturs
conlrols, and permit only authorized personnal to
hava access 1o the keys,

The facility must provide separataly locked,

facility has implemented these
additional measures to gnsure that
the alleged deficient practice does
not reaccur to include mandatory
re-education for nursing staff to
ensure continued compliance,
These measures and systems
changes include all nurses to
¢check medication storage areas,
including medication carts,
medication refrigerators,
medication rooms, and central
supply room weekly for expired
and/or undated medications.
Additionally, on a designated day
each week, a nurse will be

“Preparation and/or execution of this plan of
correction does not constitute admission or
apreemient by the provider of the tryth of the facts
alleged or conclusions set forth in the statement of
deficiencics. The plan of correstion is prepared
and/or execyted solely because it is required by the
provisions of federal and state law.”
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(DON) was interviewad, She reviewed Reasident F-431 ; :
#77's bowel eliminatian records and confirmed Comcny ¢ action has been
the resident had not experienced a bowsl aveomy hshe.d for the a]legad
movement in greater than three days withaut deﬁcit‘practme by ‘d}e Unit
documentation of the bowel protocol having been Coordinators checking all
initiated. She stated sha would expact the medication storage areas and
licensed nurses to monitor the TARs for howel removing and disposing of all
movements and initiate the bowel protocol when alleged expired medications
a resident went nine (8) shifts without a bawel and/or undated medications per
movement. The DON offered no sxplanation why facility policy. As the facility
Resident #77 had no bowel protocol initiated for recognizes these alleged deficient
the two (2) episodes of constipation. practices have the potential to
F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F 431 affected other residents, the
88=D | LABEL/STORE DRUGS & BIOLOGICALS
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permanantly affixed compartments for storage of
controlled drugs listed in Schedule |) of the
Camprehensive Drug Abuse Prevention and
Conlrol Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored Is minimal and a missing dose can
be readily detectad.

This REQUIREMENT s not met as evidencad
by:

Based on observations and staff interviews, the
facility failed to ensure that expired Tubareculin
vaccine and insulin were removed from one (1) of
{2) medication room refrigerators, and failed fo
ensure that expired Insulin was removed frem
one (1) of feur (4) madication carts.

The findings are:

1:) Afacility palicy entifled Recommandead
Minimum Medication Starage Parameters, dated
02/28/08, rovealed that all insulin in vials, with the
exception of insulin detemir, should be dated
when opened and discarded twenty-eight days
|ater.

On 07/26/11 at 2:20 p.m. an ahsearvation of the
Narth Wing Taam Qne medication cart revealed
an opened, partially used, and ready for usa 10
mi vial of Insulin glargine. The vial was hand
dated as opened an 06/03/11.

On 07/26/11 at 2:44 p.m. the North Wing Unit
Manager was interviewed. She stated that insulin
should be dated when opened and discardad

aforementioned locations and
dispose of and re-order
medications ag needed. The nurse
will report her findings to the
LUnit Cootdinator, The Unit
Coordinator will weekly spot-
check all medication storage
areas for expired or un-dated
medications, Concurrently, a
sign will be posted at each
nurse’s station by the Unit
Coordinator to remind the nurses
to check all medications for
expiration dates and for dates
opened. Additionally, monthly a
phatiacy representative will
check all medication storage
areas for expired and undated
medication. The Unit
Coordinator and pharmacy
representative will report their
findings to the DON weekly
and/or monthly. The DON will
take additional corrective action
as required. Monitoring of these
new system changes will continue
for 6 months. However,
monitoring may be extended if
required.

“Preparation and/or execution of this plan of
corvection does not constitute adimission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies. The plan of correetion is prepared
and/or executed solely because it is required by the
provisions of federal and state law.”
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twenty-eight days (ater, The Linit Manager
discarded the vial of insulin.
On 07/26/11 at 3:50 p.m. the Diractor of Nursing
was Interviswed. She stated she expecied The DON or her designee will
nursing staff to date all insulin vials when openad review data obtained for patterns
and 1o discard them twenty-eight days later per and trends, and present the data to
manufacturer's recommendations and facility the QA&A Committee for a
policy. petiod of 6 months. The QA&A

2.) Afacility policy entitled Recommended e

Minimum Medication Storage Parameters, dated effectwen\?ss Ot.‘ the plan b?sed o8
02/28/08, revealed that Tuherculin vaccine should ou‘tccmes identified and will

be refrigerated, dated when openad, and the adjnst the plan as needed. \
unused portion discarded after thirty days. \

Qn 07/26/11 at 2:16 p.m. an ebservation of the C)
North Wing medication reom refrigerator revealed ‘}/
an opened, partially used, and ready for use 1 ml
vial of Tuberculin vacgine, The vial was hand
dated as opened cn 06/16/11. The vial was in the
manufacturer's box with instructions which read in
part: "Once entered, vial should be discarded
after 30 days."

On 07/26/11 at 2244 p.m, the North Wing Unit
Marager was interviewad. She stated that
Tubereulin vaccine should be dated when opansd
and discarded after thifly days. She discarded
the Tuberculin vaceine vial.

Qn 07/26/11 at 350 p.m. the Director of Nursing
was interviewed. She stated she expected

nursing staff to date Tuberculin vaceine when czrn?;r:mr; zgif:‘rcfm:x: :ﬁ:;; Eﬁ*g rﬁf

: " I
opanied and t? dincard thf@ cays |alar REF agreement by the provider of the truth of the facts
manufacturer's recommendations and fagility alleged or conelusions set forth in the statement of
policy, deficiencies. The plan of correction is prepared

and/ar exccuted salely because it is required by the
provisions of federal and state law."”
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3.) A facility policy entitled Recommended
Minimum Medicalion Sterage Parameters, dated
02/28/08, revealed that all insulin in vials, with the
exceptlen of insulin detemir, should be dated
when apened and discarded twenty-gight days
later.

On 07/26/11 at 2:20 p.m. an observation of the
Narth Wing medication room refrigerator reveated
an opened, partially used, and ready for use 10
ml vial of insulin glulisine which had hesn
dispansed by the pharmacy on 03/09/11. There
was no dale an the vial to indicate when it had
been opened. The vial was in the manufacturer's
hox with instructions which read in part: "Use
within 28 days after opening.”

Qn 07/26/11 at 2:44 p.m. the Narth Wing Unit
Manager was interviewed. She stated that insulin
should be dated when opaned and discarded
fwanty-eight days later, She stated that because
the insulin was undated, thers was no way to
know when it had expired. The Unit Manager
discarded the vial of insulin.

On 07/26/11 at 3:50 p.m. the Director of Nursing
was inferviewed. She stated she expested
nursing staff to date all insulin vials when openad
and to discard them twenty-eight days later par
manufacturer's recommendations and facility
polioy.
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