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This Plan of Correction is the 

center's credible allegation of 

compliance. 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 set forth in 

the statement of deficiencies.  

The plan of correction is prepared 

and/or executed solely because it 

is required by the provisions of 

federal and state law.  The facility 

respectfully requests a desk 

review for this plan of correction.

 F000000This visit was for a Recertification and 

State Licensure survey.

This visit was in conjunction with the 

investigation of Complaint 

IN00135854.

Survey dates:  September 9, 10, 11, 

12, and 13, 2013

Facility number:  012548

Provider number:  155790

AIM number:  201023760

Survey team:

Janet Stanton, R.N.--Team 

Coordinator

Michelle Hosteter, R.N.

Gloria Bond, R.N.

Sandra Nolder, R.N.

Census bed type:

SNF--60

SNF/NF--28

Total--88

Census payor type:

Medicare--56

Medicaid--17

Other--15

Total--88

These deficiencies reflect State 
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findings cited in accordance with 410 

IAC 16.2.

Quality Review was completed by 

Tammy Alley RN on September 23, 

2013.
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SS=D

483.20(d), 483.20(k)(1) 

DEVELOP COMPREHENSIVE CARE 

PLANS 

A facility must use the results of the 

assessment to develop, review and revise 

the resident's comprehensive plan of care.

The facility must develop a comprehensive 

care plan for each resident that includes 

measurable objectives and timetables to 

meet a resident's medical, nursing, and 

mental and psychosocial needs that are 

identified in the comprehensive assessment.  

The care plan must describe the services 

that are to be furnished to attain or maintain 

the resident's highest practicable physical, 

mental, and psychosocial well-being as 

required under §483.25; and any services 

that would otherwise be required under 

§483.25 but are not provided due to the 

resident's exercise of rights under §483.10, 

including the right to refuse treatment under 

§483.10(b)(4).

 Resident #70 was corrected 

immediately  All resident’s 

receiving Coumadin have been 

reviewed to ensure a Care Plan is 

in place. New orders and 

admission orders will be reviewed 

in daily clinical meeting and 

appropriate care plans validated.  

Licensed nursing staff was 

in-serviced on 9/16, 9/19, & 9/30 

with regards to initiating Care 

Plans for anticoagulants.  Unit 

Managers will do weekly audits x 

4 and then monthly x 3.  The 

DNS/designee will conduct 

weekly audits x 3 months to 

assure compliance.  Audits will be 

reviewed by the Performance 

10/04/2013  12:00:00AMF000279Based on interview and record review 

the facility failed to ensure a care plan 

was developed for a medication for 1 

of 1 resident reviewed for care plans 

in a sample of 28 residents.  

(Resident #70)

Findings include:

Record review was completed at 

9/11/13 at 1:37 P.M.  Diagnoses 

included, but were not limited to 

paroxysmal atrial fibrillation, diastolic 

dysfunction, congestive heart failure 

and acute renal failure.
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Improvement committee x 3 

months until 100% compliance is 

achieved and or ongoing 

monitoring is determined.

Resident #70's record indicated she 

received Coumadin 3.5 milligrams by 

mouth at 5 P.M. on Mondays, 

Wednesdays, and Fridays.  

Coumadin 4 milligrams by mouth  at 5 

P.M.  on Tuesdays, Thursdays, 

Saturdays, and Sundays.  

There was no documentation of a 

care plan for anticoagulants.  

During an interview with the Assistant 

Director of Nursing Service on 

9/12/13 at 2:10 P.M., she indicated 

Resident #70 does not have a care 

plan for an anticoagulant.

3.1-35(c)(1)
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SS=D

483.20(d)(3), 483.10(k)(2) 

RIGHT TO PARTICIPATE PLANNING 

CARE-REVISE CP 

The resident has the right, unless adjudged 

incompetent or otherwise found to be 

incapacitated under the laws of the State, to 

participate in planning care and treatment or 

changes in care and treatment.

A comprehensive care plan must be 

developed within 7 days after the completion 

of the comprehensive assessment; prepared 

by an interdisciplinary team, that includes 

the attending physician, a registered nurse 

with responsibility for the resident, and other 

appropriate staff in disciplines as determined 

by the resident's needs, and, to the extent 

practicable, the participation of the resident, 

the resident's family or the resident's legal 

representative; and periodically reviewed 

and revised by a team of qualified persons 

after each assessment.

Residents #52, #70, & #301 have 

been invited to participate in their 

scheduled Care Plan meeting. An 

audit of residents admitted after 

9/16 has been conducted to 

ensure each resident has been 

invited to participate in their Care 

Plan meeting.   Social Service will 

provide residents with a formal 

invitation to their Care Plan 

meeting each week.  A log will be 

maintained and reviewed by our 

Performance Improvement 

Committee x 3 months. Social 

Services will audit Care Plans 

weekly x 4 & monthly x 3 to 

ensure invitations have been 

extended to residents.   The 

Executive Director/designee will 

conduct weekly audits x 4 and 

10/04/2013  12:00:00AMF000280Based on record review and 

interview, the facility failed to invite 

the residents or their responsible 

party to the care plan meeting for 3 of 

28 residents reviewed for care plans. 

(Resident #52, Resident #70, and 

Resident # 301)

Findings include: 

1. The record review for Resident #52 

was completed on 9/12/13 at 2:00 

P.M.  Diagnoses included, but were 

not limited to,  depression, reflux 

disease, diabetes, and high blood 

pressure. 
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monthly x 3 to ensure 

compliance.  Audits will be 

reviewed by the Performance 

Improvement committee x 3 

months until 100% compliance is 

achieved and or ongoing 

monitoring is determined. 

In an interview with Resident # 52 on 

9/0913 at 1:17 P.M., she indicated 

she had not been invited to her care 

plan meeting to her knowledge.

The Social Service notes were 

reviewed and  indicated there were 

care plan reviews on : 9/21/12, 

12/26/12, 1/21/13, 3/30/13, 4/16/13, 

and 7/13/13.

 There was no indication as to 

whether or not the resident was 

involved in the service plan meeting in 

each of the social service notes.  

On 9/13/13 at 12:00 P.M., the ADNS 

(Assistant Director of Nursing 

Services)  indicated she could not find 

documentation that the resident was 

invited or attended the care plan 

meeting.

2.  The Record review for Resident 

#301 was completed on 9/12/13 at 11 

A.M.

Diagnoses included, but were not 

limited to, depression and mild 

dementia. 

The Social Services notes were 

reviewed for Resident #301.  There 

were no entries regarding the resident 

or responsible party being invited to 

the care plan meeting.
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On 9/13/13 at 12:00 P.M., the ADNS 

(Assistant Director of Nursing 

Services) indicated she could not find 

any documentation that the resident 

or responsible party was invited or 

attended the care plan meeting.

3.  Resident #70's record review was 

completed on 9/11/13 at 1:37 P.M.  

Diagnoses included, but were not 

limited to, diabetes, acute renal 

failure, congestive heart failure, 

paroxysmal atrial fibrillation, and 

macular degeneration.

The residents admission Minimum 

Data Set admission assessment 

dated 8/2/13 indicated that the 

resident was cognitively intact.  

The resident's social service notes on 

8/2/13 indicated she had not been 

invited to the care plan meeting. 

During an interview on 9/13/13 at 

3:15 P.M., the Assistant Director of 

Nursing Services (ADNS) indicated 

there was no Social Service notes 

available, which indicated the resident 

had been invited to the care plan 

meetings.

3.1-3(n)(3)
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F000329

SS=D

483.25(l) 

DRUG REGIMEN IS FREE FROM 

UNNECESSARY DRUGS 

Each resident's drug regimen must be free 

from unnecessary drugs.  An unnecessary 

drug is any drug when used in excessive 

dose (including duplicate therapy); or for 

excessive duration; or without adequate 

monitoring; or without adequate indications 

for its use; or in the presence of adverse 

consequences which indicate the dose 

should be reduced or discontinued; or any 

combinations of the reasons above.

Based on a comprehensive assessment of a 

resident, the facility must ensure that 

residents who have not used antipsychotic 

drugs are not given these drugs unless 

antipsychotic drug therapy is necessary to 

treat a specific condition as diagnosed and 

documented in the clinical record; and 

residents who use antipsychotic drugs 

receive gradual dose reductions, and 

behavioral interventions, unless clinically 

contraindicated, in an effort to discontinue 

these drugs.

Resident #70 order was reviewed 

by physician and clarified. Twice 

daily blood pressure with call 

orders were discontinued.  

Resident #225 was discharged 

home on 9/21/13. Orders with 

hold perimeters were reviewed 

with physician and orders clarified 

as appropriate. Orders will be 

reviewed in the daily clinical 

meeting and clarified as 

appropriate.  Unit Managers will 

audit MARs and new orders 

weekly x 4 and monthly x 3.  

Licensed nurses were educated 

with regards to monitoring of vital 

10/04/2013  12:00:00AMF000329Based on record review and 

interview, the facility failed to provide 

tracking of behaviors and monitoring 

of blood pressure medications for 3 

out of 5 residents reviewed for 

unnecessary medications. (Resident 

#70, Resident #167, and Resident 

#225)

Findings include:

1. The Record review for Resident 

#167 was completed 9/12/13 at 2:30 
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signs as ordered by MD. (hold 

orders) DNS/designee will 

conduct weekly audits x 3 months 

to assure compliance.  Audits will 

be reviewed by the Performance 

Improvement committee x 3 

months or until 100% compliance 

is achieved and or ongoing 

monitoring is determined.

P.M.  Diagnoses included, but were 

not limited to, esophageal reflux, 

constipation, depressive disorder, 

chronic kidney disease, and high 

blood pressure.

 

The physician's orders indicated the 

resident was on the following 

medication: 

Celexa (an antidepressant) 20 

milligrams (mg) 1 capsule by mouth 

daily starting 7/8/13, and had been on 

Celexa 30 milligrams 1 capsule by 

mouth daily since 6/18/12. 

The Social Service notes indicated : 

7/19/13- the resident was on Celexa 

20 mg with a decrease on 7/8/13 and 

indicated no behaviors and no 

delirium.

6/7/13 -the resident had care plan 

meeting and no changes with AD 

(antidepressant), discussed pt 

preferences reviewed labs and 

course of stay.

5/3/13- Nothing documented 

regarding depression.

4/23/13- indicated the PHQ9 (Patient 

Health Questionnaire 9 item) 

indicated the resident was 00/27, 

indicating no depression. 

The Director of Nursing Services 

provided documentation from 

September 2013 that the Certified 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QZMQ11 Facility ID: 012548 If continuation sheet Page 10 of 23



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

10/24/2013PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

CARMEL, IN 46033

155790

00

09/13/2013

KINDRED TRANSITIONAL CARE AND REHAB-BRIDGEWATER

14751 CAREY RD

Nursing Aides do for each resident.  

The documentation indicated, 

"...Behaviors (3.0) as needed the 

dates for all of September indicated 

no behaviors...." 

On 9/13/13 at 12:10 P.M.,  the 

Director of Nursing Services indicated 

she was not aware of what behaviors 

the CNA (Certified Nursing Aide) staff 

were tracking in their documentation 

related to depression.  She indicated 

she did not know of any where else 

the depression symptoms would be 

tracked or documented. 

2.  Resident #225's record was 

reviewed on 9/12/13 at 1:27 P.M.  

Diagnoses included, but were not 

limited to, anxiety state, depressive 

disorder, and psychosis.

A monthly behavior monitoring 

flowsheet with psychosis listed as the 

target behavior and the diagnosis 

listed was psychosis.  There was no 

description of what psychotic 

behaviors were for this resident .     

The resident had physician orders for 

these medications Risperdal 1 

milligram tablet give 0.5 milligrams by 

mouth twice daily starting 7/24/13, 

Wellbutrin XL 300 milligrams by 
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mouth daily starting on 7/24/13, and 

Xanax 0.5 milligrams by mouth three 

times a day starting 7/24/13.

During an interview with LPN #1 on 

9/13/13 at 10:45 A.M., she indicated 

behaviors were not monitored, only 

side effects were monitored.

During an interview with RN #4 on 

9/13/13 at 10:48 P.M., she indicated 

antidepressants and antianxiety 

medications were not monitored, only 

antipsychotic medications were 

monitored.

3.  Resident #70's  record was 

reviewed on 9/11/13 at 1:37 P.M.  

Diagnoses included, but are not 

limited to, acute renal failure, 

congestive failure, paroxysmal atrial 

fibrillation and diastolic dysfunction.
 

The resident had a physician order 

dated 8/22/13 for Metoprolol Tartrate 

75 milligrams by mouth twice daily.  

Hold for systolic blood pressure (SBP) 

less than 110.  

The resident did not have her blood 

pressure taken as ordered on the 

following dates:  August 1-4, 6-31; 

and July 1-12, 2013.

Interview on 9/13/13 at 10:30 A.M. 
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with  RN #5, she indicated the blood 

pressures would be documented on 

the Medication Administration 

Record, in the computer under the 

vitals tab or under the progress notes.  

She indicated the resident received 

Metoprolol twice daily and her blood 

pressure was to be taken twice daily.  

She indicated the medication should 

have been held for a SBP less than 

110.  

Assistant Director of Nursing Services  

provided a policy dated 10/31/06 titled 

"Monthly Behavior 

Summary/Psychoactive Gradual Dose 

Reduction (GDR) Review". This policy 

indicated, "...1.  Obtain a current 

routine and as needed psychoactive 

medications from ... include 

anti-psychotic,...antidepressant 

medication...2.  Collect behavior 

monitors for the month... 5.  Tally the 

behavior symptoms as listed on the 

monitors and enter the total per shift 

and the grand totals... 6.  Determine if 

the intensity of the behavior had 

increased, decreased, or remained 

stable...."

3.1-48(a)(3)
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F000367

SS=D

483.35(e) 

THERAPEUTIC DIET PRESCRIBED BY 

PHYSICIAN 

Therapeutic diets must be prescribed by the 

attending physician.

Resident #70 was immediately 

provided the correct diet. Dietary 

staff educated on 9/18/13  

regarding following the residents 

therapeutic diet as indicated on 

the meal ticket. Dietary 

manager/designee will observe 5 

meals weekly x 90 days to ensure 

staff members are serving the 

diet indicated on each meal 

ticket.  Dietary staff educated on 

9/18 regarding the importance of 

following the appropriate 

therapeutic diet indicated on each 

meal ticket.  Executive 

Director/designee will conduct 

weekly observations x 3 months 

to assure 100% compliance.  

Audits will be reviewed by the 

Performance Improvement 

committee x 3 months until 100% 

compliance is achieved and or 

ongoing monitoring is determined.

10/04/2013  12:00:00AMF000367Based on observation, interview, and 

record review the facility failed to 

ensure the resident received her 

therapeutic diet as ordered by the 

physician for 1 of 1 resident reviewed 

for diet in a sample of 28.  (Resident 

#70)

Findings include:  

Record review was completed on 

9/11/13 at 1:37 P.M.  Diagnoses 

included, but were not limited to, 

recurrent aspiration complicated by 

aspiration pneumonia, 

gastroesophageal reflux disease, and 

reflux esophagitis. 

On 8/6/13, Resident #70 was 

prescribed a regular diet with 

mechanical soft meats.  She could 

omit diet restrictions, except for 

texture and liquid modifications of 

special occasions.  

During an observation on 9/10/13 at 

2:05 P.M., the resident had her lunch 

tray with country fried steak that was 

not in mechanical soft ground meat 

form.  
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On 9/12/12 at 12:32 P.M., the 

Director of Nursing Services provided 

a policy titled "Tray Line Set Up, 

Service and Meal Delivery" dated 

8/10/12.

The policy indicated "...Each tray will 

be identified by a tray card, tray ticket 

and/or patient specific menus.  Tray 

identification should contain... such as 

food allergies... food textures, etc.  

Serve a tray according to the 

therapeutic spreadsheet, tray card, or 

resident specific menus.  Compare 

the tray to the tray card, tray ticket or 

menu to ensure the competed tray is 

accurate.  Patient diet orders must be 

verified before any meal tray or food 

request will be completed.  whenever 

possible, meal request should be in 

writing...."    

During an interview on 9/11/13 at 2 

P.M., RN #4 indicated the resident 

had not refused her mechanically 

altered diet.

During an interview on 9/12/13 at 

11:13 A.M., the Dietary Manager 

indicated the Resident #70's meal 

ticket indicated she was to be served 

a mechanical soft with all ground 

meats for all three meals.
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3.1-21(b)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QZMQ11 Facility ID: 012548 If continuation sheet Page 16 of 23



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

10/24/2013PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

CARMEL, IN 46033

155790

00

09/13/2013

KINDRED TRANSITIONAL CARE AND REHAB-BRIDGEWATER

14751 CAREY RD

F000371

SS=E

483.35(i) 

FOOD PROCURE, 

STORE/PREPARE/SERVE - SANITARY 

The facility must -

(1) Procure food from sources approved or 

considered satisfactory by Federal, State or 

local authorities; and

(2) Store, prepare, distribute and serve food 

under sanitary conditions

The dented can and four pieces 

of cake were immediately 

corrected during the tour of the 

kitchen.  A rapid in-service was 

immediately conducted regarding 

the facility policy on the 

production, purchasing, and 

storage of food.The Dietary 

Manager/designee will conduct 

quick rounds weekly x 3 for 90 

days and report findings to the 

Performance Improvement 

committee x 3 months.  Dietary 

staff was in-serviced regarding 

the proper procedure for storing, 

preparing, and distributing food 

under sanitary conditions.The 

Executive Director/designee will 

conduct weekly audits x 3 months 

and report findings to the 

Performance Improvement 

committee until 100% compliance 

is achieved and or ongoing 

monitoring is determined.

10/04/2013  12:00:00AMF000371Based on observation, interview and 

record review the facility failed to 

ensure food was dated and covered, 

and dishes were free from 

condensation, for 1 of 1 kitchen 

observations.  This deficit practice 

had the potential to affect 87 of 88 

residents who received food from the 

kitchen.

Findings include:

During the tour of the kitchen on 

9/9/13 at 7:25 A.M. with Cook #1 and 

the Executive Director, two cans of 

sliced water chest nut were observed 

to be dented. 

Four pieces of cake were observed 

on a metal tray that were partially 

uncovered with a piece of saran wrap.

In an observation of 1 of 4 freezers, 

separate from the walk in freezer, 

there were packages of the following: 

63 hashbrowns, 10 hamburger 

patties,.  The packages containing 
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these food items had been opened, 

but were not marked with the date 

opened.

In an observation on 9/9/13 at 9:30 

A.M., there were 12 bowls, 10 small 

plates, and 10 big plates from the 

dishwasher were being stacked on 

top of each other in a black tub by 

Dietary Aide #1.  The backs of the 

dishes had beads of water on them 

when the Dietary Aide #1 stacked the 

dishes.  When she picked a bowl up 

off the stack, water ran off the back of 

the bowl.  

The Executive Director provided a 

policy titled "Production, Purchasing, 

Storage"  dated 5/95 on 9/9/13 at 

10:40 A.M.  The policy indicated the 

staff were to check for any evidence 

of dented cans and refuse delivery of 

these items. 

During an interview on 9/9/13 at 7:25 

A.M., the Executive Director indicated 

the cans should not have been 

accepted at delivery if they were 

already dented.

During an interview on 9/9/13 at 9:30 

A.M., the Dietary Manager indicated 

the food found undated in the freezer 

should have been dated before being 

placed in the freezer. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QZMQ11 Facility ID: 012548 If continuation sheet Page 18 of 23



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

10/24/2013PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

CARMEL, IN 46033

155790

00

09/13/2013

KINDRED TRANSITIONAL CARE AND REHAB-BRIDGEWATER

14751 CAREY RD

He also indicated he expected the 

dishes to be left on the rack after they 

came out of the dishwasher to air dry 

a few minutes before the dishes were 

put away.

3.1-21(g)(3)
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F000431

SS=D

483.60(b), (d), (e) 

DRUG RECORDS, LABEL/STORE DRUGS 

& BIOLOGICALS 

The facility must employ or obtain the 

services of a licensed pharmacist who 

establishes a system of records of receipt 

and disposition of all controlled drugs in 

sufficient detail to enable an accurate 

reconciliation; and determines that drug 

records are in order and that an account of 

all controlled drugs is maintained and 

periodically reconciled.

Drugs and biologicals used in the facility 

must be labeled in accordance with currently 

accepted professional principles, and 

include the appropriate accessory and 

cautionary instructions, and the expiration 

date when applicable.

In accordance with State and Federal laws, 

the facility must store all drugs and 

biologicals in locked compartments under 

proper temperature controls, and permit only 

authorized personnel to have access to the 

keys.

The facility must provide separately locked, 

permanently affixed compartments for 

storage of controlled drugs listed in 

Schedule II of the Comprehensive Drug 

Abuse Prevention and Control Act of 1976 

and other drugs subject to abuse, except 

when the facility uses single unit package 

drug distribution systems in which the 

quantity stored is minimal and a missing 

dose can be readily detected.

Medication rooms & medication 

carts were audited for any 

expired, opened/undated, 

discontinued medications and 

were disposed of/ re-ordered as 

10/04/2013  12:00:00AMF000431Based on observation, record review, 

and interview, the facility failed to 

ensure eye drops were labeled with 

an open date for 1 out of 4 
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appropriate. DNS/ADNS 

in-serviced nursing staff on 9/16, 

9/19, & 9/30 with regards to 

medication storage and 

labeling. Unit Manager/designee 

will check medication in 

refrigerators and medication carts 

weekly x 4 then monthly x 

3. DNS/designee will conduct 

weekly audits on 

carts/refrigerators to ensure 

compliance.  Audits will be 

reviewed by the Performance 

Improvement committee monthly 

x 3 or until 100% compliance is 

achieved and or ongoing 

monitoring is determined.

medication carts, and failed to ensure 

proper disposal of expired drugs for 2 

out of 4 medication refrigerators and 

1 out of 4 medication carts observed 

during the medication storage review. 

Findings include: 

The medication storage review was 

completed on 9/13/13 at 12:45 P.M.

The Assistant Director of Nursing 

Services (ADNS) was present with 

RN #4 when observing an expired 

intravenous antibiotic medication in 

the 4000 unit medication refrigerator.  

The ADNS indicated at 12:55 P.M., 

the drug had an expiration date of 

9/13 and should be thrown away. 

The tour of the 3000 unit medication 

refrigerator had an intravenous 

antibiotic medication with an 

expiration date of 8/19/13.  RN # 4 

indicated at 1:05 P.M. the resident 

had been discharged on 9/6/13 and 

the nurses are to check for expired 

drugs each shift. 

The medication cart for the 3000 unit 

had 3 of 5 bottles of eye drops with 

no open dates on them.

The medication cart for the 2000 unit 

was observed with RN #2 at 1:50 
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P.M.  The medication cart had 2 

bottles of insulin that had expired, 1 

bottle of Novolog opened on 7/9/13, 

and one bottle of Lantus opened 

8/11/13.  RN #2 indicated at this time 

the insulin should be thrown away 

after 30 days from the open date. 

On 9/13/13 at 1:58 P.M.,  RN #2 

indicated they label the eye drops 

with the date after they open them 

and usually keep them for 60 days.

In an interview with the ADNS on 

9/13/13 at 2:05 P.M.,  she indicated 

the nurses are expected to label the 

eye drops with an open date and that 

they should be kept until after the 

expiration date.  She also indicated 

the medications should be disposed 

of 1 week after a resident is 

discharged.  

The ADNS provided a policy titled 

Medication Labels and Packaging 

dated 10/31/09, which indicated, 

"...Multi-dose Vials and Bottles, 9.  If 

the efficacy of the drug is affected by 

opening a multi-dose vial/bottle initial 

and date the vial/bottle for the first 

time.  10. Discard medications by the 

expiration date unless indicated by 

the pharmacy and/or manufacturer's 

instructions to discard sooner...."
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