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F 000 INITIAL COMMENTS

This report is a result of an unannounced
Off-Hour Quality Indicator Survey conducted at
Yakima Valley School on 11/20/13, 11/21/13,
11122113, 11/25/13, and 11/26/13. The survey
included data collection on 11/21/13 from 6:00
a.m. to 8:00 a.m. Asample of 35 residents was
selected from a census of 73. The sample
included 30 current residents and 5 former and/or
discharged residents.

The survey was conducted by:

Refugia Botello, RN
Pam Holi, RN

. Patrica Larson , RN
Priscilla Becker, RN
Melly Thompson, RN

The survay team is from:

Department of Social & Health Services
Aging and Long-Term Support Administration
Residential Care Services, District 1, Unit D
3611 River Road, Suite 200

Yakima, VWA 98902

Telephone: (509) 225-2800
Fax: (509) 574-5597
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Any deﬁcierﬂéy statement ending with an asterisk (%) denotes a deficiency which the institution ma‘&/ 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 g6 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 pariicipation.
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| 1I his Plan of Correction constitites a written |
F 241 : 483.15(a) DIGNITY AND RESPECT OF F 24 ,

SS=E | INDIVIDUALITY

The facility must promote care for residents in a
' manner and in an environment that maintains or
. enhances each resident's dignity and respect in
i full recognition of his or her individuality.

‘ This REQUIREMENT is not met as evidenced
by:

‘; Based on observation, record review, and

. interview, facility staff failed to consistently

. maintain resident dignity through their

' conversations and care delivery. Deficient
practice was identified for 7 of 22 sampled
residents (#12, #17, #21, #33, #40, #46 & #47).

- Failure by staff to maintain resident dignity placed |

 the residents at potentiai risk for feelings of

 frustration and/or diminished self-worth. Findings ‘

include:

Resident #12. Observations on 11/20/13 at
approximately 3:35 p.m. revealed Staff Member

E, a Licensed Nurse (LN}, was administerini

' multiple medications to Resident #12

N During the course of the medication
adminisiration process, Staff Member E used
multiple terms for the resident including:
"Honey", "Baby”, and "Missy."

Resident #17. Review of the resident’'s medical
record revealed

Her plan of care
documented she required fotal basic care for her
activities of daily living.

ablegation of complinnee for the dencizncies

cifed. However, sabmission of this Plan of |
Correction 15 not an sdmission  that a |
deticiency exists or that one was cited :
carrectly This Pl of  Correction is !

o

ybmitred to mect requirements cstablished by
thte and federal law,

17

FP4 1

1} This deficiency will be corrected as it
: $17.9210, 4

A0t and B17 by providing stadl

refates to residents 4§ 3 33,
training oo dignity and respect in full
recognition of cach resident’s
individuality. Yakima Valley School’s
(Y VS Standard Operating Procedure
(SOPJ .02 Resident Rishts has been
updated to include: Resident rights
include butare not limited to: “the right
to be greated with dignity and respect in
full recopnition of his and her
individuakity.”

For residents in similar situations,
training will be provided on dignity and
in full recognition of his or her
individuality. YVS SOP 102 Resident
Rights has been updated to include:
Restdent rights include but are nos limited
to: “the right to be treated with dignity
and respect  fult recognition of his and
her individuality”.
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F 241 | Continued From page 2 F 241 '
Observations 0’:‘ 1112113 at approxmately 11:39 ) Measures that will fake place 10 ensuic
a.m. noted Resident #17 was seated in her | that the problem does not recur Fraint
- wheelchair eating her lunch in the living room At the probiem does pot Feeur: kraining
area. Staff Member I, a Nursing Assistant (NA), - will be given o all swfUanpually on YVS
stated, "Dear, are you ready for another half a SOP LU Revident Rights,
sandwich?, Boy, she ate that quickly, she's a
 sandwich eater!" The statement was made in ‘ 4y Phan o momtor promates resident
frpqt of 6 other resiqents w_hq were seated in the dignity and respect witl be the
| dining room and adjacent fiving room. responsibility ol the supervisory stuff and
On 11/22/13 at approximately 1:40 p.m. Staff their designees
Member L, a LN, stated the resident was unable S Corrective Actl 1 be comole 4
to speak but vocalized only. The resident was to 3} Corrective Action will be completed by
be called by her name or a shortened form of her . January 8, 2014,

| name (not Dear). i
: 6} Director of Nursing is responsible (o
Resident #21. Review of the medical record E { ensure correction.

revealed the resident had multiple medical
i | i
' he resident | ' i

- I
-He mequired assistance ;
; for his activities of daily living. ‘ i i

{ Observations on 11/21/13 at approximately 11:32

i a.m. noted the resident was seated in his

: wheelchair in the living room area. Other staff
and residents were in the adjacent dining area |
during the junch service. Resident #21 beganto |
cough and Staff Member | called out from the '

. dining room area, "Cough it up, Buddy!"

Resident #46. Observations on 11/26/13 at
approximately 10:50 a.m. revealed Staff Member
H, an NA, was in the living room area and began

| describing Resident #46's behaviors exhibited
during toileting. Resident #46 resided in another

- cottage. Staff Member H was sharing the |

{information about Resident #46 openly in the '

H
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living room in front of a resident and two other
NA/caregivers.

Resident #40. In Cottage #103 on 11/21/13 at
approximately 7;25 a.m. Staff Member F, NA,
called to Resident #40, "Come here Honey."

Resident #47. On 11/22/13 at approximately
11:35 a.m. Staff Member A, NA, was feeding the
resident using a spoon. There was food running
out on both sides of the resident’'s mouth, Staff
Member A used the spoon to scrape up the food
running out on each side of the resident's mouth.
The NA then returned the food to the resident.

On 11/21/13 at approximately 7:25 a.m. Staff

, Member A began discussing information with

i other NAs about an upcoming facility inservice.
The conversation took place in front of the
resident while she fed the resident. Staff Member
A stated she would be leaving for class at 8:00
a.m. and further stated, "Why management would
do that in the middle of a shift since | am
charge?" This interrupted the meal for the
resident for approximately 15 minutes. Staff
Member A stated to the resident "Oh..sorry | am
tatking while you are trying to eat.”

F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 278777
s5=D | COMPREHENSIVE CARE PLANS e . . :
Py This deliciency will be corrected as it
A faciiity must use the results of the assessment celates to resident #21 by including n his
to develop, review and revise the resident's pran of care documented rationale for
comprehensive plan of care. non-treatment and directing whon to make

- ) necessary referrals with a change in
The facility must develop a comprehensive care : '

. . condition,
plan for each resident that includes measurable
obiectives and timetables to meet a resident's - . A .
2) To protect other residents n a similar
FORM CMS-2567(02-88) Previcus Versions Obsclete Everit ID:N3ZL11 Facility D WAQOTG0 If céntinuation sheet Page 4 of 16
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i medical, nursing, and mental and psychosocial

'to be furnished to attain or maintain the resident's

1 §483.25; and any services that would otherwise

needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are

highest practicable physical, mental, and
psychosocial well-being as required under
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will inctude documentation addressine
manzuement of ol residents” contraciares
including the satiomale Tor non-treanment
and when o make necessary refermls as
conditions change. Phyvsical Thoerapist

wiil assesy and document resident

referrais at o minimum annualiv

Tramimg of ail heensed nueses will tike

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).

place o ensure necessary referrals ar
tirade refated (o change of condirion and
rationaie for treaument and or non-
treatment, which will be included in the
plan of care,

This REQUIREMENT is not met as evidenced
by: 4
- Based on observation, record review, and 3 :
. interview, the facility failed to develop a plan of
' care to address management of resident's
contractures (a condition of fixed high resistance
to passive siretch of a muscle) for 1 of 3 sampled |

Patient Care Coordinators will monitor ¢n
a quarterly basis residents with
contractures and documentation for

treatment or rationale for non-treatment.

residents (#21) with contractures. Failure to ;‘)l Corrective Action will be compieted by
include the issue in the plan of care disaliowed an - January 8, 2013,

opportunity to establish goals, interventions, and

to identify when additional services might be 6} Director of Nurses is responsible 1o

indicated, placing the resident at potential risk for
negative heaith outcomes. Findings include but
were not limited to:

ensure correction

Resident #21. Observations of the resident on

] 11/21/2013 at approximately. 10:42 a.m. revealed
' the resident had a very contracted right

: wrist/hand. No splint was in place.

| Review of the medical record revealed the
i resident had multiple medical
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F 279 Continued From page 5

I " he resident received medication to
' address his
| or pain management.

- The resident's plan of care identified the resident

' had increased muscle tone and a potential for

: fracture due to The resident
required total assistance for ail of his activities of

- daily living and had no speech. Resident #21

- engaged in self-injurious behaviors and had poor

- safety awareness.

Further review of Resident #21's plan of care
failed to reveal any specific plan addressing
management of the resident's right wrist/hand
contracture with goals and specific management
interventions (or rationale for non-treatment).

When interviewed on 11/22/13 at approximately
11.24 a.m., Staff Member L., a Licensed Nurse on
the resident's unit, stated she could not locate
anything in the care plan that related to the
residents’ right wrist/hand contracture.

. A Physical Therapy Assessment, reviewed on

1 6/13/13, noted "movements of the right upper
extremity are severely impaired and

i non-functionai.”

When interviewed on 11/25/13 at approximately
11:156 a.m., Staff Member N, the Physical

| Therapist (PT), stated he completed an annual

| assessment of the resident on 6/13/13. There
had been no change in the resident's contracture
during the last year, it was essentially maximally
contracted. At this point the risk of injury from a
range of motion program would outweigh
potential benefit. Potential PT referrals could be
made if an increase in muscle tone was

F 279
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A resident who is unable to carry out activities of
daily living receives the necessary services (o
maintain good nutrition, grooming, and personal
and cral hygiene.

This deticiency will be corrected as it

z

refates o resident #47 by raining stafton
the importance of stricthy following the
Dining Guidetines including the potential

for negalive culeomes.

. ) i 2y Toprotect residents in similar situations
This REQUIREMENT is not met as evidenced e o e
By traming witl be provided to staff on the

gésed on observation. interview. and record mmportunce of strictly following the
review the facility failed to ensure 1 of 8 residents Dinng Guidelines including the potential
(#47) who ate in the assisted dining room for neeative outcomes,
received adequate cueing and/or assistance with
eating. This failure caused the resident not to 3} Increase supervisory time on the unit
participate with eating. Findings inciude: during meal times to ensure Dining

. . . . Cruiddelines are strictly followed.
Resident #47. Review of the resident’s dining Y

ideli - he Speech Therapist & ‘ : . e :
guidelines set-up by the Speec P Supervisers will monitor staff foliowing

revealed the staff were to first allow the resident
to feed himself by providing necessary cues.
During the meal the staff were to place liquids
next to the food plate so the resident could use

the spoon to provide his own liquids. Also, when

i

Dining Guidelines to ensure residents are
recetving adequate cueing and/or ere

assisted properly at a minimum of

weekly,
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F 279 | Continued From page 6 F 270
identified.
The facifity failed to complete a plan of care for
management of the resident’s right
wrist/hand/arm contraciure that included the
rationale for non-treatment and directing when to
make necessary referrals, such as to the medical
i provider and therapy services, for changes in the
resident's muscle tone or contractures, including
those impacting his dressing or activities of daily
living, and/or any evidence of skin breakdown in
the associated areas.
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 31255
s58=D ! DEPENDENT RESIDENTS -
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_ 51 Corrective witl be completed by January
F 312 Continued From page 7 F312 ¢ -1y ’
the resident took thickened liquids he was to wait '
thirty minutes between each glass of liquid. The 6y Director of Nurses is responsible to

resident was to tuck his chin while swallowing
food and fluids. If resident refused {o feed his
himself the staff were to assist the resident
according to the guidelines.

ENSUre Correction.

On 11/21/13 at approximately 7:30 a.m. Staff
Member A, NA (Nursing Assistant), used a spoon
to feed the resident a pureed breakfast which
took approximately 15 minutes for him to eal.

On 11/21/13 at approximately 7:45 a.m. Staff
Member A, did not allow the resident to attempt {o
feed himself.

On 11/21/13 at approximately 7:47 a.m. following
the breakfast meal Staff Member A stated that
she had been inserviced on {oliowing the
guidelines.

The next day, on11/22/13 at approximately 11:35
 a.m. Staff Member Awas again observed feeding
the resident without first allowing the resident the
opportunity to feed himself. Instead of cueing the
resident to tuck his chin while swallowing the NA
ptaced the palm of her hand on the resident's
forehead, pushed the resident's head back and
gave him fluids.

On 11/25/13 at approximately 8:44 a.m. Staff
Member T, RN (Registered Nurse), stated that
the feeding guidelines "did not include holding the
head for the resident to drink thickened fluids."

On 11/25/13 at approximately 9:00 a.m., Staff
Member S, a NA said the resident was "able to
feed himseif. You have to watch him swallow
because sometimes he will not swallow, Give him
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time. You have to give him time to swaliow food
or drink. The resident tucks his chin in on his
own...We do not put a hand on his head and push
his head back to have him swailow."
F 371 483.35(i) FOOD PRCCURE, F 3747
sg=F | STORE/PREPARE/SERVE - SANITARY
N TF Phis deficiency will he correered for
The facility must - residents in Cotlages 102, 103, 104, 201,
{1) Procure food from sources approved or ain e e
considered satisfactory by Federal, State or local 203, 204401402 and 406 by
authorities: and prohibiting the storape of staff food with
{2) Store, prepare, distribute and serve food resident food and training staft (o store
under sanitary conditions their fabeled personal food inthe botiom
two drawers wway Trom residenis” food
Training will also be given to stallUon
proper hand washing and wee of sloces,
Kitchen will supply snoacks and buovernges
This REQUIREMENT is not met as evidenced For no more than two deva, Training v
by: be given to licensed nurses on imfection
Based on observation and interview, the facility control during administiation of
failed to store, prepare and serve food in a L )
sanitary manner for residents in 9 of 12 cottages medications.
(Cottages #1062, #103, # 104, # 201, #203, #204, T St il e nealibited from (he <o
#401, #402, and #406). Deficient practices 20 St will be prohibited from the storage
incluced: Storing staff persona] food items in the of food with restdential food and tramed
residents’ refrigerators, failing te perform proper 1o store labeled personal food i the
hand washing and/or changing disposable gloves bottom two drawers of the refriverator
and failing to maintain infection control prad{ic_:es away from residents” food. Training witl
during medication pass and meal service. ThES zlEsn'he eiven to staft on proper h'm‘“(f
failure placed the residents at risk for receiving o o e _
potentially contaminated food. Findings include: washing and use of gloves, Kitchen will
supply snacks and beverages for no more
Cottage #401. Observations on 11/20/13 at tran two davs. Traiming will he given tao
approximatety 2:10 p.m. in the refrigerator on the ticensed nursing staff o infection control
residents’ 'Lmit ,”‘??96: an apple, frenCh Vani_ﬂa during medication passes,
creamer, lime juice, salad dressing. Staff items ;
were observed interspersed with residents’ 33 Supervisery staft und or designees will
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- snacks/nourishments. Staff Member R, a
- Nursing Assistant (NA), present at the time,
" identified the items as belonging to staff

Juice in the refrigerator, dated use by 2/24/13.

Staff Member W, a NA, named two residents in

members,

Cottage #402. Observations on 11/20/13 at
approximately 2:.25 p.m. noted five 4 ounce boxes
of Thick and Easy Honey Thickened Cranberry

upper portion of the refrigerator. Staff Member E,
a RN, identified the item as a staff member's
lunch in the area containing residents' beverages
and nourishments.

Cottage #204. Observations on 11/20/13 at
approximately 3:10 p.m. revealed the refrigerator
on the unit contained a quart jar labeled, "Staff
Heip Yourselves. Please save the Jar." The jar
had dark red liquid present. Staff Member E
stated the item appeared to be beets (belonging
to staff). There was aiso a bottle of hot sauce
amidst the residents’ nourishments and i

the unit who drank the juice. Staff Member W 4 Supervisory staffand or desionees will

stated she had recently restocked the refrigerator montor stadt's labeled fhod 15 i bottom

from a box in the cupboard. two drmwers of refvigerator nnd hand

) washing/olove usage is properly followe

‘ Cottage #406. On 11/20/13 at approximately 2:40 an ; ;{_; ‘L “L;;" '“";‘ i)}‘x,iv" _,1 Howed
. p.m. there were observations of a staff lunch for HIELSHET IO STACK Ruia expiration

(a name) and donuts, dated 11/18/13, in the top %.ia[‘c.\“ RNG supervisors will monitor

section of the refrigerator interspersed with intection control measures during

residents' nourishments. Staff Member Z, a RN, medication passes.

identified the items as belonging to staff

members. 5}y Corrective Action will be completed on
. Janwvary §, 2014,
: Cottage #203. On 11/20/13 at approximately 3:05

p.m. there was a lunch sack observed in the 6)  Director of Nurses is responsible to

bottom two drawers of refrigerator and
hand washing/glove usage is properly
followed. Kichen siaft will check
expiration dates on saacks and beverages
betore sending o o unit and will
provide no more than fwo Jav supply at
one fime. Registered Nurse 3 supervisors
will ensure proper infection control

during medicalion passes,

ensure corrective action.
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{ approximately 3:30 p.m. revealed Staff Member
" E, a Licensed Nurse (LN), was walking outside

- top of a medication cup. Staff Member E stated

resident's tray table.

Continued From page 10
beverages.

Resident #12. Observations on 11/20/13 at

toward cottage #404 with her bare hand over the

the cup contained a medication for Resident #12.
During preparation of the resident's other
medication, the LN added other pills to the
original medication cup and then poured them out
over the potentially soiled rim of the medication
cup. The LN obtained other cups and grasped
them with her finger extending into the inside of
the cup. Fluids and crushed medications were
later poured over the rim{s) of the cups. In
addition, the LN alsc opened a can of protein
supplement powder. With bare hands, the LN
removed the scoop from the can, scocped out the
powder and then placed the scoop back into the
can.

Cottage #408. Observations on 11/21/13 at
approximately 7:10 a.m. revealed Staff Member
Y, a NAC, was observed grasping the neckline of
her blouse and coughing forcefuily into the top of
her biouse. Staff Member Y had shirt protectors
in her other hand. After coughing and handling
the fop of her blouse, and without a hand wash,
the NAC placed shirt protectors on the residents
prior to the breakfast service.

Resident #17. During observations on 11/21/13
at approximately 11:40 a.m., Staff Member |, a
NA, served Resident #17 two sections of a
sandwich by carrying each one individually in her
hare hand across the room and onto the

F 371
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In Cottages #102 and #103. On 11/25/13 at
approximately 8:00 a.m. and 8:15 a.m. the
residentis’ refrigerator containing residents’
snacks and nourishments noted one |lunch box
and one full grocery plastic bag.

In Cottage #104. On 11/25/13 at approximately
1:45 p.m. the residents ' refrigerator containing
the residents ' snacks and nourishments noted
ane lunch bag and two full grocery plastic bags;
the two bottom drawers were filled with numerous |
type of food such as cottage cheese container. |
Staff member G, a NA stated the food in the
bottom drawers, funch bag and piastic bags were
food belonging to the staff,

in Cottage #201. On 11/20/13 at approximately
3:20 p.m. during the medication pass, Staff
member P, a LN, was preparing the medications
for Resideni # 66. The LN opened a can of
Protein supplement powder. With bare hands, the
LN removed the scoop from the can, scooped out
2 scoops of powder and placed them in a littte
glass; the potentially contaminated scoop (by the
LN hands) was placed back into the can of
protein powder and was kept in the can.

In Cottage #103. On 11/21/13 at approximately 7
a.m. Staff Member F, a NA was observed
preparing meals for residents on the kitchen
counter. She was wearing disposable gloves and
was tearing toast in small pieces inio one
resident's plate; she then proceeded to open the
fridge, retrieved 2 plastic bottles wearing the
disposable gloves; she also opened kitchen
drawers and cabinets still wearing the disposable
gloves; she, then proceeded to pick up a toast
from another resident plate and wearing the
same potentially contaminatec disposable gloves, |
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Control Act of 1876 and other drugs subieet to

The facility must empioy 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 o 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,

[n accordance with State and Federal laws, the
facility must store alt drugs and biolagicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access o the keys. '

The facility must provide separately locked,

permanently affixed compartments for storage of

controlled drugs listed in Schedule |l of the
Comprehensive Drug Abuse Prevention and

Fa31

-

L]
L

This deticiency will be correcied by the
fieensed nursing staff aonditing and
documenting medications in the
medication carts on the unils for
exprration dates on a weekly basis,
Expired medications will be returned to
YV pharmacy,

YVE will proteet residents by having the
frcensed nursing stafi audit and document
medications in the unit medication carts
lor expiration dates on a weekly basis.
Expired medications wilt be returned to
YVS pharmacy immediately.

Training will be given to all licensed
nursing staff to decument and audit the
medication cart for expired medications
moenthly and remove and returm to
pharmacy all expired medications
immediately,
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she tore the toast in smali pieces to serve to the
resident. Then, she continued opening and
closing cabinets and drawers, placed 1 glass in
mictowave, touched residents wearing the
gloves; went into the locked clean linen room to
- refrieve residents' toiletries and procesaded to
" brush Resident #32's teeth; she then removed
. her gloves and washed her hands.
F 431 483.60(b), (d}, {e) DRUG RECORDS, F 431
ss=F  LABEL/STORE DRUGS & BIOLOGICALS
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% = To ensure that expired medications are
F 431 | Continued From page 13 E 431 sure that expired medications are |
| . ‘ . o documented. audited and expired 5
abuse, except when the facility uses single unit | medications are reiumed fo ol !
. . . . T i R Hr i oy -
| package drug distribution systems in which the v o ¢ returned to pharmacs the
| quantity stored is minimal and a missing dose can ' S pharmaciswilt doa monthly aodit

be readity detected. |

| i

| This REQUIREMENT is not met as evidenced

by:
| Based on observation, interview, and record |
review, the facility failed to ensure all expired |
| medications were removed from the medication i
! and treatment carts for 3 of 6 sampled cottages
\ (#204, #401 and #408.), which placed the

| residents at risk for receiving medications with i

- decreased effectiveness. Findings include:

' Cottage #204. On 11/25/13 at approximately 9:25
m., the freatment cart in Cotlage #204 1

contained two bottles of Debrox ear draps (ear

- wax removal aid) that expired on 05/29/13. |

Staff Member B, a RN {Registered Nurse) in
Cottage #204, stated that the nurses on each
shift were responsible for checking the carts for |
| expired medications and removing them.

| Cottage #401. Observations on 11/25/13 at .
approximately 10:45 a.m. noted the medication |
cart contained expired EpiPen (Epinephrine auto

allergic reaction) dated 10/2013. |

| Observations on 11/25/43 at approximately 10:50 '

a.m., noted the treatment cart in Cottage #401
" contained seven botties of Debrox ear drops and
i a container of MultiStix (testing strips used to

. determine a broad range of medical conditions}

On 11/25/13 at approximaiely 9:30 a.m., with ‘

iniector, used for treatment of a life-threatening l

and report results 1o the e ot ‘:f

Nursing,

1
LY

Corrective action will be completed by
Fanuary 8 2014

Vi The Director of Nurses s responsible to

? CHSUNE COrTective aciion

|
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Continued From page 14
had expired on 10/15/13.

On 11/25/13 at approximately 10:55 am. in an
interview with Staff Member C, RN in Cottage
#401, she stated that all nurses on every shift are
responsible to check the medication and
freatment carts.

Cottage #406. On 11/25/13 at approximately
11:15 a.m., observation of the medication cart
noted that one botlle of saline nasal spray was
expired on 10/15/13,

On 11/25/13 at 11:20 a.m., Staff Member D, a
LPN (Licensed Practical Nurse) in Cottage #4086,
stated all nurses on every shift are responsible for
checking carts for expired medications.

On 11/25/13 at approximately 10:55 a.m, Staff
Member C, stated the list of nursing
responsibilities were placed in the front of the
MARs (Medication Administration Record) in each
cottage which include checking for expired
medications and reorder of medications that are
expired every second Thursday of each month.

On 11/26/13, a review of the MAR, if was nofed
that nurse was responsible for checking for
expired medications and replacing the expired
supplies. The list did not have any initials for the
month of November 2013,

On 11/26/13 at approximately 9:54 a.m. in an
interview with Staff Member Q, a Pharmacist,
stated that the licensed nurse (LN) in each
cottage was responsible for bringing expired
medications to the pharmacy during operating
hours. When asked if the pharmacy helped with
checking medications carts for expired \

F 431
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medications, she stated "it is more like an audit to
make sure that nurses are checking for expired

medications.”
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