






183e - Storing Medications

1. Requirements
2600.
183.e. Prescription medications, OTC medications and CAM shall be stored in an organized manner under proper

conditions of sanitation, temperature, moisture and light and in accordance with the manufacturer’s
instructions.

Description of Violation
At approximately 1:00 P.M. the home’s medication cart contained a Lantus Solostar 100unit/ml injectable pen for
resident #2 that did not document a date of opening. According to the manufacturer’s instructions the drops should be
used within 28 days of opening.

Plan of Correction Accept (  - 09/14/2026)
The Lantus pen in question was immediatley disposed of replaced with a new pen that was properly labeled and
dated on 8/19/2026 infront of inspectors.
On 9/3/2026 Administrator issued a training packet to staff reeducating on the proper way to use and label insulin
pens including the opening dates.  It also include copies of insulin boxes to show how to find the recommened
amount of time to use an insulin pen to show staff where to find this information.
Administrator has been seeking staff out to ensure they read the training and understand the information.  Staff are
also individually demonstrating how to properly date and count out 28 days, and apply a sticker with an "opened
on" and "use by" date to an insulin pen. 
Admin will continue to check medication cart periodically to ensure compliance and re-educate staff on the
importance of ensuring insulin pens are dated. 

Licensee's Proposed Overall Completion Date: 09/18/2026

Implemented (  - 09/14/2026)

185a - Implement Storage Procedures

2. Requirements
2600.
185.a. The home shall develop and implement procedures for the safe storage, access, security, distribution and use

of medications and medical equipment by trained staff persons.
Description of Violation
On 7/18/26 the 8:00p.m. blood glucose reading on Resident #1’s Medication Administration Record documented a
blood glucose reading of 177. However, upon examination the resident’s glucometer did not document a reading for
that time.

On 7/15/26 at 4:00p.m., resident #1’s Medication Administration Record documented a blood glucose reading of 164.
However, the residents glucometer documented a reading of 126.

Resident #2 is prescribed Biscolax 10mg suppository PRN. However, at approximately 1:00 P.M. the medication was not
available in the home.  

Repeated Violation 8/21/25
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Plan of Correction Accept (  - 09/14/2026)
On 9/9/2026 Administrator issued a training for all staff on the importance of proper documentation of blood
glucose readings.  Training also shows step by step how to enter a vital sign outside of a standing order. 
Administrator has been seeking staff out to read training and ask any questions they may have and verbaly
explaining the importance of documentation.  Bi Weekly Glucometer audits will occur to ensure compliance.
Resident #2's suppository had been requested to be discontinued as it is not a medication that would typically be
used. The staff was aware the suppository was not on site, as a medication cart audit had recently been completed,
and had requested a discontinuation but had not received the order but the resident was being seen by the doctor
again the following day.  The suppository order was discontinued on 8/20/2026 at the next doctors visit as promised
to inspectors. 
Staff will continue to do medication cart audits to ensure medications are not expired and all medications are in
house that are needed.

Licensee's Proposed Overall Completion Date: 09/18/2026

Implemented (  - 09/14/2026)
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