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CMS Certification Number (CCN): 24-5521   

Electronically Delivered: October 17, 2014

Mr. Jason Polovick,  Administrator

Central Todd County Care Center

406 East Highway 71, PO Box 38

Clarissa, MN  56440

Dear Mr. Polovick:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by

surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for

participation.  To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the

Medicaid program, a provider must be in substantial compliance with each of the requirements established by

the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be

recertified for participation in the Medicare and Medicaid program.

Effective October 3, 2014 the above facility is certified for for:    

  60 - Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 60 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your

certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and

Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,   

   
Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health   

Email: anne.kleppe@state.mn.us      

Telephone: (651) 201-4124    Fax: (651) 215-9697   
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Electronically Delivered: October 17, 2014

Mr. Jason Polovick,  Administrator

Central Todd County Care Center

406 East Highway 71, P.O. Box 38

Clarissa, Minnesota  56440

RE: Project Number S5521023

Dear Mr. Polovick:

On September 3, 2014, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard survey, completed on August 28, 2014.  This

survey found the most serious deficiencies to be isolated deficiencies that constituted no actual harm

with potential for more than minimal harm that was not immediate jeopardy (Level D) whereby

corrections were required.

On September 22, 2014 the Minnesota Department of Public Safety completed a Post Certification

Revisit (PCR) and on October 13, 2014, the Minnesota Department of Health completed a PCR, by

review of your plan of correction, to verify that your facility had achieved and maintained compliance

with federal certification deficiencies issued pursuant to a standard survey, completed on August 28,

2014.  We presumed, based on your plan of correction, that your facility had corrected these

deficiencies as of October 3, 2014  Based on our PCR, we have determined that your facility has

corrected the deficiencies issued pursuant to our standard survey, completed on August 28, 2014,

effective October 3, 2014 and therefore remedies outlined in our letter to you dated September 3, 2014,

will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of

this visit with the President of your facility's Governing Body. Feel free to contact me if you have

questions about this electronic notice.

Sincerely,   

   
Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health   

Email: anne.kleppe@state.mn.us      

Telephone: (651) 201-4124    Fax: (651) 215-9697   
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OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork 
Reduction Project (0938-0390), Washington, D.C. 20503.
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245521
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(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
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CENTRAL TODD COUNTY CARE CENTER 406 EAST HIGHWAY 71, PO BOX 38
CLARISSA, MN 56440

10/13/2014

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously 
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 
requirement on the survey report form).
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OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork 
Reduction Project (0938-0390), Washington, D.C. 20503.
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CENTRAL TODD COUNTY CARE CENTER 406 EAST HIGHWAY 71, PO BOX 38
CLARISSA, MN 56440

9/22/2014

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously 
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 
requirement on the survey report form).
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Electronically delivered
September 3, 2014

Mr. Jason Polovick,  Administrator
Central Todd County Care Center
406 East Highway 71, Po Box 38
Clarissa, Minnesota  56440

RE: Project Number S5521023

Dear Mr. Polovick:

On August 28, 2014, a standard survey was completed at your facility by the Minnesota Departments of Health
and Public Safety to determine if your facility was in compliance with Federal participation requirements for
skilled nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid programs. This
survey found the most serious deficiencies in your facility to be isolated deficiencies that constitute no actual
harm with potential for more than minimal harm that is not immediate jeopardy (Level D), as evidenced by the
attached CMS-2567 whereby corrections are required.  A copy of the Statement of Deficiencies (CMS-2567) is
enclosed.     

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate formal
notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses the
following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies
before remedies are imposed;

Electronic Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;   

Remedies - the type of remedies that will be imposed with the authorization of the   
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at
the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute the
attached deficiencies.   
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Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care deficiencies (those
preceded by a "F" tag), i.e., the plan of correction should be directed to:

   Jessica Sellner, Unit Supervisor
   Minnesota Department of Health
   3333 West Division, #212    
   St. Cloud, Minnesota 56301
   Telephone:  (320)223-7365     
   Fax:  (320)223-7365

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct before
remedies will  be imposed when actual harm was cited at the last standard or intervening survey and also cited
at the current survey.   Your facility does not meet this criterion.  Therefore, if your facility has not achieved
substantial compliance by October 7, 2014, the Department of Health will impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.  Your
ePoC must:

-   Address how corrective action will be accomplished for those residents found to have been
affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected by the
same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are    
sustained.  The facility must develop a plan for ensuring that correction is achieved and     
sustained.  This plan must be implemented, and the corrective action evaluated for its     
effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action     
 completion dates must be acceptable to the State.  If the plan of correction is      
unacceptable for any reason, the State will notify the facility.  If the plan of correction is     
acceptable, the State will notify the facility.  Facilities should be cautioned that they are   

  ultimately accountable for their own compliance, and that responsibility is not alleviated    
 in cases where notification about the acceptability of their plan of correction is not made     

Central Todd County Care Center
September 3, 2014
Page   2



timely.  The plan of correction will serve as the facility’s allegation of compliance; and,
    
 - Submit electronically to acknowledge your receipt of the electronic 2567, your review and your

ePoC submission.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's ePoC
if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will recommend
to the CMS Region V Office that one or more of the following remedies be imposed:

•  Optional denial of payment for new Medicare and Medicaid admissions (42 CFR    
 488.417 (a));

•  Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare and/or
Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of compliance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the criteria
listed in the plan of correction section above. You will be notified by the Minnesota Department of Health,
Licensing and Certification Program staff and/or the Department of Public Safety, State Fire Marshal Division
staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification.  A Post
Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in your plan of
correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of the
latest correction date on the approved ePoC, unless it is determined that either correction actually occurred
between the latest correction date on the ePoC and the date of the first revisit, or correction occurred sooner
than the latest correction date on the ePoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above. If the
level of noncompliance worsened to a point where a higher category of remedy may be imposed, we will
recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

Central Todd County Care Center
September 3, 2014
Page   3



If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through the
informal dispute resolution process.  However, the remedies specified in this letter will be imposed for original
deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will recommend
to the CMS Region V Office that those remedies be imposed.  You will be provided the required notice before
the imposition of a new remedy or informed if another date will be set for the imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH
AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by November 28, 2014 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).  This mandatory denial of payments will be based on the failure to
comply with deficiencies originally contained in the Statement of Deficiencies, upon the identification of new
deficiencies at the time of the revisit, or if deficiencies have been issued as the result of a complaint visit or
other survey conducted after the original statement of deficiencies was issued.  This mandatory denial of
payment is in addition to any remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human Services
that your provider agreement be terminated by February 28, 2015 (six months after the identification of
noncompliance) if your facility does not achieve substantial compliance.  This action is mandated by the Social
Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections 488.412
and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process.  You are required to send your written request, along with the specific
deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:   
   Nursing Home Informal Dispute Process
   Minnesota Department of Health
   Division of Compliance Monitoring
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited deficiencies.
All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day period
allotted for submitting an acceptable plan of correction. A copy of the Department’s informal dispute resolution
policies are posted on the MDH Information Bulletin website at:

Central Todd County Care Center
September 3, 2014
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http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates specified
for compliance or the imposition of remedies.            

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those preceded
by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

   Mr. Patrick Sheehan, Supervisor
   Health Care Fire Inspections
   State Fire Marshal Division
   pat.sheehan@state.mn.us
   Telephone:  (651) 201-7205
   Fax:  (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

   
Kate Johnston, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Telephone: (651) 201-3992     Fax: (651) 215-9697
Enclosure (s)
cc:  Licensing and Certification File       

Central Todd County Care Center
September 3, 2014
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 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 167

SS=C

483.10(g)(1) RIGHT TO SURVEY RESULTS - 
READILY ACCESSIBLE

A resident has the right to examine the results of 
the most recent survey of the facility conducted by 
Federal or State surveyors and any plan of 
correction in effect with respect to the facility.

The facility must make the results available for 
examination and must post in a place readily 
accessible to  residents and must post a notice of 
their availability.

This REQUIREMENT  is not met as evidenced 
by:

F 167 9/5/14

 Based on observation, interview, and document 
review, the facility failed to ensure survey results 
were posted in an area readily accessible to 
residents.  This had the potential to affect all 56 
residents who resided in the facility. 

Findings include:

 Previously posted survey results were 
moved within the Resident�s library to a 
more visible position which is less prone 
to resident or public obstruction.  
Previously they have been displayed 
appropriately, but day to day activities in 
the library obscured the visibility.  Signage 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

09/09/2014Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may 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 90 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 participation.
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During initial tour on 8/25/14, at 12:25 p.m. the 
most recent survey results were not initially 
observed.  There was a sign on the wall at the 
facility entrance indicating the survey results were 
located in the library.  The library was located to 
the left of the facility entrance. On the far side of 
the library, hidden behind a globe and magazines, 
there was a sign indicating the past survey results 
were located in a three ring binder and there was 
an arrow pointing towards the binder. The binder 
was also hidden behind the globe and some 
magazines.

During interview on 8/25/14, at 1:59 p.m. the 
administrator stated the survey results were 
challenging to see and the globe was always 
located on the shelf in front of the sign and the 
survey book; however, the magazines in front of 
the sign were usually not there. 

A policy was requested, but not provided by the 
facility.

has also been modified requesting that 
the posting not be blocked from visibility.   
Environmental Services staff will ensure 
visibility when performing daily duties in 
the library.  Random audits will be 
performed to ensure visibility moving 
forward and will be reviewed at the 
quarterly Quality Assurance Meetings.  
The Administrator is responsible for the 
correction of this citation, and it is 
corrected as of 9-5-2014.

F 278

SS=D

483.20(g) - (j) ASSESSMENT 
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the 
resident's status.

A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals.

A registered nurse must sign and certify that the 
assessment is completed.

Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 

F 278 9/23/14
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that portion of the assessment.

Under Medicare and Medicaid, an individual who 
willfully and knowingly certifies a material and 
false statement in a resident assessment is 
subject to a civil money penalty of not more than 
$1,000 for each assessment; or an individual who 
willfully and knowingly causes another individual 
to certify a material and false statement in a 
resident assessment is subject to a civil money 
penalty of not more than $5,000 for each 
assessment.

Clinical disagreement does not constitute a 
material and false statement.

This REQUIREMENT  is not met as evidenced 
by:
 Based interview and document review, the facility 
failed to ensure the oral assessment was 
accurately completed for 1 of 2 residents (R25) 
reviewed for dental assessments.  

Findings include:

R25's quarterly Minimum Data Set (MDS) dated 
5/19/14, identified R25 had diagnoses of 
Alzheimer's disease, had severe cognitive 
impairment, and required extensive assistance 
with personal hygiene and eating.  The MDS did 
not identify any cracked, chipped, or broken teeth 
and indicated R25 did not have any mouth 
discomfort or difficulty with chewing.

A facility initial dental assessment dated 7/5/06, 
identified R25 had 10 natural upper teeth and 13 
lower natural teeth.

 Upon investigation, it was found that a 
dental assessment was not performed for 
Resident R25 for the MDS dated 
5/19/2014.   Documentation regarding 
dental issues were included in the medical 
record and were discussed with the family 
representative at each of the quarterly 
Care Plan Meeting.   
Correction:  Created a new Dental 
Assessment template in nursing software 
program.   Performed a dental 
assessment on R25.  Resident�s Plan of 
Care was not changed as the current plan 
of care reflected the Resident�s wishes.  
All residents will be reassessed with new 
assessment tool and Care Plans adjusted 
if necessary.  All admission, quarterly, 
annual and significant change MDS 
assessments will utilize dental 
assessment going forward.  Audits will be 
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A physician noted dated 3/22/10, indicated, 
"Oropharnyx reveals some carious teeth, some 
have been broken off." 

During interview on 8/25/14, at 6:30 p.m. family 
(F)-A stated R25 had trouble chewing so the 
facility decreased her diet texture to softer foods. 

During interview on 8/27/14, at 10:08 a.m. 
registered nurse (RN)-A stated the facility would 
look at R25's teeth if she was having problems 
but not on a regular basis.

During an interview on 8/27/14, at 10:50 a.m. 
RN-A examined R25's teeth. RN-A stated R25 
had three broken teeth and one whole tooth on 
top, and had six broken teeth and no whole teeth 
on the bottom.  R25's teeth appeared broken and 
jagged and barely stuck out above the gum line.  
 
During interview on 8/27/14, at 11:54 a.m. RN-C 
stated she had completed the quarterly MDS 
assessment for R25 on 5/19/14, and didn't recall 
any concerns with R25's teeth at that time.  RN-C 
could not say why the MDS was coded to indicate 
R25 had no missing, broken or chipped teeth. 

During an interview on 8/27/14, at 11:10 a.m., the 
DON stated she was unable to find any recent 
oral assessment for R25 other than the MDS.

performed randomly to ensure completion 
of the dental assessment and will be 
reviewed quarterly at the Quality 
Assurance meetings.  The Director of 
Nursing is responsibility for the correction 
of this citation.  This citation is corrected 
for R25 as of 9-5-2014, and will be 
corrected for all residents on 9-23-2014

F 431

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 

F 431 9/5/14

FORM CMS-2567(02-99) Previous Versions Obsolete 76MD11Event ID: Facility ID: 00761 If continuation sheet Page  4 of 6



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  09/15/2014
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245521 08/28/2014
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

406 EAST HIGHWAY 71, PO BOX 38
CENTRAL TODD COUNTY CARE CENTER

CLARISSA, MN  56440

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 431 Continued From page 4 F 431

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.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to place an open date on 
insulin for 2 of 5 residents (R34 and R15) who 
received injectable insulin.

Findings include:

Observation of the medication carts on 8/25/14, 

 Two insulin pens that were in the 
medication carts were not labeled per 
policy.  
Correction:  Both pens were removed 
from use and discarded appropriately.  
Full audits of all insulin pens revealed no 
other inappropriately labeled medications.   
Policy titled  Medication Containers  
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at 5:06 p.m., with licensed practical nurse 
(LPN)-A, revealed a partially used Lantus 
Solostar insulin pen for R34 which was dispensed 
on 7/7/14, but not dated when opened.  
Additionally, a second Lantus Solostar insulin pen 
for R15,  with a dispense date of 8/5/14, was 
opened and undated.  LPN-A stated insulin pens 
should be dated when they were opened.

R34's physician's orders sheets, dated 8/14, 
revealed an order for Lantus insulin 12 units 
subcutaneous (SQ) everyday.  R34's medication 
sheets for August 2014, revealed R34 had 
received Lantus insulin each morning.

R15's physician's order sheets, dated 8/14 
revealed R34 used 65 units of Lantus insulin 
each evening.  Review of R15's medication 
sheets, dated 8/14, revealed R34 had received 
Lantus insulin each evening.

During interview on 8/27/14, at 9:58 a.m., the 
director of nursing (DON) stated insulin pens 
needed to be dated as soon as they came out of 
the refrigerator.

The manufacturer's guidelines for storage entitled 
Lantus Solostar Instruction Leaflet, last revised 
11/13, directed once the Lantus Solostar pen was 
removed from the refrigerator it may be stored at 
room temperature for up to 28 days and then 
should be discarded.

The facility policy, entitled Policy for Medication 
Containers, dated 2012 directed staff to date all 
medications upon entry into the medication cart.

pertaining to this citation was reviewed 
and updated.  Staff education on the 
policy was provided to all licensed and 
registered nurses.  Monthly audits will be 
performed to ensure correction and 
results will be reviewed at the quarterly 
Quality Assurance meetings.    The 
Director of Nursing is responsibility for the 
correction of this citation.  This citation is 
corrected for as of 9-5-2014.
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