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F 000 INITIAL COMMENTS F 000

 Standard Survey: 8/6/21

Census: 91

Sample Size: 22

The facility is not in substantial compliance with 
the requirements of 42 CFR Part 483, Subpart B, 
for long term care facilities.  Deficiencies were 
cited for this survey.

 

F 761 Label/Store Drugs and Biologicals
CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
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.

§483.45(h) Storage of Drugs and Biologicals  

§483.45(h)(1) 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.

§483.45(h)(2) 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 

F 761 8/18/21
SS=D
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F 761 Continued From page 1 F 761
and a missing dose can be readily detected.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and record 
review, it was determined that the facility failed to 
properly label, store and dispose of medications 
in 2 of 9 medication carts inspected.

This deficient practice was evidenced by the 
following:

On 8/4/21 at 9:15 AM, the surveyor inspected the 
Heritage West medication cart #2 in the presence 
of a Licensed Practical Nurse (LPN#1).  The 
surveyor observed an opened Novolog Insulin 
that did not contained a label with a resident's 
name.  At that time, the surveyor interviewed 
LPN #1 who stated that the Novolog insulin pen 
should have contained a label with the resident's 
name.

On 8/4/21 at 10:15 AM, the surveyor inspected 
the Heritage East medication cart #2 in the 
presence of LPN #2.  The surveyor observed an 
opened vial of Humalog insulin that did not 
contained a label with a resident's name.  At that 
time, the surveyor interviewed LPN #2 who 
stated that the Humalog insulin vial should have 
contained a label with the resident's name.

On 8/4/21 at 1:15 PM, the surveyor met with the 
Administrator and the Director of Nursing (DON) 
and no further information was provided by the 
facility.

A review of the facility's policy for Medication 
Labels dated 12/17/20 that was provided by the 
DON indicated the following: 1. "Labels are 

 ELEMENT I
The resident name was put on the 
medication that was identified with no 
resident name.
ELEMENT II
Inglemoor identifies that all residents that 
have orders for medication have the 
potential to be affected.
ELEMENT III
The DON and or ADON will ensure 
nursing staff is educated/in-serviced that 
upon receipt of medications, whether 
pharmacy delivered or medications from 
home, the nurse will verify correct labeling 
of medication with patient's name.  
Education/in-service will be completed by 
08/18/2021
ELEMENT IV
The DON/ADON will utilize a medication 
audit tool to do unit inspections of 
medication labeling on a weekly basis for 
3 months.  The findings of these weekly 
audits will be reported to the following 
quarterly PI meetings.
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F 761 Continued From page 2 F 761
permanently affixed to the outside of the 
prescription container. No mediation is accepted 
with the label inserted into a vial.  If a label does 
not fit directly onto the product, e.g eye drops, the 
label may be affixed to an outside container or 
carton, but the resident's name must be 
maintained directly on the actual product 
container." and 2. "Each prescription medication 
label includes: a). Resident's name."

A review of the facility's policy for Medications 
from Home dated 9/7/20 that was provided by the 
DON indicated the following: b). "Verify that the 
medication is in the original manufacturer/outside 
pharmacy packaging; and d). For home 
medications from an outside pharmacy, verify 
that the medication is properly labeled by an 
outside pharmacy as per current state/federal 
labeling regulations for prescription medication." 

 NJAC: 8:39-29.4 (a) (h) (d)
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E 000 Initial Comments E 000

 This facility is in substantial compliance with 

Appendix Z-Emergency Preparedness for All 

Provider and Supplier Types Interpretive 

Guidance 483.73, Requirements for Long Term 

Care (LTC) Facilities.

 

K 000 INITIAL COMMENTS K 000

 A Life Safety Code Survey was conducted by the 

New Jersey Department of Health, Health Facility 

Survey and Field Operations on 08/04/21 and 

Inglemoor R&CC was found to be in compliance 

with the requirements for participation in 

Medicare/Medicaid at 42 CFR 483.90(a), Life 

Safety from Fire, and the 2012 Edition of the 

National Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 19 EXISTING 

Health Care Occupancy

Inglemoor R&CC is a 1-story building that was 

built in 60's. It is composed of Type II unprotected 

construction. The facility is divided into 6 smoke 

zones.
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