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The facility must remove from use outdated
drugs.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure outdated
drugs are disposed of for 4 of 4 individuals in the
sample (R1- R4)

Findings Include:

1. PRN (as needed) Administration Record (dated
5/1/14- 5/31/14) identifies R1 as a 49 year old
individual who functions at the mild range of
Intellectual Disability. The record states R1 has
PRN (as needed) medications of
Diphenhydramine 25 mg capsules and
Guaifenesin DM Syrup prescribed.

2. PRN (as needed) Administration Record (dated
5/1/14- 5/31/14) identifies R2 as a 39 year old
individual who functions at the moderate range of
Intellectual Disability. The record states R2 has
PRN (as needed) medications of
Diphenhydramine 25 mg capsules, Simethicone 2
tablespoon and Guaifenesin DM Syrup
prescribed.

3. PRN (as needed) Administration Record (dated
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5/1/14- 5/31/14) identifies R3 as a 43 year old
individual who functions at the mild range of
Intellectual Disability. The record states R3 has
PRN (as needed) medications of
Diphenhydramine 25 mg capsules and
Guaifenesin DM Syrup prescribed.

4. PRN (as needed) Administration Record (dated
5/1/14- 5/31/14) identifies R4 as a 43 year old
individual who functions at the severe range of
Intellectual Disability. The record states R4 has
PRN (as needed) medications of
Diphenhydramine 25 mg capsules and
Guaifenesin DM Syrup prescribed.

In observation on 5/21/14 at 12:05 PM of
medications found in the locked medication
cabinet found the following out dated items:

R2 and R3's Guaifenesin DM Syrup had
expiration date of 1/ 14 (January 2014).

R1 and R4's Guaifenesin DM Syrup had
expiration date of 12/13 (December 2013).

R1- R4's Diphenhydramine Capsules 25 mg
(stock medication) had expiration date of 4/14
(April 2014).

R2's Simethicone had expiration date of 3/14
(March 2014)

In interview with E1/ Qualified Intellectual
Disability Professional on 5/21/14 at 1:05 PM, E1
confirmed that R1- R4's PRN Guaifenesin DM
and Diphenhydramine Capsules were expired.
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