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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

32663

Based on observation, interview, and record review, the facility failed to ensure medications received from 
the contracted pharmaceutical company were labeled appropriately for 1 of 9 residents reviewed for 
medication use. 

Findings include:

During a medication administration observation on 7/23/24 at 5:29 a.m., two bottles of oral Nystatin 
(antifungal) were observed in the medication cart and lacked labeling with resident identifiers and 
instructions. Bottle 1 lacked the resident's name, dosage and time/frequency the medication was to be given. 
The bottle also had a sticker with an opened date of 7/10/24. Bottle 2 lacked the resident's name, dosage, 
and time/frequency the medication was to be given.

During an interview, on 7/23/24 at 5:29 a.m., RN 1 indicated she did not know to whom the medications were 
prescribed. There were two residents who were currently prescribed the medication. No other bottles of 
Nystatin were observed in the medication carts. The medications should have been labeled with the 
residents name and directions for use. 

During an interview, on 7/23/24 at 9:31 a.m., the DON indicated she did not know to whom the medication 
was prescribed, nor how it was received from the pharmacy without the appropriate labels. 

A current facility policy, dated 7/12, titled Provider Pharmacy Requirements and provided by the DON on 
7/24/24 at 12:00 p.m., indicated the following:

 Procedure: 

ii. All prescription medications have labels that show:

1. The generic and/or brand name of the product.

2. The strength and dosage form of the medication, including: strength per ml of liquid medications, when 
appropriate.

3. The Medication's expiration date.
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4. The resident's name.

5. Specific directions for use. 

6. Prescribers name.

7. Dispensing date.

8. Name, address, and telephone number of the dispensing pharmacy.

9. Identification of dispensing pharmacist.

10. Prescription number.

11. Quantity dispensed. 

12. Precautionary labels indicating special storage requirements or procedures. 

This citation relates to Complaint IN00438969. 
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