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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44815

Based on record review, staff interview, and review of the facility policy, the facility failed to ensure 
treatments were provided with a physician's order. This affected one (#14) of four residents reviewed for 
physician orders. The facility census was 88.

Findings include:

Review of the medical record for Resident #14 revealed an admitted [DATE] with a readmitted [DATE] with 
diagnoses of Alzheimer's disease and dementia. 

Review of the quarterly Minimum Data Set assessment dated [DATE] revealed Resident #14 had impaired 
cognition.

Review of the physician orders dated 07/01/24 through current revealed no orders for Nystatin powder (a 
powder used to treat fungal or yeast infections on the skin). 

Review of the Medication Administration Record and Treatment Administration Record dated August 2024 
revealed no documentation Resident #14 received Nystatin powder.

Review of the Shower/Skin Assessment completed 08/01/24 revealed Resident #14 had dry/flaky skin and 
redness with excoriation and imprint made to bilateral shoulders, back and underneath both breasts from 
bra. Resident #14's bra was removed.

Review of the Shower/Skin Assessment completed 08/05/24 revealed no skin areas of concern.

Review of a progress note dated 08/01/24 revealed Resident #14 had an imprint to her shoulders, back and 
under both breasts from her bra. Nystatin powder was applied and the bra was removed.

Interview on 08/29/24 at 10:03 A.M. with State tested Nursing Assistant (STNA) #101 revealed she was 
providing care to Resident #14 when she found marks on her shoulders and under her breasts. STNA #101 
stated she felt Resident #14's bra had been on too long or was too small. STNA #101 reported the skin 
concerns to the nurse who provided treatment to the area. STNA #101 stated it occurred approximately two 
or three weeks previously and the area was resolved. 
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Interview on 08/29/24 at 2:45 P.M. with the Director of Nursing (DON) with concurrent review of Resident 
#14's electronic medical record confirmed the nurse documented Nystatin powder was applied, and further 
confirmed no physician order was entered for Resident #14 to receive Nystatin powder. The DON stated a 
physician order should be in place before providing Nystatin powder. Continued interview with the DON 
revealed Resident #14 had gained weight since arriving at the facility and the facility was in the process of 
purchasing Resident #14 larger bras.

Review of the policy Medication and Treatment Orders, revised April 2014, revealed medications shall be 
administered only upon the written order of a person duly licensed and authorized to prescribe such 
medications in this state.

This deficiency was an incidental finding during the complaint investigation completed 08/29/24.
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