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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)
F 0761 Ensuredrugs and biologicals used in the facility are labeled in accor dance with

currently accepted professional principles; and all drugsand biologicals must be stored

Level of harm - Minimal in locked compartments, separately locked, compartmentsfor controlled drugs.

harm or potential for actual

harm Based on observation and interview, the facility failed to label drugs and biologicals in accordance with accepted
professional standards for 1 of 2 medication carts observed. The findings included: During a medication administration

Residents Affected - Few observation on 6/24/20 at 8:45 a.m., the Edison Unit medication cart contained an unlabeled medication cup in the top
drawer. The medication cup held 13 capsules containing a white powdery substance without any identifying markings. On

6/24/20 at 8:45 am., Registered Nurse (RN) Staff B said she did not know what the capsules contained and acknowledged they
should not be in the cart.
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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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