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Initial Comments.

A second revisit to a complaint investigation
{complaint #s 2019017608 and 20200002012)
was conducted at Sarah House  on .
Deficiencies were found to be uncorrected at the
time of the survey

59A-36.008(8) FAC Medication - Records

(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the Issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
oations or medicati nistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the

A 000}
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medication.

This Statute or Rule is not met as evidenced by:
Based on a review of resident records and
interviews with staff, the facility faited to maintain
a daily medication observation record {(MORs) for
2 of 5 residents whose medication was reviewed
{Residents 13 and 16).

The findings include:

1. Arecord review for Resident 13 revealed a
resident health assessment (AHCA form 1823}
dated . it documented diagnoses of
. . The behavnora!

section noted he had advanced

. Resident 13 required assistance with
the self-administration of medications and
required daily oversight for observing his

i its and i for

important tasks.

Resident 13 received the following medications
on a routine basis; however, review of the
medication observation records for . .,

and reveated the following
omissions:

100 milligrams {mg) every nlght at
bedtime was not signed off on
corresponding signature box was blank and there
was no explanation on the of the MOR that
it was held or not given.
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. 4 mitligrams three times daily at
8: 00 am, 12:00 pm and 8:00 pm was not signed
off for the 12:00 pm dose on _ |
28th and 30th. The signature box was blank and
there was no explanation on the of the
MOR

., 325 mg, take 2 tabs every 6
hours (12:00 am, 6:00 am, 12:00 pm, 6:00 pm)
for, ./ was not signed off as given at 12:00
pmon . | , 28th, 29th, 30th or at
6:00pmon .., . The signature box
was blank and there was no explanation on the

of the MOR.

2. Arecord review for Resident 16 revealed an
AHCA form 1823 dated - Resident 16 had
diagnoses of late onset s B

PR “u ,and -
She was independent with activities of daily living
and required assistance with the
seif-administration of medications. Resident 16
requ;red daily oversight for observmg her

its and for

important tasks.

Resident 16 received the following medications
on a routine basis; however, review of the
medication observation records for . .,

and reveated the following
omissions:

. 600mg every morning for neurologic
condition was not signed .
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pm was not signed

Coordinator on

Class Ili

20 mg twice daily at 8:00 am and 8:00

at 8:00 pm.

Rosuvastatin 10mg take 2 tablets every day at
5:00 pm was not signed as given

500 mg twice daily at 8:00 am and
8:00 pm was not signed as given at 8:00 pm on

3. An interview was conducted with the Wellness

at 12:56 pm. She stated

staff had been trained that if a medication was not
given for any reason, they were to circle the
MOR's signature box for that dose, initial it, and
document an explanation on the of the form.

Atelephone interview was conducted with the
Administrator and the owner at 2:45 pm on

. 8he was advised of the ongoing
omissions on the MORs for Residents 13 and 16.
The Administrator acknowledged the findings.
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