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AQCQ] Initial Comments

A blennial re-licensure survey was conducted at
Residencia on . .
Deficiencies were identified at the time of the
survey.

A 053 59A-36.008(4) FAC Medication - Administration
88=D
{4) MEDICATION ADMINISTRATION.

(a} For facilities that provide medication
administration, a staff member licensed to
administer medications must be avaitable to

ni ications in act with a
heaith care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the heaith care
provider must also be documented in the
resident’s record.

{c} icati i ion includes

any examination or other procedure necessary

for the proper administration of medication that

the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory tests
for residents, including o testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical
iaboratory testing with the residents’ equipment.
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Continued From page 1

Irformation about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308 telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on observation , record review and
interview, the facility failed to ensure that only
ticensed in d ications to
one out of five sampled residents { Resident #3).

Findings as follow:

On at 8:38 AM observed the
administrator provide Resident #3 with assistance
with self-administration of medications. Observed
the ini pierce the fcati

. 20 mg tab and Memanine 10 mg tab
from the pill packet into a cup and placed the
medication into Resident #3's

Resident #3's health assessment (AHCA Form
1823) completed on revealed he
needed assistance with seif administration of
medication.

Review of personnel record found the
administrator was not licensed to administer
medications.

During an interview on at 9:30 AM, The

administrator stated "Resident #3 can't really take
his medication on his own. | will calt the doctor.”
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A054) 59A-36.008(5) FAC Medication - Records ADB4

88=t
{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 listing with the iptit
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 self-administration of
ications or medication inistrati
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 heaith care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure the Medication Observation

Records (MORs) was immediately updated each
time the medication is offered or administered for
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5 out of § sampled residents (#1, #2, #3, #4, and
#5).

Findings included:

Review of Resident #1 MORs revealed the
following medications was scheduled to be given
on at 8 PM were not signed as given:

325 my tab, 10 mg tab,
and 10 mg tab.

Review of Resident #2 MORs revealed the
following medications was scheduled to be given
on at 8 PM were not signed as given:

1 mg tab, . 20 mgtab,

500 mg tab, and 40 mg
tab.

Review of Resident #3 MORs revealed the
following medications was scheduled to be given
on at 8 PM were not signed as given:
20 mg tab, 10 mg tab,
25 mg tab, 50 mg tab,

.\ 10 mgtab, and | 0.5 mg tab.
Review of Resident #4 MORs revealed the
following medications was scheduled to be given
on at 8 PM were not signed as given:

40 mg tab, . 5 mg tab,
10 mg tab, 25 mg tab,

10 mg tab, and 100 mg
tab.

Review of Resident #5 MORs revealed the
following medications was scheduled to be given
on at 8 PM were not signed as given:
Atorvstatin 20 mg tab, 626 myg tab,
625 mg tab, 10 MG Tab,
20 mgeap, and . , ., 5mg
tab.
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On at 8:06 AM, The administrator
acknowledged the Medication Observation
Record was not signed.
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