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Initial Comments.

A revisit to a complaint survey {complaints
2021004617, 2021007152, 2021007241, and
2021011622) was conducted at Noble House
Senior Living on . Deficient practice was
identified 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
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medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure facility
procedures for medication records were followed
for 4 of 4 residents sampled who received

it with self: ini: ion of i

The findings include:

On at 11:08am Employee C (a Med
Tech} was observed at the Med Cart. She was
asked if she was preparing fo provide assistance
with seif-administration of medication to which
she replied, "yes.” The following was observed:

At 11:05am Employee C approached Resident #1
with the medication cart stating it was time for his
noon ication. She the icati
observation record (MOR), pulled the medication
cards from the drawer, compared it with the MOR
several times, popped the pills into a pill cup
retrieved from the top of the medication cart then
initialed the MOR and returned the medication
card to the drawer. She handed the pill cup and
water {o the resident. The resident put the pills
into his and drank the water. She thanked
him and proceeded to move to the next resident.

At 11:10am Employee C rolled the medication
cart across the dining room and approached
Resident #2. She told him it was time for his
afternoon medication. She pulled the medication
card from the drawer on the med cant. She
compared the medication card to the MOR
several times, popped the pill into a pill cup
retrieved from the top of the medication cart,
initialed the MOR then poured a cup of water
from a pitcher on the med cart. She watched the
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resident take the medication then asked if there
was anything else he needed. The resident
replied, mo".

At 11:14am Employee C rolled the medication
cart across the dining room and approached
Resident #3 with the medication cart. She pulled
the medication card from the drawer on the

ication cart. She the icath
card to the MOR several times, popped the pill
into a pill cup retrieved from the top of the cart
then initialed the MOR and returned the
medication card to the drawer. She approached
the resident, introducing the medication. The
resident took the medication without issue. She
asked if there was anything else he needed. He
shook his indicating "no."

At 11:19am Employee C rolied the medication
cart across the room and approached Resident
#4 with the medication cart. She told her it was
time for her medication. She pulled the
medication from the drawer on the cart. She
compared the medication card to the MOR
several times, popped the pill into a pill cup
retrieved from the top of the cart, initialed the
MOR then retumned the medication card to the
drawer. She poured a cup of water from a pitcher
on top of the cart. She approached the resident
with both cups and introduced the medication.
She placed the pill cup into the resident's .
The resident put the pills into her . The staff
handed her the water. The resident took the pills
without issue.

An interview was conducted on at
11:21am with Employee C after she completed
the assistance with self-administration of
medication. She was asked to explain assistance
with seif-administration process. She stated she
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pulls the medication card and compares it to the
MOR three times, She stated she verifies that itis
the right pill, the right dose, and the right resident.
She then pops the pili(s) into the pilt cup then
signs the MOR. She stated she was told to do
this prior to giving the resident the medication
because once she pops the pill, she becomes
responsible for the medication She confirmed that
she attended the in-service on Assistance with
Self-Administration of Medication held in the
facility on .

During an interview on at 3:30pm with
Employee D, a Med Tech, she stated she is
qualified to perform her job duties as a Med Tech
and that she received updated training on

on Providing Assistance with
Seif-Administration of Medication. She was asked
to explain the assistance with self-administration
of medication process. She stated twice during
the interview that the MOR is signed prior to
giving the resident the medication. She stated if
the resident refuses, she would go and
document "refuse” on the MOR.

On at 5:02pm the Director stated that
Employee C had informed her that she signed the
MOR prior to providing assistance with
seif-administration of medication and that this
was observed by the surveyor. The Director
apologized and acknowledged this was not the
proper procedure and that the correct process
was reviewed in the training she provided to staff
in Assistance with Self-Administration of
Medication training held in the facility on
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