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Initial Comments.

An unannounced complaint investigation
{complaint number 2023009811) was conducted
at Camelot Chateau Assisted Living on f

. Deficiencies were 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 interview and record review, the facility
failed to maintain daily Medication Observation
Records (MORs) for 3 of 3 residents reviewed for
with self- ini i icati

of

Findings include:

medications:

following dates:
Land

Comp-Air

vand

. ,and

/

Resident #4, Resident #5, and Resident #8.

On . a review was conducted of the
MOR for Resident #4. The review revealed
that information was missing for the following

12% Lotion, (1) .., .
twice a day, every day, start date . There
were no entries for the 9:00 AM dose on the

inhaler SP, (2) puffs by
twice a day, every day, start date

There were no entries for the 9:00 AM dose on

the following dates:

. . ,and

System, (1) puff by

morning before breakfast, every day, siart date
. There were no entries for the 7:00 AM

dose on the following dates: , s N

1 MG {milligram] Tabs [tablets], (1) tab
by once a day, every day, start date
. There were no entries for the 9:00 AM
dose on the following dates: ..., s . .

Tab, (1) tab by once
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a day, every day, start date . There were

dates: ., '

,and

dates: ., '

medications:

following dates:

Prop [
[micrograms] SPR [spray], {2) in the nostrils once
a day, every day, start date . There were no
entries for the 9:00 AM dose on

no entries for the 9:00 AM dose on the following

f B , and

50 MG Tablet, (1) tab by
three times a day, every day start date
There were no entries for the 9:00 AM dose on
the following dates:

. . There were no entries for
the 12:00 PM dose on

B-1 100 MG tablet, (1) tab by once
a day, every day, start date . There were no
entries for the 9:00 AM dose on the foliowing

B B i , and

On , a review was conducted of the
MOR for Resident #5. The review revealed
that information was missing for the following

Caplyta 42 MG Caps [Capsules], (1) cap by
at bedtime, every day, start date
There were no entries for the 5:00 PM dose on
the following dates:
, and

.. 20 MG Tablet, (1) tab by
once a day, every day, start date . There
were no entries for the 9:00 AM dose on the

and

150 MCG

40 MG Tabtet, (1) tab by once
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Continued From page 3

a day, every day, start date . There were

no entries for the 9:00 AM dose on the following

dates: ..,
s ,and

. 600 MG Tabs, (1) tab by three
times a day, every day, start date . There
were no entries for the 9:00 AM dose on the
following dates: .. , .

, y and There were no
enmes for the 12:00 PM dose on the following
dates:  , ., .., o, . .,

. ,and . There were no entries for
the 5:00 PM dose on the following dates: ,
F T T y , and

Iprat-Albut [, - 10, (25
MG/3, (3) inhale four times a day, every day, start
date . There were no entries for the 2:00
AM dose on the following dates: .. , .. .,

,and . There were no entries for the &: 00
AM dose on the following dates: | ,

,and . There were no entries for the 2. 00

PM dose on the following dates: .. , ...,

,and . There were no entries for the 8: 00
PM dose on the following dates: | RN
and

Plus8, MG Tabs, (2) tabs by

twice a day, every day, start date . There
were no entries for the 9:.00 AM dose on the
following dates: .. , Lo.and L
There were no entries for the 5:00 PM dose on
the following dates: .. , .., ..., .. ,and

. 80-4.5 MCG Inh {inhaler], (2) puff by
twice a day, every day, start date
There were no entries for the 8:00 AM dose on
the following dates:  , , ., , .,
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PETTT. . B ,and . There
were no entries for the 8:00 PM dose on the
following dates: B N N i N 5 ‘

P ,and

On , @ review was conducted of the

MOR for Resident #6. The review revealed
that information was missing for the following
medications:

. 800 MG Tabs, (1) tab by three
times a day, every day, start date . There
were no entries for the 4:00 PM dose on the
following dates: | y s . f s

. s ' , . , and

Further review of the MORs for Resident #4,
Resident #5, and Resident #6 revealed they were
printed on at 1:19 PM, 1:17 PM, and 1:15
PM respectively. The last page of each resident's
MOR provides codes to be entered by facility staff
to explain why a medication was not provided,
including, "2. Refused", "3. Resident Out of
Facifity", "5. Medications not available”, and "8.
Medication on Hold.“ None of these codes were
entered on the residents’ MORs for the dates
missing entries.

During an interview on at 3:48 PM, the
Resident Care Coordinator stated that sometimes
the software for the facility's electronic MORs
does not record the information input by the
Medication Technicians (Med Techs) and does
not show that the medication was provided to the
residents. The Resident Care Coordinator stated
she did not know how long the facility has been
using the software, but when she was a Med
Tech approximately one year and ten months.
ago, the problem existed then.
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Review of facility policy titled, "Medication
Management Storage & Disposal”, (undated),
revealed it read (in part), "For residents who
receive assistance with self-administration or
medication administration, the facility shal
maintain a daily Medication Observation Record
{MOR) for each resident who receives assistance
with seif-administration of medications or
medication administration. A medication
observation record (MOR) must include the name
of the resident and any known . .. thatthe
resident may have; the name and telephone
number of the resident's healthcare provider, the
name of each medication prescribed, the
strength, and directions for use; and a chart for
recording each time the medication is taken, any
missed doses, refusals to take medication as

i or ication errors. The icati
observation record (MOR) must be immediately
updated each time the medication is offered or
administered.”

Class Il
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