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Initial Comments.

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Lindsay's Alternative Care, Inc. The facility had
a deficiency identified at the time of the survey.

58A-36.008(5) FAC Medication - Records

{6} 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 pl 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 self-administration of
or
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 recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.
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This Statute or Rule is not met as evidenced by:
Based on observations and record review, it was
determined that the Medication Tech failed to
update the Medication Observation Records
(MORs) immediately after assisting each resident
with his/her self-administering medications, for 5
of 6 sampled residents’ MORs reviewed
{Resident # 1,3,4,5 and 6). As evidence of the
facility pre-signing the MORs prior to assisting
medications and failing to signing the MORs at
the time assistance was provided.

The findings included:

During the medication review with Staff C on
, the following concerns were noted.

1) On at 9:30AM,a medication
observation was conducted with Staff C
{Medication Tech). Resident #1 MOR was
reviewed and it revealed Staff C signed the MOR
prior to administering the PM medications for
noted date. {See photographic attachment).
a) 50mg tab *Take 1 tab 3 times
daily -2:00 and 8:00PM
b) . 25mg tabs * Take 5(  }
tab 12.5 mg 2 times a day. Hold for
less than 110

~4:00PM
<) Diphenhyd CP 50mg AKR-1000 * Take 1
cap in the morning for itching twice a
day.-—--8:00PM
dy 2.5% cream * Apply 1t0 2
grams .., . to affected area twice daily under

for 7 days.-8:00PM
e) 4mg tab *Take 1 tab twice a
day for ! —8:00PM
3mg * Take 1 tab once a day

f)
at 5PM-5PM
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g, p 18mg tablet * Take 1 tablet at

bedtime for ~-8PM

h) 40mg tablet * Take 1 tab

at bedtime-8PM

i) Softerner/ 50-8.6mg tab * Take 1

tab every night at bedtime for . —8PM
(2.5 MG/3ML) 0.083% Empty

1 ampule into & inhale by 3 times

a day--2:00-8PM.

2)On at 9:55AM, a medication
observation was conducted with Staff C. Resident
#3 MOR was reviewed and it revealed Staff C
signed the MOR prior to administrating the PM
medication for noted date. (See photographic
attachment).
a) B B800mg tab * Take 1 tab 3times a
day -2:00/8PM

b) ; 500 mg tab *Take 1tab 3
times a day-2:00/8PM

c) .\ .. 25mg/100 mg tabs * Take
1tab 3 times a day 2:00/8PM

d) . 25mg tabs * Take 1tab
twice a day-8:00PM

e) Lubricating 0.400.3%solution "Instilt
1 dropinto both |, . twice a day—8:00PM

f Tab 50mg OXF 500 *Take 2 tabs
twice a day----8:00PM

3)0n at 9:50PM a medication
observation was conducted with Staff C. Resident
#4's MOR was reviewed and it revealed Staff C
signed the MOR prior to administrating the PM
medicalions for noted date, (See photographic
attachment).

a) B MES 2 mg Tab *Take 1 tab once
daily-8:00AM

b) . SOD DR 500 MG TA * Take 2 tabs
every night at bedtime-8:00PM
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c) Ferosul 325 (85 ) MG Tabs *Take 1 tab
twice daity-8:00AM/8:00PM
d} . 10mg tabs *Take 1 tab at
bedtime-8:00PM
e) . 20 MG CPDR *Take 1 cap every
day -8:00AM
f 100mg *Take 1 tab
everyday-8:00PM
) . 15 mg *Take 1 cap at
bedtime-8:00PM
hy 100mg tabs *Take 1tab every
night at bedtime-8:00PM
bl D3 25 MCG (1000 UT) * Take 1 tab
once a day-8:00AM

. 80mg caps® Take 1 cap twice
a day with food -8:00AM/8:00PM.

4)On at 9:40AM a medication
observation was conducted with Staff C. Resident
#5 MOR was reviewed and it revealed Staff C
signed the MOR prior to administrating the PM
medications on noted date. (See photographic
attachment).

a) B00mg tabs “Take 1 tab
twice a day-8:00PM

b) ; 325 mg tabs *Take 2 tabs
twice a day----8:00PM

c) 10mg tabs *Take 1 tab
ence daily at bedtime-8:00PM

d) . 25mg tabs *Take 1 tab at
bedtime

e) 100mg Tabs *Take 1 tab once
a day at bedtime,

5)On at 9:50AM a medication

observation was conducted with Staff C. Resident

#6 MOR was reviewed and it revealed Staff C

signed the MOR prior to administrating the PM
icati {See i .
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a) . 250mg tab *Take 1tab 3
times a day-4PM/8:00PM
b) . Smg UNI 500 *Take 11ab 3
times a day-4PM/8:00PM
c) .. 0.5mg tab * Take 1tab 3 times a
day-5PM/8:00PM
d) . DR 40mg tab *Take 1
tab twice daily---8:00PM
e) 100mg cap *Take 1 cap
twice daily-8:00PM
f 10 gm/15mi solution *Take 30mi
twice a day-8:00PM
8.6 mg tab *Take 1 tab at
bedtime-8:00PM
h) 50mg tab *Take 1 tab once
daily at bedtime-8:00PM.
During an interview with the Supervisor on
at approximately, 10:00AM she
acknowledged the findings.
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