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A 000! Initial Comments A000
Amended Report

An unannounced Relicensure and Generator
Monitoring survey was conducted at Amazing
Grace Assisted Living Home 1], LLC. on

. The provider had deficiencies at the
time of the visit.

A D54 59A-36.008(5) FAC Medication - Records A054

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeted medication container;
ora ication listing 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 sirength 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 administration. 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

. theresident may have;
2. The name of the resident’s health care
provider and the health care provider's telephone
number;
3. The narme, 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

i as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
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428.41, F.8,, 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 records review and interviews, it was
determined that the facility failed to ensure that
staff signed the medication observation record
{MOR) after assisting residents with
self-administration of medications for, 20f6
sampled residents {Resident #2 & Resident #4).

The findings included:

Oon at 9:20 AM, it was noted that
Resident #2's MOR and Resident #4's MOR had
missing signatures, for the morning medications.

Review of Resident #2's health assessment
{AHCA form 1823) dated revealed that a
diagnosis of among others. Resident
#2 required assistance with self-administration of
medication.

Review of Resident #4's AHCA form 1823 dated

documented that Resident #4
diagnoses included, . Resident #4
received hospice services and required
assistance with seif-administration of
medications.

AL 2:00 PM on , after staff A assisted
Resident #1 with self-administration of his
medication, Staff A was asked why there were
missing signatures on the MOR. StaffA, a
certified nursing assistant (CNA), reported that
she started working at 8:00 AM, but it was the
night shift staff (Staff C) who assisted the
residents with self-administration of
medications,on that day. She was not aware that
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the MOR had missing signatures.

At 2:30 PM, the Administrator was also informed
about the missing signatures in the MOR. The
Administrator assumed that the resident might
have refused to take the medications. Then, she
fater said, it could be that an order was given fo
withhold the medications. However, there were no
indication or notes on the MOR that noted this
reason.

AL 3:02 PM on a Phone interview with
Staff C confirmed that she assisted residents with
taking their medications the morning of

Staff C said that in that morning, the Nurse
Practitioner visited Resident #2 early and was told
that Resident #2 did not have a good night. He
was not feeling well. So the Nurse Practitioner
ordered withholding Resident #2 medications, for
that morning. Staff C said she forgot to note that
on the MOR. Additionally, she said that she also
did not give Resident #4 her prescribed
medication because Resident #4 had refused to
take it. Staff C said that she told Staff Ato give
the medication to Resident #4.

In a follow-up interview on at 3:45 PM,
Staff A confirmed that she did give Resident #4
her prescribed medication. She said since it was
an , she had to make sure that Resident
#4 take the medication as ordered for the
duration of the time. Staff A said, she forgot to
sign the MOR,

The findings were discussed with the
Administrator during the Exit meeting on

at 4:12 PM. The Administrator acknowledged the
findings and said she will implement the
necessary corrective actions.
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