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Initiat Coraments

An unannounced revisit survey was conducted at
the Meadows of Sarasota Senior Living on

through . This was a foliow -up to
the relicensure, emergency power plan
monitoring, health facifity reporting system,
visitation form and complaint survey.

Deficiencies were identified at the time of the
survey.

59A-36.008(5) 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 listing with the pr ipti
number, the name and address of the issuing
pharmacy, the heaith care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{p) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
or d

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 name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
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is taken, any missed dosages, refusals to fake
ication as i or ication errors.
{c) For medications that serve as chemical
. the facility must, pursuant to Section
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 observation, record review, and
interview, the facility failed to accurately update
the Medication Observation Record (MOR) each
time a medication is given for 2 (Resident #2, and
#3) out of 4 residents observed.

The findings included:

Policy: Assistance with Self-Administration . . .
Do: Read the label. . .

Document the times the resident took the
medication

1.0n at 10:15 a.m., during medication
pass, Resident #3 was not given
- 0.2%-0.5% (for »

as scheduled. Medication Technician {MT) Staff
was observed to ask the resident if he had his

. ., inhis room, Resident #3 said, "Yes."”
The MT said, 'OK and concluded the medication
pass. No were observed being given.

On , during record review of Resident #3,
the Medication Observation Record (MOR)
revealed that MT Staff A documented the

- 0.2%-0.5% as administered
between the hours of 7:00 am. and 11:00 am,
and between the hours of 1:00 p.m. and 5:00
p.m.on
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the Resident Health Assessment AHCA Form
1823 revealed physical or sensory limitations of
legally . wheelchair for mobifity, and |

. precautions. Section 2 of Form 1823 states
Resident #3 needs assistance with
self-administration of medications.

On , during a four of Resident #3's room,
a bottle of - 0.2%-0.5% was
observed in the bathroom.

Evidence Obtained **

On at 8:30 a.m. during an interview,
Resident #3 said that he takes the |, .
times a day. He said that he sometimes forgets

and sometimes, he loses frack of time.
he forgets because it is not recommended to

again in the morning." Resident #3 said that he
always does his . on his own and that
the MT or any other staff member is in the room
with him when he uses them.

On at 9:25 a.m. during an interview, the
Resident Care Coordinator (RCC) said the
protocol is the MT documents in the MAR when
the resident administers the
said, "The MT needs to waich him take the
drops.”

On at 10:20 a.m,, during an interview, MT
Staff A said that he lets Resident #3 does his own
and he always keeps them in his room.

On , during record review of Resident #3,

** Photographic

how many doses he gives himself because he is
Resident #3 said his doctor told him to hold off if

double dose. "it's better to skip the dose and start

.The RCC
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2.0n at 10:50 a.m,, during medication
pass, Resident #2 was not given Farziga 10 mg
as scheduled. Medication Technician (MT) Staff
Awas observed to document 40 mg {for

. ). a@s "medication not
available”, for Resident #2 on the Medication
Observation Record (MOR).

On , during record review of Resident #2,
the Medication Observation Record (MOR)
showed that Farziga 10 mg had been
documented as administered.on . .
and

On at 9:30 a.m., during record review of
Resident #2, the MOR showed that Farziga 10
mg was documented as not given on

s +and . Yetitwas
documented given on N

,and
by a different medication tech.
On at 9:38 a.m., during an interview, MT

Staff A said that he has marked the Farziga 10
mg as out of stock for a week. He showed me the
interior of the med cart, and the Farziga 10 mg
was not observed to be in the cart. MT Staff A
said that he had no idea why anyone would mark
the medication as given because it has been out
of stock for a week,

On at 10:50 a.m., during medication
pass, MT Staff A asked Resident #2 if his

cream was in his room. Resident #2 replied, "Yes,
| have it there." There was no cream observed to
be administered to Resident #2.

On , during record review of Resident #2,
it was shown that 20%

was marked as given between 7:00 am. and
11:00 a.m. on
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On at 1:00 p.m., during a tour of Resident
#2's room, a cream was observed on a
nightstand. Resident #2 said that he can't put the
cream on himself and a staff member comes by
o apply the cream. He said that there really isn't
a given time when they come to do it. "it's kind of
when they're around.” Resident #2 said that he
hadn't gotten the cream yet today.

Photographic Evidence Obtained **

On at 9:55 a.m., during an interview, the
Resident Care Coordinator (RCC) the RCC said
that the Farziga has been out of stock since the
18th and is working directly with the pharmacy to
get another generic option. She stated that they
had seen the MOR with the Farziga for Resident
#2 being signed off as given on the 21st, 22nd,
and 23rd. The Administrator and the Resident
Care Coordinator acknowledged all of the errors
in the MOR for Resident #2.
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