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initial Comments

This Is to report the results of an unannounced
revisit Change of Ownership (CHOW) and f
Limited Nursing Service (LNS} survey conducted |
on for Calusa Harbour, an Assisted Living
Facility (ALF) in Fort Myers Florida. The census
on the day of the survey was 128 residents.

The prior citations from the original survey were
cleared but a new deficiency was cited during this
survey.

58A-5.0185(5) FAC Medication - Records

{5) MEDICATION RECORDS.

(a) For residents who use a pill organizer
managed under subsection {2}, the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription 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 shall maintain a daily medication
observation record (MOR) for each resident who
receives assi e with self-administration of
medications or medication administration. A MOR
must include the name of the resident and any
known i the resident may have, the name
of the resident ' s heaith care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages, :
refusals to take medication as prescribed, or i
medication errors. The MOR must be *
immediately updated each time the medication is |
offered or administered. |
{¢) For medications which serve as chemical
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, the facility shali, pursuant to Section
428.41, F.S., 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 insure complete and

accurate documentation on the MOR (Medication |
Observation Record) for 3 (Residents #2, #3 and

#4) of 4 residents reviewed.
The findings include:
1. Record review on . revealed there

were 8 days on the MOR where it was not
documented that Resident #2 received his

scheduled dose of ' 0.4 mg dating |

from « through

In an interview with Staff G and the Health Care
Coordinator on +at 9:30 a.m., they verified
the lack of documentation on the MOR that

0.4 mg was given to Resident #2
on the stated dates.

2. 0n_ _ Resident #3 presented at
medication station with pain. Staff E stated to
surveyor that the residenst already received her
morning medications. She stated to surveyor she
was going to give Resident #3 . _...___!for pain.

Observation on_ ._. ._ at 10:09 a.m. revealed
Staff E did not ask the resident how much pain
she was having.

There was a pain scale on back of MOR that was
not used by Staff E. After surveyor intervention,
Staff E asked the resident how much pain she
was in"From 1to 5, or 5 to 10." Resident #3
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stated her pain was a 5. Staff E was asked by
the surveyor which medication she was going to
give. Staff E stated the resident always asks for

resident which medication she wanted for pain
Resident #2 stated, "| don't know, give me
whatever you think is best."

Staff G was called, she arrived and asked
resident what her pain level was from 1 to 10.
The resident responded that it is now around a 7.
Then Staff E gave the resident Tramodol
mg, 1 tablet, po.

Staff G verified that the order written on the MOR
does not have parameters for what medicaton to
give for what pain level. Surveyor asked Staff G
and Staff E to check instructions for
administration on the medication card. They
verified the order on the medication card was to
give Tramodol . . . 50 mg 1 tablet by mouth four
times dally. Staff G checked the other Tramodol
medication cards for Resident #3 in the
medication drawer. The other medication cards

dated , and - alt had
directions to take 1 tab by mouth every 6 hours
as needed

Staff G stated that the medication card being
used is probably from an old order when the
resident was out of the facility. Staff G verified
that the currently used medication card should
have a change of order sticker on it alerting the
staff to the order on the MOR.

3. Review of resident record for Resident #4 on

- revealed Resident #4 has an MD order
for Capropril 25 mg take 1 tab 3 times a day, Hold
for $BP<=100.

the Tramodol. Surveyor requested Staff E to ask -

.50
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No documentation of were found ;
on the MOR of Resident #4 on . ... 2nd at 8:00
am. and 1:00 p.m., 3rd at 9:00 am. and
1:00pm, . ... 4that5:00p.m., . .. 9that 1:.00

p.m. and 10th at 1:00 p.m.

Missing documentation on the MOR of |
for Resident #4 was verified by Facifity
Health Care Coordinator during an interview on
at11:00 a.m.
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Followup to Survey Completed o Check for any Uncorrected Deficiencies. Was a Summary of
1220 ... I Deficiencies (CMS-2567) Sent to the Facility? ves o

STATE FORM: REVISIT REPORT (5/ 1 :10f1 Event [D:  CP3F12



FLOREA AGENCY FOR MEALTH CARE ADMINISTRATION

Ri
(;(():CESFSNOOE Better Health Care for all Floridians EUZS}éBCiEﬁ-Eg\? EK
2013
Administrator

Calusa Harbour
2525 E. First Street
Fort Myers, FL 33901

Dear Administrator:

‘This letter reports the findings of a revisit survey conducted on ,2013by a representative of this
office.

Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form 3020),
which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 2013.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

http://ahca myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(239) 335-1315.

Sincerely,

| —

Harold D. Williams
Field Office Manager

sh
Enclosures: State Form and Revisit Report

Fort Myers Field Office
2205 Victoria Avenue, Room 340
Fort Myers, FL 33001

Phone (239) 335-1315; Fax (239) 338-2372

Headquartlers

2727 Mahan Drive
Tallahassee, FL 32308
http:ffahca.myfiorida.com




