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0000 - Initial Comments

Arevisit to a monitoring visit was conducted on
had a deficiency at the time of the visit.

; . . Swan at Lake Conway, license #11542,

P025 - Resident Care - Supervision - 429.26(7} FS; 58A-5.0182(1) FAC

DEFICIENCY REMAINED UNCORRECTED

Based on record reviews and interview, the facility failed to follow a heaith care provider's medication
order for 2 of 3 sampled residents (#2 and #5).

Findings:
1. Resident #2's record revealed a facility admission date of . Agurrent 1823 health
assessment form, dated , indicated that she required both medication administration and

assistance with self-administration of medications. Her diagnoses included

The prescription label for her indicated that she was to take 75 milligrams (mg) by
twice daily however, the instructions on her Medication Observation Record (MOR) were to
take 37.5 mg by twice daily and was signed as given from through

In addition, a pharmacy prescription form, dated , indicated that she was prescribed

HFA, inhale 2 puffs by every four hours however, the times on her MOR were 8 am,,
12pm., 4 p.m,8pm, 1am,and 12 am. Based on the prescribed frequency, the inhaler should have
also been given at 4 a.m.

On at 1:10 p.m. the owner confirmed the findings.
2. Resident #5's record revealed a facility admission date of . Acurrent 1823, dated

indicated that he required assistance with self-administered medications and he had a diagnoses of
o and

His MOR listed N 325 mg tablets, take 2 tablets by every six hours
however, the times listed on the MOR were 8 a.m., 2 p.m,, 8 p.m., and 8 a.m. and was signed as given
from through
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as given twice at 8 a.m.
Photographic evidence obtained.

Class Il

Based on the prescribed frequency, the medication should have aiso been given at 2 a.m.

At 2:34 p.m. the owner confirmed the findings and was unable to explain why the medication was signed
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