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INITIAL COMMENTS

On 08/22/2025, Surveyor conducted an
abbreviated survey at Johannesen Adult Family
Home.

One deficiency was identified.

Census: 4

88.07(3)(e)1 MEDICATION- RECORD KEEPING

The licensee shall keep a record of

all prescription medications

controlled, dispensed or administered
by the licensee which show the name of
the resident, the name of the

particular medication, the date and

time the resident took the medication
and errors and omissions. The
medication controlled by the licensee
shall be kept in a locked place.

This Rule is not met as evidenced by:

Based on record review and interview, the
licensee did not ensure a record was kept
showing the date and time the resident took all
prescription medications administered by the
licensee for 1 of 2 residents reviewed.

From 08/17/2025 PM to 08/22/2025 AM,
Licensee A did not record administration of
scheduled physician ordered medications at the
time medications were administered to Resident
1.

Findings include:

On 08/22/2025 at 7:52 AM, Surveyor inspected
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Continued From page 1

the medication storage area with Licensee A.
Surveyor observed Resident 1's 2
multi-medication bubble packs dated
07/27/2025-08/252025. AM omeprazole 20 MG
and SMZ/TMP 800/160 tablets were punched out
of the 1st bubble pack 07/27/2025-08/21/2025.
Evening omeprazole 20 MG, atorvastatin 20 MG
and meloxicam 15 MG tablets were punched out
07/27/2025- 08/21/2025.

On 08/22/2025 at 7:06 AM, Surveyor reviewed
Resident 1's face sheet, physician orders and
medication administration record (MAR) with
Licensee A.

Resident 1 was admitted 10/16/2025. Physician
orders included atorvastatin 20 MG 1 tablet daily
at 7:00 PM, meloxicam 15 MG 1 tablet daily at
7:00 PM, omeprazole 20 MG 1 tablet twice daily
and SMZ/TMP 800/160 1 tablet daily. From
08/18/2025-08/22/2025, AM medications were
not documented as administered on the MAR,
and from 08/17/2025-08/21/2025 PM medications
were not documented as administered on the
MAR.

On 08/22/2025 at 7:06 AM, Surveyor interviewed
Licensee A who stated s/he usually documented
all medications administered on the MAR for the
previous week on Sundays. Licensee A
acknowledged that s/he should have documented
medication administered on the MAR at the time
they were administered.
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