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Initial Comments.

A Complaint Investigation 2020010918 was
conducted at The Brookshire on .

and . Deficiencies were identified at the
time of the survey.

59A-36.008(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill
organizers as ibed in (), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.
{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
for example, “as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
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medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliiity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati ini ion are filled
or refifled in a timely manner.
{g) Pursuant to section 465.0278(8), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary

1 drugs that are di by a health

care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident's name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
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1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

6. Directions for use; and,

6. Expiration date.

{h) Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility faifed to make every
reasonable effort to ensure a prescription was
filled in a timely manner for 2 of 8 sampled
residents (#1 and #2.)

Findings:

1. At10:05 a.m. on , resident #1 said she
had not received her since

Resident #1's current 1823 health assessment
form, dated , indicated that she has a
diagnosis of ,, and she requires
assistance with self-administration of
medications. {photographic evidence obtained.}

Anurse's note, dated +indicated the
resident reported a concern over not having her

since . The nurse contacted the
pharmacy who said the resident's insurance wili
not cover a refifl until . The nurse asked if the
pharmacy could send a short supply in the
meantime and the pharmacy agreed however, the
supply was not delivered to the facility.
{photographic evidence obtained.}
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Review of the resident's Medication
Observation Record {(MOR) revealed her

was circled as not given from
- and documentation on the of the
MOR indicated "awaiting clarification.” There was
no documentation to indicate what clarification
was needed. (photographic evidence obtained.)

The MOR nor the resident's record contained
documentation, until the resident reported her
CONCEIN on , to indicate anyone made
additional efforts to ensure the resident received
her medication.

At 10 a.m.on , the director of nursing
confirmed the ., was unavailable and not
given and said the staff had previously been told
to notify a nurse if there were any issues with
refilis and she was unable to provide additional
documentation.

At 1:52 p.m. on , resident #2 said he had
not received one of his moming medications, he
believed it was called , for two days and
the staff did not tell him why.

2. Resident #2's current 1823, dated .
indicated that his diagnoses included
, unspecified P
episodes, . - ,
. ., and . . {(photographic
evidence obtained.}

Review of his ., MOR revealed an entry
for 750 milligrams {mg) 1 tablet by
three times a day and was circled on .
and . Documentation on the of the
MOR indicated the medication was unavailable.
{photographic evidence obtained.}
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His recerd contained a health care provider's
order, dated , to change his to
750 mg. He previously received 500 mg.
{photographic evidence obtained.}

Afacility note, dated , indicated the

750 mg dose required prior authorization
and the health care provider was aware.
(photographic evidence obtained )

There was no documentation to indicate the
facitity made any additional efforts to either obtain
the medication or communicate further with the
health care provider for further direction.

At 12:20 p.m. on , the director of nursing
confirmed the findings and said resident #1
received the 500 mg dose however, when it was
increased to 750 mg, it required an insurance
authorization. She said the resident had not
received any of the 750 mg dose since it was
prescribed on and she was unable to
provide additional documentation to indicate the
facitity made any further efforts to obtain the
medication.

Class Ili

A 152| 59A-36.014(3) FAC Physical Plant - Safe Living
$8=D| Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
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and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e} Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facitity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure that all existing architectural,
mechanical, efectrical and structural systems,
and appurtenances are maintained in good
working order.

Findings:
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At2:13 p.m. on

At10:17 am. on

Class Il

A152| Continued From page 6

, observations made in

resident room number 306 revealed there was
doorknob sized hole in the wall behind the room
door and the door stopper was out of the
baseboard and on the floor. Resident #3, who
fived in the room, said both damages occurred
approximately six months prior and, in addition to
filling out a work order, she told both the front
desk receptionist and the maintenance director.
{photographic evidence obtained.}

. the maintenance

director said a work order for the damages was
submitted fast week but he must have forgotten
about it. Both he and the regional director looked
through the stack of work orders, but neither
couid provide the one submitted for the damages.
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