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Initial Comments.

A complaint survey for #2022015842,
2022016690 & 2022017544 was conducted on

and at The Brookshire Assisted
Living Faciiity. Deficiencies were identified at the
time of the survey.

59A-36.008(8) 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 fisting with the ipti
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 must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
oations or medicati nistration. A
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
. the resident 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 recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
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medication.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview the facility
failed to ensure the Medication Observation
Record (MOR) was complete and did not contain
omissions for 2 of 4 residents sampled (#5 and

Findings:

On a review of resident #5 record
revealed he was admitted on . His
record contained a Resident Health Assessment
form (1823) dated . His diagnoses
included . . -
hypertrophy, ey .

, and alert with . Independent
with all ADL's. Assist with self-administration of
medication. Review of resident #5 Medication
Observation Record {(MOR) revealed a physicians
order for 2mg 1 tab by at bedtime.

The was documented on the MOR as
administered on . .

. s , ' ' and
The disposition sheet did not contain
documentation of being removed from

count sheet. A review of resident #5
count sheets revealed counts
were accurate.

On at 3pm in an interview with the DON,

she confirmed the MOR did not contain accurate

documentation. She said when she was auditing

the MOR's, they did not go o, or
. They started the audits in

2. On a review of resident #7 record
revealed she was admitted on . Her
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record contained an 1823 dated . Her
diagnoses included right ,

B o . and
. .. She required supervision with
bathing. She was independent with all other
activities of daily living. Required assistance with
seif-administration of medication.

Review of resident #7 MOR revealed a
physician’s order for 5mg every 8
hours as needed for non-acute . . . and
‘1mg twice a day as needed for L. The
. was signed off of the count
shest on . B . , and
The residents record did not contain
ion ication was ini on
those dates. Further review of residents MOR
revealed 1mg was signed off of the
count sheet on ., ..,and
The residents MOR did not contain
ion ication was ini on
those dates. A review of resident #7
count sheets revealed counts were
accurate,

On at 1:35pm the regional nurse said in

interview, the facility had "sloppy practice.” The

nurses and medication techs were not signing or
ing when they gave i 3

Class i
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