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Olive Branch Health and Rehabilitation Center 8325 University Parkway
Pensacola, FL 32514

F 0761

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
locked, compartments for controlled drugs.

Based on observations, interview, and record review, the facility failed to ensure medications were stored
securely for 10 of 15 residents observed. (Residents #2, #3, #4, #5, #6, #7, #8, #9, #10, #11)On 2/23/2026
at approximately 10:00 am, during a tour of the facility, medications were observed located on the bedside
table in the rooms of Residents #2, #3, #4, #5, #6, #7, #8, #9, #10, and #11. No staff were present in the
rooms at the times observed.On 2/23/2026 at approximately 10:00 am, upon entering the room of Resident
#8, the resident was observed seated in the room. A medication cup containing oral medication was noted
on the bedside table. During the observation, Resident #7 picked up the medication cup and began taking
the medications independently. No licensed nurse or staff member was present in the room at this time.
Record review revealed no physician order authorizing self-administration of medication and no
documented assessment of the resident's ability to safely self-administer medications for Resident #7.On
2/24/2026 at approximately 7:30 am, during a tour of the facility, medications were observed on the bedside
table in the rooms of Resident #2, #3, #4, #5, #6, #7, #9. #10, and #11. No staff was present in the rooms at
this time. On 2/24/2026 at approximately 1:00 pm, record reviews revealed no physician orders authorizing
self administration of medication and no documented assessment of the resident's ability to safely
self-administer medications for Residents #2, #3, #4, #5, #6, #7, #8, #9, #10, and #11.On 2/24/2026 at
approximately 8:00 am, Staff G, Registered Nurse, was observed during medication administration. The
nurse followed standard medication administration practice. During the interview, Staff G mentioned
medications are not to be left at bedside and residents must be observed swallowing all medications given
in the presence of the nurse. She could not explain how the medications observed were left in the rooms
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