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AQCQ] Initial Comments

A complaint investigation (complaint number
2019015393) was conducted at Spring Hilt
Assisted Living Facility on . .
Deficiencies were identified at the time of the
survey.

A052] 429.256( ), 59A-36.008(3) Medication -
$8=D | Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes:

(a} Taking the medication, in its previously
dispensed, propetly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilted by the manufacturer, from where it is
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescriped amount of medication from the
container, and closing the container.

{c} Placing an orat dosage in the resident's

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .

{d) Applying medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.

(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the .

{hyUsinga , to perform ~

tevel checks.
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{i) Assisting with putting on and taking off
stockings.

{i) Assisting with applying and removing an

e but not with titrating the
prescribed .., ,. seftings.
(K} Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.
{I) Assisting with measuring vital signs.
(m) Assisting with . bags.

{4) Assistance with self-administration does not
include:
(a} Mixing, s s converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of preparations.
{e) Irrigations or debriding agents used in the
treatment of a skin condition.
{f , ,or preparations.
{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed," unless the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
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(5) with the self-administration of
fcation by an unli person as

in this section shall not be considered

administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-36.011, FAC,, and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.256, F.S.
and this rule.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from
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facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icati may be ol j and
dispensed in an easier to use form, such as unit
dose packaging.
{f} Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), .S
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure unficensed
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staff (Staff B) assisted with self-administration of
medications for 3 of 5 reviewed residents
{Residents #3, #5, and #6) and failed to ensure
trained staff adhered to the facility's

control policy and procedures when assisting with
the seif-administration of medication for 2 of 5
reviewed residents (Residents #3 and #6).

Findings:

On beginning at 12:18 PM, Staff B,
Medication Technician, was observed assisting
Resident #5 with self-administration of
1 gm {(one tablet by twice a day with meals
and bed time), DOK 100 mg (one capsule by

three times a day with meals),
1 mg (one tablet by every 4 hours as
needed), and ! {one tablet by

four times daily), Resident #6 with

. ! 10-325 (one tablet by
every 4 hours as needed); and Resident #3 with
. 0.5mg {one tablet by four

times daily). For each resident, Staff B pulled out
bubble pack of medications from the medication
cart and punched them into the palm of and
then dropped them in the medication cup. She
signed the medication observation record for
each medication and took the medication cup to
the residents. Staff B was not observed reading
the medication label in the presence of the
residents. Staff B was not observed washing or
sanitizing her prior to assisting Resident #3
and Resident #8 with self-administration of
medications.

On at 12:45 PM, during an interview,
Staff B confirmed she did not read the labels to
Resident #3, #5 and #6 while assisting with
self-administration of medication. She stated she
never did it that way.
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On at approximately 1:00 PM, during
an interview, the Administrator confirmed that
washing should be done between residents
dunng assistance with self-administration of
i She that staff
should not touch the medicine {pills) with bare
at 1:00 PM, during an interview,
Staﬂ‘ B confirmed she did not wash or sanitize her
between residents durmg assxs(ance with
if- i ion of for
#3 and #6.
A record review of the undated policy titted
" Control" reads: " musi be
washed between direct contact with any resident,
after doing cleaning tasks, after using the
restroom or any other task that altows opportunity
for "
Class Il
A057| 59A-36.008(8) FAC Medication - Over The AQS7

88=D| Counter (OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS,
For purposes of this subsection, the term over
the counter includes, but is not fimited to, over the
counter medications, . nutritional
supplements and nutraceuticals, hereafter
referred to as OTC products, that can be sold
without a prescription.

{a) A facility may keep a stock supply of OTC
products for multiple resident use. When
providing any OTC product that is kept by the
facitity as a stock supply to a resident, the staff
member providing the medication must record

AHCA Form 3020-0001
STATE FORM

s

w2xs

If continuation sheet 6 of 12




Agency for Health Care

PRINTED: 1172012019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11968462

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
11/08/2019

NAME OF PROVIDER OR SUPPLIER

SPRING HILL ASSISTED LIVING FACILITY

NA DR,

STREET ADDRESS, CITY, STATE, ZIP CODE
8239 CESS!
SPRING HILL, FL 34606

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A057

Continued From page 6

the name and amount of the OTC product
provided in the resident's medication observation
record. All OTC products kept as a stock supply
must be stored in a locked container or secure
room in a central location within the facility and
must be labeled with the medication's name, the
date of purchase, and with a notice that the
medication is part of the facility's stock supply.
{b) OTC products, including those prescribed by
a heaith care provider but excluding those kept
as a stock supply by the facility, must be labeled
with the resident’s name and the manufacturer's
tabel with directions for use, or the health care
provider's directions for use. No other labeling
requirermnents are required.

{c} Residents or their representatives may
purchase OTC products from an establishment of
their choice.

{d}) A health care provider's order is required
when a nurse provides assistance with
seif-administration or administration of OTC
products, When an order for an OTC product
exists, the order must meet the requirements of
paragraphs (b) and {c) of this subsection. A
health care provider's order for OTC products is
not required when a resident self-administers his
or her medications, or when unlicensed staff
provides assistance with seif-administration of
medications.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to label over the counter products stored in
the medication cart with the resident’s name and
the manufacturer's label with directions for use for
1 of 5 reviewed residents (Resident #8).

Findings:

On at 12:45 PM, during observation of
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Staff C, Medication Technician, assisting
Resident #8 with self administration of
medications, over the counter medication,
Lactaid, was observed without any resident's
name on the package in the medication cart.

On at 12:45 PM, during an interview,
Staff C, confirmed the over the counter
medication did not have Resident #8's name on
the package.

On at approximately 1:10 PM, during
an interview, the Assistant Administrator stated
that usually there was a printed label from the
pharmacy to put on all over the counter
medications.

Class Il

42923( & ) FS; 59A-38.016 FAC Risk
Mgmt & QA; Adverse Incident Report

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements .-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports, For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could

A0B7
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exercise control rather than as a result of the
resident’s condition and results in:

1. N

2. or damage;

3. Permanent - ;

. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due fo the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimite, or United
States mail, a preliminary report fo the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on all
adverse incidents specified in this section. The
report must include the resuits of the facility's
investigation into the adverse incident.

{6) , neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

({7} The information reported to the agency
pursuant to subsection {3) which relates to
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persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
5. 456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shal report
this fact to such regutatory board,

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

59A-36.016 Adverse Incident Report.

(1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
section 429.23(3), F.8., must be submitted within
1 business day after the incident pursuant to rule
59A-35.110, F.A.C., which requires ontine
reporting.
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{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1),
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to rule 59A-35.110, F.AC.,
which requires online reporting.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to report an adverse incident between
Resident #2 and Resident #4 that was reported to
faw enforcement.

Findings:

On at 12:08 PM, during an interview,
Resident #2 stated she had been in an altercation
with Resident #4 on - Resident #2
stated Resident #4 was screaming at her saying
she would knock her in and Resident #4 put
her fist in Resident #2's . Police was calied
and Resident #2 stated she spoke with the Sheriff
via telephone and the Sheriff then came to the
facitity.

On at 11:38 AM, during an interview
via telephone, the Owner confirmed he did not file
an adverse incident report for the incident
occurred between Resident #2 and Resident #4,

On at 1:49 PM, during an interview
regarding the incident that occurred on

, the Assistant Administrator confirmed
that a 1-day and then a 15-day adverse incident
report should have been filed by the Owner.

A review of the facility records revealed no
documentation of adverse incident reports.
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