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{A000) Initial Comments {A 000}

A revisit to Complaint investigation 2020009383
was conducted at Savannah Court of Maitland on

. Deficiencies were found to be
uncorrected at the time of the visit.

{A 025} 429.26(7) F3; 59A-36.007(1) FAC Resident Care {A 025}
88=D| . Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.
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{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record reviews and interview, the
facitity failed to follow a health care provider's
order for 1 of 2 sampled residents (#2).

Findings:

Review of resident #6's current 1823, dated
, revealed his diagnoses included
. ( ) and he required
assistance with self-administration of
medications.

Review of the resident's Medication
Observation Record {MOR) revealed entries for
both 0.5 milligrams {mg) daily and

1 mg twice a day and both were signed as given
since

A signed physician’s order sheet, dated f
contained an order for 0.5 mg daily.

{A025)
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Continued From page 2

A health care provider's order, dated .
indicated that the was to be increased to
1 mg twice a day. Therefore, he should have only
been given the 1 mg dose twice a day.

In addition, his MOR contained an
entry for L. 300 mg, one tablet by

four times & day for 7 days. The
prescription label indicated that on . the
pharmacy dispensed 28 tablets. The word "stop”
was written on the MOR after he received only 25
tablets and the medication package stilt contained
3 tablets. The resident’s record did not contain an
order from a health care provider to discontinue
the .. prior to all the medication was
taken.

At2:15 p.m. on the director of nursing
confirmed the findings and was unable to provide
additional documentation.

Class Il

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

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

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

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

{A025)

{A052}
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Continued From page 3

{c} Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by lifting the container to his
oF her .
{d) Applying .., medications.
(e} Returning the medication container to proper
storage.
{fy 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

i p dose of ication into
the dispensing cup of the .
{hyUsinga , to perform -
tevel checks.
(i) Assisting with putting on and taking off

stockings.
{j) Assisting with applying and removing an
- but not with titrating the

prescribed . , . settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.
(1) Assisting with measuring vital signs.
{m)} Assisting with . bags.

{4} Assistance with self-administration does not
include:
{a) Mixing, p > 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

{A052)
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Continued From page 4

inserted in a . of the body.
(d) Administration of , preparations.
{e} Irrigations or debriding agents used in the
freatment of a skin condition

. - preparations.

(g Memcanons ordered by the physician or
heaith care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unficensed 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.

5) with the self-administration of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be

.- or older, trained to assist with self
admmnstered medication pursuant to the training
requirements of rule 59A-36.011, FAC,, and
must be available to assist residents 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
seff-administration of medication includes, in the
presence of the resident, reading the medication

{A052)
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{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 concemns 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
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The heaith 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 leaving
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. may be 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 detalled
in section 428.256(4), F.S.

{A052)
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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 juating or
assessing a resident's condition.
(9) Al 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:
DEFICIENCY REMAINED UNCORRECTED

Based on observations, record reviews and
interview, the facility failed to ensure the
unlicensed staff (C) who assisted 3 of 3 sampled
residents (#5, #6 and #9) with seif-administration
of medications followed the correct procedures.

Findings:

Observations made at 8 a.m. on revealed
that unlicensed caregiver C and nurse E were
standing af the med cart. Caregiver C was
pre-pouring meds infe cups and stacking them on
top of one another. Each cup was labeled with
either a room number or resident's initials. There
were three in total. When asked why this was
being done rather than the proper way, caregiver
C said because the facility was short staffed.

1. The caregiver then went to resident #5's room
and knocked on the door. The resident answered
the door, the caregiver handed him one of the

cup$S of meds and the resident took them himsetf.

{A052)
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2. She then went to resident #9's room and
knocked on the door. The resident answered the
door, the caregiver handed him one of the cups
then the resident took them himself. The
caregiver then handed the resident a bottle of

spray. The resident self-administered one
squirt into each of his nostrils.

3. Finally, she went to resident #6's room and

knocked on the door. The resident answered the

door and the caregiver handed him one of the

cups. The resident poured the meds into his own
then took them without help.

Caregiver C did not take the resident's

ications, in their previ i
properly labeled container, from the med cart,
and bring them to the residents. She did not, in
the presence of each resident, read the name of
each medication aloud and remove the
prescribed amount of medication from the
packages.

Class i

{A054) 59A-36.008(5) FAC Medication - Records
88=D
{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 listing with the iptit

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

{A052)

{A054}
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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
medication.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record reviews and interview, the
facility failed to ensure the Medication
Observation Record {MOR) for 3 of 3 sampled
residents (#5, #6 and #9) was properly updated.

the was not signed as given on

Findings:

1. Review of resident #8's ., MOR
revealed entries for s 5 milligrams {mg)
by once daily, ; 10 mg by

at bedtime and . 40 mgby once
daily.

The . was not signed as given on ,
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Continued From page 9

and and the . was not signed as
given on and

2. Review of resident #6's MOR
revealed entries for 80 mg by
every night at bedtime, 125 mg by
twice daily, . ., 125 mg by
twice daily, .
daily, Levetiraceta 500 mg by twice dally,
500 mg by twice daily and
0.4 mg by every evening.

None of these medications were signed as given
on the evening shift of

3. Review of resident #9's MOR
revealed entries for 20 mg by

every bedtime, 25 mg by twice
daily, 0.4 mg by twice daily
and |  25mgby twice daily.

None of these medications were signed as given
on the evening shift of

At2:15 p.m. on the director of nursing
confirmed the findings and was unable to provide
additional documentation.

Class i

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

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for seif-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and

{A054}

{A 056}
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{A 0886} | Continued From page 10

rute 64B16-28.108, 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 pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
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
medication and any fimitations must be specified;
for example, “as needed for,  , not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
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
facitity may then obtain a revised label from the
pharmagcist or place an “alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication

{A056)
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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 ication i ion are filled
or refiled in a timely manner.
(g) Pursuant to section 465.0276(5), F.S., and
rute 81N-1.006, F.A.C., sample or complimentary
p 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

iption drugs are not inthe

manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h) Pursuant to section 465.0278(2)(c), F.S.,
pefore 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:
DEFICIENCY REMAINED UNCORRECTED
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Based on record reviews and interview, the
facility failed to make every reasonable effort to
ensure a prescription was filled in a timely
manner for 2 of 5 sampled residents (#2 and #9)
and failed to ensure an "as needed” prescription
for 1 of 5 sampled residents (#2) contained the
circumstances under which it would be
appropriate for the resident to request the
medication.

Findings:

1. Review of resident #2's
Medication Observation Record (MOR) revealed
an entry for . 112 micrograms (meg,)
one tablet by daily. The dose was circled
on and . in addition, an entry for

200 milligrams (mg) as needed did
not indicate a circumstance under which it would
be appropriate for the resident to request it.
2. Review of resident #9's MOR
revealed entries for and
poth of which were not available to be given
during the medication pass on the morning of the
survey. Documentation on the MOR indicated
"waiting on pharmacy."
At2:15p.m. on the director of nursing
confirmed the findings and was unable to provide
additional documentation.

Class Il

AO0S8| 429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy
88=D| & Dietary; Uncarrected Deficiencies

429.42 Pharmacy and dietary services.-

{A056)

A058
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Continued From page 13

{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class lil deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
investigation in response to a complaint, shall, in
addition to or as an alternative to any penalties
imposed under s, 429.19, be required to employ
the consultant services of a ficensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consultant
shail, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.

(2} A corrective action plan for deficiencies
related to assi with the self-admini;

of ication or the ini ion of

must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be life-threatening.

58A-5.033(3)

{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. )fa class i, class ), or uncorrected class il
deficiency directly relating to facility medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, F.S., or
registered nurse as determined by the agency.
2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),

AD05B8
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F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class 1 or |l deficiency and within 14 working days
of the notice of an uncorrected class IIf
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required, The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on review of the facility’s prior deficiencies,
record reviews, and interviews, the facility has
had uncorrected class [l deficiencies regarding
prescribed medicinal drugs and is therefore,
required to employ the consultant services of a
ficensed pharmacist or a licensed registered
aurse.

Findings:

On a revisit to a complaint investigation
was conducted.

At the time of the revisit, the facility had
uncorrected class 1l deficiencies when it failed to
foliow a health care provider's medication order
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for resident #6, failed to ensure an unlicensed

caregiver followed the correct procedures during

a medication pass for residents #5, 8 and 9,

failed to make every reasonable effort to ensure a

medication was refilled in a timely manner for

residents #2 and 9 and failed to ensure an "as

needed" medication for resident #2 contained the

circumstances in which it would be appropriate to

give.

Class Il
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