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Initial Comments.

Athird Revisit to 12/23/2018 Complaint
Investigation (Complaint Number: 2019015696},
a Complaint Investigation (Complaint Numbers:
2020004576, 2020014988, and 2020015703), an

Control Visit, and a Generator
Monitoring were conducted at Brookdale of New
Port Richey on . Deficiencies were
identified at the time of 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 on (2), 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

A 000}

{A056}

for example, “as needed for |, not to exceed 4
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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
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
facliity 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
icati 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
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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:

Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

. 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.

S h W

o

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the Facility
failed to ensure that prescriptions for residents
receiving assistance with self-administration or
medication administration were refifled in a timely
manner and failed to ensure proper labeling of
medications for two Residents (#6 and #7) of six
sampled residents.

Findings Included:

During a medication reconciliation for Resident #7
with Staff F (a licensed practical nurse),
conducted on at 03:10pm, Resident
#7's. 0.5mg medication pack had a labet
that stated to take one tablet by every
afternoon and every evening (See photographic
Evidenced4). At 03:25pm, Resident #6 had the
prescribed medication powder 100,000
unit/gram ordered to apply twice every day for
skin irritation. The powder was not
available to give/offer to Resident #6.
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Arecord review for Resident #7, conducted on

, revealed that Resident #7's
prescribed 0.5mg medication was ordered
one tablet daily at bedtime.

During an interview with Staff F, conducted on
at 03:10pm, Staff F stated that the

medication label was confusing and was unsure
the reason that the health care provider was not
notified for a clarification order, At 03:25pm, Staff
F stated that Resident #6 did not need the
prescribed medication powder any
fonger. Staff F was unable to provide evidence
that the Facility notified Resident #6's health care
provider that the resident was not recelving the
prescribed powder.
During an interview with the Administrator,
conducted on at 06:10pm, the
Administrator agreed that Resident #7's
medication label was incorrect and stated that the
Facility should have contacted the health care
provider for clarification. The Administrator
agreed that Resident #6's prescribed medication

. powder was not available to give/offer to
the resident. The Administrator stated that
prescribed medications should be available to
residents.

Class Il

429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

{1} Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class 1 deficiencies regarding
medicinal drugs or over-the-counter preparations,

{A056)
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including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

igation in response to a int, shail, 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 assistance with the self-administration
of ication or the ini ion of icati
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),
F.$., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or |l deficiency and within 14 working days
of the notice of an uncorrected class Ili
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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 observation, record review and
interview, the facility failed to ensure all

fcati concerns were . (Cross
Reference AD056)

Findings Included:

During an interview with the Administrator,
conducted on at 05:00 pm, the

ini i ing that the
Facility was required to continue to employ or
contract with the consuitative services of a
ficensed Pharmacist or a licensed Registered
Nurse Consultant to provide medication oversite
and that the consultant services at a minimum
must provide onsite quarterly consultation untit
the Inspection Team from the Agency determines
that such consultative services are no longer
required.
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Due to the uncorrected Class lil deficiencies
concerning the facility's medication practices, the
facility shaif be required to employ the
consultation services of a licensed pharmacist or
a registered nurse.
The consuitant shall at a minimum, provide onsite
quarterly consultation until the inspection team
from the agency determines that such
consultation services are no longer required.
This written statement serves as notification of
the above stated requirement.
Class Ili
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