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A 000 Initial Comments AD00

A complaint investigation (complaint numbers:
2020005648, 2020008248, and 2020018776), an
control visit, and a generator monitoring
were conducted at Palm Terrace Assisted Living
Facifity and Adult Day Care Center on
. Deficiencies were identified at the
time of survey.

A 055 59A-36.008(6) FAC Medication - Storage and A D055
$8=D| Disposal

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apariments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a fist of all medications
being stored pursuant to such a request;

The ication is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
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medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F. A.C.

{c} Centrally stored medications must be:

1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormat . except that a

requiring must be kept refrigs
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's heaith care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
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or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f icati that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retum

i icinal drugs to the di i
pharmacy pursuant to rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the Facility failed keep centrally stored
medications locked and secured at all times and
failed to store discontinued medication separately
from medication that were in use.

Findings Included:

During an observation of the Resident Care
Director's office (Staff A), conducted on

at 10:40am, Staff A had two cabinets
for medication overflow. The two-drawer tan
cabinet held general medications and the
two-drawer black cabinet held . The tan
cabinet had a lock, but it was not locked. The
black cabinet had a padlock and a fock on it. The
padiock was locked, and the other lock was not
{ocked. The tan cabinet had medications that
were discontinued and stored with medications
that were in current use. The discontinued

ADBS
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medications included Resident #4's
100mil (mg) was dif i on
and . 15mg was

discontinued on - Resident #6's

+v - 1000mg was discontinued on
and 40mg. The medications that were in
current use were Resident #4's
400mg, 500mg, and .
100mg and Resident #6's . 100mg. The
black cabinet for had medications that
were discontinued and stored with medications
that were in current use. The discontinued
medications included Resident #14's
0.25mg. The medications that were in current use
were Resident #9's 0.28mg and Resident
#13s Smg and 15mg.

Areview of the medication storage policy and
procedures, conducted on , the
medication storage policy and procedures stated
that "discontinued medications will be placed in a
container in the locked wall cabinet in an area
where there are no resident medications stored.

Puring an interview with Staff A, conducted on

at 10:40am, Staff A stated that she
did not have a key to the tan cabinets and only
had a key to the black cabinets padiock. Staff A
stated that she did not close and lock her office
door every time she left the room.

Class Ili

A 058 59A-36.008(7) FAC Medication - Labeling and
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with

ADBS
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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 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

ication and any limitati must be
for example, “as needed for |, not to exceed 4
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
facliiity may then obtain a revised label from the
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pharmagcist 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
orovider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f} The facility must make every reasonabie effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication ins ion are filled
or refilled in a timely manner.
{g) Pursuant to section 465.0276(5), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary

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
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:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
6. Directions for use; and,
6. 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
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order.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the Facility failed to provide
medications as ordered from a heaith care
provider for one Resident (#186) of two sampled
residents that required assistance with
seif-administration of medications.

Finding Included:

During an observation of the upstairs medication
carts, conducted on at02:30pm,
neither medication cart had a .

onit

cuff

Arecord review for Resident #16, conducted on
, revealed that Resident #16 had

S0milligrams {mg)

prescribed to take one tablet by

and hold ifthe |, .

than 110 at 07:00am. There were no

readings recorded for any day from

through

every day
was less

During an interview with the Staff A conducted on
at 10:32am, Staff A stated that there

were no residents that got regular p

checks. At 01:55pm, Staff A stated that she did

not see that Resident #16 had

checks with the prescribe

medication.

Class Il

A058

AHCA Form 3
STATE FORM

20-0007

s

RICH

f continuation sheet 7 of 7




