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in addition to an

survey.

58A-5.0182

PROCEDURES.

58A-5.0181, FAC.

1(888)831-0404;

A fourth revisit to an abbreviated biennial survey

control {Covid-19} and

generator monitoring visit were conducted at
Richland Retirement Senior Home on .,
. Deficiencies were identified at the time of

A030 58A-5.0182(6) FAC; 420.28( )} FS 420.27
$8=0 | Resident Care - Rights & Facility Procedures

{8) RESIDENT RIGHTS AND FACILITY

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule

(b} In accordance with section 428.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,

. Rights Florida,

1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
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proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 58A-5.0181, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;
4. Resident elopement;
5. Reporting resident . neglect, and
6. Admini and h
and requirements;

control, sanitation, and universal
precautions; and,
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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{g) In addition to the requirements of section
429.41(1)(k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed raits, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a faciiity shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
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autonomy, and interaction within the community.
(fy Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.

{0) Share a room with his or her spouse if both
are residents of the facility.

(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{i) Access to adequate and appropriate health
care consistent with i and i
standards within the community.

(k) At least 45 days' notice of relocation or
termination of residency from the facifity unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation shall be set forth in writing. (n order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facitity shalt show good cause in a court of
competent jurisdiction.

(1) Present grievances and recommend changes
in policies, procedures, and services to the staff
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of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

(2} The adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained to residents who cannot read. ... The
notice must state that a complaint made to the
Office of State Long-Term Ombudsman or a local
fong-term care ombudsman council, the names
and identity of complainants are kept confidential
pursuant to s. 400.0077 and that retaliatory action
cannot be taken against a resident for presenting
grievances or for exercising any other resident
right. The facility must ensure a resident’s access
to a telephone to call the local ombudsman
council, central hotmail, and

Rights Florida.

429.27(1)(a), FS
Property and personal affairs of residents -
{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shail not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall

A030

AHCA Form 3
STATE FORM

20-0007

s

WZBT15

If continuation sheet 5 of 22




Agency for Health Care

PRINTED. 02/15/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11964827

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

R
070712020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3508 SW 26 STREET

RICHLAND RETIREMENT SENIOR HOME

MIAMI, FL

33133

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A030

Continued From page 5

such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to safeguard residents’ well-being by failing
to follow current control standards
related to COVID-18 and Florida Governor's
emergency orders DEM Order 20-006, dated

. . delineating minimum screening
standards for persons entering identified
residential facifities. The facility also failed to
honor one of 14 sampled resident’s rights to be
free of {Resident #5). The resident was
restrained in bed with the use of bed rails which
she could not remove without staff assistance .
Findings included:
1} The COVID-19 is a transmissible

. that presents severe risk to
persons who are aged, infirm, or suffer from
co- including, but not limited to,

system deficiency, | \

. . See generally,
Publications of the Centers for Control.
On , the Governor of the State of
Florida issued Execu(uve Order 20-51 designating
a Public Health Emergency as a resuit of
COViID-18 and its impact. Pursuant to that
authority, emergency orders have been issued by
the Florida Division of Emergency Management
to i the protections necessary to assure
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the health, safety, and weli-being of Florida's
citizenry, including those most tothe
effects of . Among those emergency
orders was DEM Order 20-008, dated s

. defineating minimum screening standards
for persons entering identified residential
faciliies.

The Centers for Control referred to
Assisted Living Facility's high risk of COVID-18
spread to residents and stated: "Given their
congregate nature and population served,
assisted living facilities (ALFs) are at high risk of
COVID-1¢ spreading and affecting their
residents. If with SARS-CoV-2, the
that causes COVID-19, assisted fiving
residents-often older adults with underlying

medical conditions-are at increased risk
of serious iliness.”

The facility poses a serious risk to its residents
due 1o its failure to apply the necessary
protections to assure the health, safety and
well-being of its residents to avoid the risk of
spread of COVID-19.

On at 6:45AM Staff D opened the
door and instructed to the surveyors to wait
outside while Staff D called the administrator prior
to allowing entrance into the facility. Five minutes
fater, a second staff member, Staff E, opened the
door and alfowed entrance into the facifity without
conducting a thorough COVID-19 screening.
Staff E did not conduct screening questions or
check temperature prior to allowing access into
the facility she only required state representatives
to complete proper washing and sign the
visitor's log.

At 7:09 AM, observed at least four residents
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Continued From page 7

sitting less than 6 apart in the facility's
common area. At 7:20 AM, observed at least five
residents less than 6 apart in the same
common area.

During an interview on at 8:08AM
Staff A stated the proper screening procedure for
anyone who entered the facility was to wash their

. complete the screening questionnaire,
wear personal protective equipment, and have
their termnperature taken.

2)On at 7:15AM, observed Resident
#5 sleeping in bed. Resident #5's bed was
focated against the wall with a half side rail up
and a folded walker leaning next to the half side
rail against the side of the resident's bed.

On at 7:15AM, Staff D stated that the
walker was leaned up against the bed because
the resident's daughter wanted it there in case
she got up during the night.

During an interview on at 8:48AM,
Staff A stated that the resident is new, she just
got to the facility and the bed rail was placed
there because her health assessment says she
has

Review of Resident #5's record showed no
on of a bed rail pi iption from a
healthcare provider.

Class Il

429.256( ), 58A-5.0185 (3) Medication -
Assistance with Seif-Admin

429.256

A030

{A052}
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{3) Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper

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.

{c} Placing an oral dosage in the resident ' s
or placing the dosage in another container and

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.

dosage by a pharmacist and an . thatis

helping the resident by lifting the container to his

removing the cap of a

{g) Assisting with the use of a , including

, opening the unit

dose of solution, and pouring the

dose of ication into

{hyUsinga ,
tevel checks.

the dispensing cup of the

to perform ~

(i) Assisting with putting on and taking off
stockings.
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() Assisting with applying and removing an
- but not with titrating the

prescribed =, settings.

{k} Assisting with the use of a continuous positive

afrway 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, . ., converting, or

., medication doses, except for
measuring a prescribed amount of liquid
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.

] s ,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
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Continued From page 10

preclude 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.

58A-5.0185 (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
requirernents of rule 58A-5.0191, F.A.C., 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

{A052)
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Continued From page 11

heaith 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
facitity 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.

{A052)
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to follow the procedure outlined by the
State when assisting three out of 14 sampled
residents with self - administration of medication
(Resident# 1, #7, and # 13).

Findings included:

On al 7:28 AM, observed Staff D wash
her , walked to the medication room, took
out the medication book, a bottle of

sanitizer, Resident # 13's medications, and a box
of gloves and walked towards the dining table
where Resident # 13 was at. Staff D used
sanitizer, donned on gloves, and removed the
following medications and placed each
medication onio Resident# 1's .

81mg Tablet, 500mg Tab,

325mg Tablet, 1mg
Tablet, p Succ ER 50mg Tablet,
s Dr 20mg Capsule, . 10mg
Tablet, . 20mg Tablet, and
1mg Tablet. Staff D only stated the
medication .., 81mg Tablet to the

resident and did not state the remaining
medications to Resident # 13. Staff D also did not
sign the MOR immediately after giving Resident #
13 her medications.

On at 8:06 AM, observed Staff D
washed her and repeated the same steps
for Resident # 1 as she did with Resident # 13.
Staff D popped each of the following medications

from the medication pack onto a small red
cup in front of Resident # 1: | 81mg
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Tablet, 12.5mg Tablet,
325mg Tablet, . 100mg Capsule,
100mg Tab,
500mg Tablet, , ER 28mg Tablet,
CL ER MEQ Capsule, ,
HBR 20mg Tablet, . 10mg Tablet,

10mg Tablet, and
20mg Tablet. Staff D did not state all the
medication names to the resident and did not sign
the MOR immediately after giving Resident # 1
his medications.

On at 8:21 AM, observed Staff D wash
her and repeated the same procedures for
Resident # 7 as she did for Resident# 1 and #
13. Staff D popped the following medications

from the medication pack onto a small red
cup: Eliquid 2.5mg Tablet, . 20mg
Tablet, 50mg, ,

100mg, 100mg Tablet, , Bmg
tablet, Lamotridine 25mg Tablet, CcL
10mg MEQ ER, and 20mg Tablet.

Staff D did not state all the medication names to
the resident and did not sign the MOR
immediately after giving Resident # 7 his
medications.

On at 8:50am, the Administrator stated
that he had paid for a Nurse Practitioner to teach
the employees and train them again on how to
properly assist with medications.

Areview of Staff D's records showed she was
hired on and revealed a Certificate of
Attendance of 2 hours’ worth of training on
Assistance with Self - Administration of
Medication Lecture and Training.

Class Il
Uncorrected

AHCA Form 3020-0001
STATE FORM

s

WZBT15

f continuation sheet 14 of 22




PRINTED. 02/15/2021

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11964327 B.WING 07/07/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3508 SW 26 STREET
RICHLAND RETIREMENT SENIOR HOME
MIAMI, FL 33133
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

A054| 58A-5.0185(5) FAC Medication - Records
88=D
{6} MEDICATION RECORDS.

(a} For residents who use a pill organizer
managed in subsection (2}, the facility must keep
either the original labeled medication container;
or a medication listing with the prescription
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
observation record for each resident who
receives assistance with self-administration of

cations or medicati istration. 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 recording each time the medication
is taken, any missed dosages, refusals o take

ication as pi , o1 ication errors.

{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, F.S., 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:
Based on interview and record review, the facility
failed to immediately update the Medication
Observation Records (MOR) each time the
medication was offered when assisting three out

A054
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#13).

Findings Include:

give it to them".

Class Ili

#13).

Findings Include:

give it to them”.

Class Il

88=D| Digposal

of 14 sampled residents (Resident's # 1, # 7, and

Areview of Resident's # 1, #7, and # 13's MOR's
showed that Staff D had initialed all of the
morning medications as given before assisting
them with self - administration of medication.

On at 7:32 AM, Staff D stated "l know
it's an error on my part. | always sign it when i

Based on interview and record review, the facility
failed to immediately update the Medication
Observation Records (MOR) each time the
medication was offered when assisting three out
of 14 sampled residents (Resident's # 1, # 7, and

Areview of Resident's # 1, #7, and # 13's MOR's
showed that Staff D had initialed all of the
morning medications as given before assisting
them with self - administration of medication.

On at 7:32 AM, Staff D stated "l know
it's an error on my part. | always sign it when {

A 055 58A-5.0185(6) FAC Medication - Storage and

{8) MEDICATION STORAGE AND DISPOSAL.

A055
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{a) In order to accommedate the needs and
preferences of residents and to 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 apartments if either the room is kept
focked 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
facitity must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and do d
by the heaith 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
medication by a resident poses a safety hazard to
other residents, or
8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, FA.C.
(c) Centrally stored medications must b
1. Kept in & locked cabinet; locked cart; or other
iocked storage receptacie, room, or area at alt
times;
2. Located in an area free of dampness and

, except that a i
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requiring refri ion must be kept refrig
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 times; 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,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 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).
i3 ions 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

ADBS
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by the administrator or designee with one
witness.
{g) Facllities 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 and interview, the facility
failed to keep medications locked at alf times,

Findings included:

On at 7:05 AM, observed the facility's
office door open. Inside the facility office was a
2nd unlocked door which obtained all 14
residents medication.

On at 7:07 AM, Staff D stated, "l left it
open because | was opening the door while giving
them their medications during breakfast.
Normally, I'l fock the door and hang the keys on
the wall".

Class i

(A0S8) 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 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

{A058)
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Continued From page 19

imposed under s. 429.19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ticensed 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
facitity within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency fo be life-threatening.

59A-5.033(3)
(3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. If a class 1, class |I, or uncorrected class 1l
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
ticensed pursuant to Section 465.0125, F.8., 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.S., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or Il deficiency and within 14 working days
of the notice of an uncorrected class Il
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

{A058)
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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 interview and record review, the facility
failed to correct multiple deficiencies regarding
the Assistance with Self-Administration of
medications. The facifity is required to employ the
consultant services or a licensed registered nurse
who will, at a minimum, provide onsite quarterly
consultations untit an inspection by the Agency's
P i that such i
services are no longer required. The facility also
failed to correct deficiencies within 30 days.

Findings included:

A review of the facility's history of surveys
conducted from through was
found to have a deficient practice in Assistance
with Self Administration of medications,
medication records, and medication labeling and
orders.

On a fourth revisit was conducted, and
the facility was found to have a fourth uncorrected
deficient practice in Assistance with Self -
Administration of medications and a new deficient
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practice in medication records and in storage and
disposal.
A review of the facility's records showed no
ion of a nursing ing
quarterly consultations.
On at 8:05 AM, Staff A stated "The
nursing consuitant came in . .. of last year
then and was supposed to come in
, but because of the , we dida
FaceTime sometime in | " Staff C stated, "
have the documents at home".
Unclassified
Uncorrected
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