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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 1t} deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary setvices, or both, during
a biennial survey or a monitoring visit or an
investigation in response to a complaint, shalf, in
addition to or as an alternative to any penalties
imposed under s. 429.19, be required to employ
the consulitant services of a licensed 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- ini

of B or the ini ion of

rmust be developed and implemented by the
facitity within 48 hours after nofification 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. lfaclass |, class I, 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.
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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 |l 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
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 consuitant 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, interview and record
review the facility failed to ensure that the
prescriptions for one out of nine sampled
residents who receive assistance with
self-administration of medication were refilled ina
timely manner (Resident #1). The facility is
required to employ the consultant services of a
licensed registered nurse to provide onsite
quarterly consultation untif the Agency for Health
Care administration determines that such
consultation services are no longer required.

Findings included:
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During an control inspection on

. at 1:10 PM the Owner stated the
Resident #1 did not have three of her medication
for the last two days because her friend has not
brought them. The Owner further stated that she
had not contacted Resident #1's friend regarding
the medication.
Observation on at 1:36 PM showed
three empty bottles labeled

{ . ) 50,000 units capsule,

25 MG tablet, 50 MG tablet prescribed
to Resident #1.

Areview of Resident#1's Health Assessment
completed on showed medicaf history
and diagnoses of .

and hearing loss. Resident was
independent in ambulation; needed supervision in
self-care (grooming), . and eating; and
needed assistance in toileting, transferring,
bathing and with the seif-administration of
medication.

Areview of Resident#1's medication and refilt
history from the pharmacy showed that
{. . ) 50,000 units capsule and
25 MG tablet were last filled on
L and R 50 MG tablet on
- All three medications were not
refilled again until

D

The facility received a class it deficiency citation
regarding Medication Labeling and Orders.

Class Ili

429.176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators
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429.176 Notice of change of administrator.-H,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
requirements and has completed the applicable
core educational requirements under s. 429.52. A
facifity may not be operated for more than 120
¢ ive days without an inis who
has completed the core educational
requirements.

429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 428.19.
Administrators licensed in accordance with part Il
of chapter 468 are exempt from this requirement.
Other ficensed professionals may be exempted,
as determined by the agency by rule.

(5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is.
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to alf
residents as required by chapters 408, part Il,
429, part ), £.8., and rule chapter 59A-35, F.AC.,
and this rule chapter.

{a) An administrator must:
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1. Beatleast .. | o
2. If employed on or after
have, at a minimum, a high school dxploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
as a facility i
Admmlstratofs who attended core training pnor to
. are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuant o rule 59A-36.011, FA.C.

who are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC, and,
2. Complete ail additional training requirements if
the facifity maintains licensure as an extended
congregate care or fimited mental hea1(h facility.
c) i may supervise a of
either three assisted fiving facilities or a group of
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Continued From page 5

facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living faciliies, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facifities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements as an administrator pursuant to
paragraph (1)}(a) of this rule. Managers who
attended the core training program prior to

. . are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c) of this rule, and
may not . setve as an administrator
of any other facility.
{e) Pursuant to section 429.176, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available onfine
at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-08393.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to have an administrator capable of
handling the operation and maintenance of the
facility, including the management of all staff and
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the provision of appropriate care to all residents.
The administrator failed to know the names of the
residents admitted to the facility. The
administrator failed to know that a resident tested
positive for COVID-19 and was not at the facility
(Resident #4),

Findings included:

Observation on at 12:23 PM showed
the Owner (Staff A) was the only staff at the
facitity caring for three residents (Residents #1,
#2 and #3) and another resident (Resident #4)
had tested positive for COVID-19 approximately a
month ago and was currently in a rehabilitation
center.

Areview of the background screening database
showed that the Administrator (Staff B) was the
facility's administrator since
During a telephone interview on at
12:12 PM, the Owner stated about the

ini , "she is still the L but
do not need her here every day, so she just
comes sometimes.”

During a telephone interview on at
10:39 AM with the Administrator she stated, "
have been the administrator for a long time, | go
to the facility when necessary, it could be twice a
week or a month, it depends.

Currently only the Owner is working since there
are 3 residents, but | cannot remember their
names."

Additionally, the Administrator stated that had not
been any COVID-18 positive cases in the facility.

When asked about Resident #4, the Administrator
stated, "l cannot telt if he is at the facility because

AD077
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('am not there, | do not know.”

Class Il

58A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
heaith care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, FA.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order,

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

(e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA record that is initiated on admission.

Information may be taken from AHCA Form 1823

NGG 0N

AD077

A182

AHCA Form 3
STATE FORM

20-0007

s

GUNRTH

If continuation sheet 8 of 23




Agency for Health Care

PRINTED. 03/02/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11965656

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/2412021

NAME OF PROVIDER OR SUPPLIER

6510 NW 2
MIAMI, FL

DAISY CUIDADO DE ANCIANOS INC

STREET ADDRESS, CITY, STATE, ZIP CODE

STREET
33126

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

A162

Continued From page 8

or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract.
{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, FAC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CE-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required

A162
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documentation from the Department of Children
and Families,
{m) Documentation of the ., ofa
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC,
{0} The resident's ,DH
Form 1898, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents.
participating in this arrangement,
2. The resident demographic data required in this
paragraph,
3. The health assessment described in rule
59A-36.006, FAC.,
4. The resident’s coniract described in rule
59A-36.018, F.AC.; and,
5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
faciiity.
{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.
AHCA Form 3020-0001
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{r} Additional resident records i for
facitities holding a limited mental health, extended
congregate care, or limited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to have documentation of the existence of a
Power of Attorney (POA} for one out of nine
sampled residents (Resident #2).

Findings included:

Areview of Resident #2's records showed his
admission date was on and that the
resident’s spouse signed the admission package.
Further review of Resident #2's records showed
no evidence of any POA document that showed
Resident #2's spouse is his POA.

On at 12:40 PM the Owner stated, " t
know there was a POA, | do not know why it's not
on his file."

Class Ili
A Q00| Initial Comments

ACOVID-19 control monitoring was
conducted at Daisy Cuidado de Ancianos, Inc on

and concluded on .
Deficiencies were identified at the time of the
survey.

A054| 59A-36.008(5) FAC Medication - Records
88=D
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{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;
ora ication listing with the pl ipti
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 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 recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to maintain an accurate
Medication Observation Record (MOR) that
included each time the medications were offered
or administered for two out of nine sampled
residents {Residents #1 and #3).
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Findings included:

Observation on at 1:34 PM showed
the Owner updating the MOR in the kitchen.

Areview of Resident #1's MOR showed no
initial/signature that indicated that the resident
had taken her medication in the last 21 days.
Further review showed Resident #1's medications
were . } 50,000 units
capsule, 25 MG tablet,

MG tablet, 10 MG tablet,

10 MG tablet, 10 MG tablet, .
5 MG tablet.

50

Areview of Resident #2's MOR showed no
initialfsignature that indicated that the resident
had taken her medication in the tast 21 days.
Further review showed Resident #3's medications
were 325 MG, 50 MG
tablet, 10 MG tablet, 125
MCG tablet, 25 MG tablet, .
SCD 40 MG, . 10 MG tablet,

40 MG tablet.

During an interview on at 1:34 PM the
Owner stated, "l have not updated the MOR, |
forgot."

Class Il

59A-36.008(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
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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;

3. 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
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 refri ion must be kept refrig
Refrigerated medications must be secured by
being kept in a locked container within the
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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 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 to 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 health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
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).
(6 Medicati

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
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issued by the Board of Pharmacy may return
i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep medications secured at all times.

Findings Included:

On at 1:20 PM, observed an unlocked
cabinet with residents’ medications stored. The
medication cabinet was located in a common
area and easily accessible to alf residents.

Observation on at 1:23 PM revealed
an unlocked office room. Further, observation
showed unlocked medication stored on top of a
file cabinet.

On at 1:23 PM, the Owner stated that
the medication in the office belonged to Resident
#5who | . last month.

Observation on at 1:25 PM showed
unlocked medication inside the refrigerator.

On at 1:25 PM the Owner stated, "all
those medications were from residents who

. , and stayed there | do not know why,
| forgot about them."

On at 1:34 PM the Owner
that all the ications were not
stored in a secured location.

Class i
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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
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

i 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 limitations must be specified;
for example, "as needed for, |, notto 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
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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
facility 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

ication or ication inistration 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
p drugs that are di: by a heaith
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,
5. Directions for use; and,
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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
order.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facllity falled to ensure that the
prescriptions for one out of nine sampled
residents who receive assistance with
self-administration of medication were refilled ina
timely manner (Resident #1).

Findings included:

During an interview on at 1110 PM the
Owner stated the Resident #1 did not have three
of her medication for the last two days because
her friend has not brought them. The Owner
further stated that she had not contacted
Resident #1's friend regarding the medication.

Observation on at 1:36 PM showed
three empty botties labeled D

{ . ) 50,000 units capsule,

25 MG tablet, 50 MG tablet prescribed

to Resident #1.

Areview of Resident#1's Health Assessment
completed on showed medical history
and diagnoses of f

and hearing loss. Resident was
independent in ambulation; needed supervision in
self-care {grooming), .» and eating; and
needed assistance in toileting, transferring,
bathing and with the self-administration of
medication.
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According to the
“Individuals with

person or others.

care.
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According to the US National Library of Medicine:

" D helps the body absorb .
is one of the main building blocks of

D can lead to bone

such as ; or rickets.
D aiso has a role in the B ,and
systems."
" isusedtotreat | >
. and social

is used to treat the symptoms of
p . also used alone or with other
medications to treat episodes of or

. in patients with | -

's Association,
should use

e medications only under one of the
following conditions:

1. Behavioral symptoms are due to or
2. The symptoms present a danger to the

3. The person is experiencing inconsolable or
persistent distress, a significant decline in
function or substantial difficulty receiving needed

Areview of Resident#1's medication and refili
history from the pharmacy showed that o
{. . ) 50,000 units capsute and

25 MG tablet were last filled on

50 MG tablet on

. All three medications were not
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refilled again until

On at 11:35 AM, during a telephone
interview with Resident #1's psychiatrist he stated
that the consequences of the resident being
without the medication for an extended period of
time would be to have a relapse into

changes and irritability.

Class Il

59A-36.008(8) FAC Medication - Over The
Counter (OTC) Products

{8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term over
the counter includes, but is not limited 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
facility as a stock supply to a resident, the staff
member providing the medication must record
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
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provider's directions for use. No other fabeling
requirements 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 unficensed staff
provides assistance with self-administration of
medications.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to keep Over The Counter (GTC) products
stored in a locked location and properly tabeled
with the medication's name, the date of purchase,
and with a notice that the medication is part of the
facility's stock supply.

Findings Included:

Observation on at 1:25 PM showed
unlocked OTC medications inside the refrigerator
and on the kitchen's countertop. The OTC
products in the refrigerator were |
and .., ... Severe & and on the
countertop were |, Extra Strength 500 mg
tablets and C with Rose - None of
the products were fabeled.

On at 1:25 PM the Owner stated that
the OTC medications belonged to her.
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