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Initial Comments.

A relicensure survey with a compliant
investigation {Compliant #2021002386 and
#2021002554) was conducted at Deerwood
Place on - Deficiencies were identified
at the time of the survey.

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, propetly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilted by the manufacturer, from where it is
stored, and bringing it to the resident.

{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident ' s medications or dosages change.

{c} Placing an orai 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.

{f} Keeping a record of when a resident receives
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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, s s 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
inserted in a , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the freatment of a skin condition,
{f) Assisting with ' , o
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
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unless the order is written with specific
that preclude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{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) Ass: with the self-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 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
administered medication pursuant to the training
requirements of rule 59A-36.011, FAC,, and
must be available to assist residents with

if- ini ications in 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
{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 bave been contaminated, must
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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 i 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.
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 luating or
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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:
Based on observation, interview, and record
review, the facility faited to ensure that two of four
residents (Resident #8 and Resident #9) received
proper assistance with self-administration of
medications.

The findings include:

1. During an observation of Employee B,
medication technician, assisting Resident #8 with
seif administration of medication on at
11:00 AM, Employee B reviewed the medication
observation record (MOR) and obtained a

pack from the cart and walked fo the resident's
room. Employee B explained that he would be
getting . After Resident #8 was done,
staff watked out and signed the MOR.

Record review of the MOR and physician order
for Resident# 8 revealed orders for |,

50mg three times a day with instructions not to
give if the , Jis less
than 110. At no time during the observation did
Employee B check Resident #8's .\

2. In another observation at 12:15 PM on

. Employee B was observed assisting
Resident #9 with self-administration. After
reviewing the MOR she obtained 3 packs
from the cart, including one which contained
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Continued From page 5

, ... and walked into the resident's room. She
explained the medication to Resident #9 who took
what was offered. After the resident had taken
the medication, Employee B walked outside the
room and signed of the MOR.

Record review for Resident #9 revealed an order
for , , 100mg every 8 hours. The MOR
indicated that the medication was to be offered at
6:00 AM, 2:00 PM and 10:00 PM. Photographic

evidence obtained.

In an interview on at 12:30 PM, Employee
B confirmed that the she did not obtain Resident's
#8 . . Bhe stated that resident takes
his own . . When asked if she
obtained verbal confirmation from Resident #8 on
his . 1 she stated, "no". When asked
about Resident #9's | orders, she confirmed
that the medication was not due. She mentioned
that she should have offered the medication after
1:00 PM.

On at 2:00 PM the Administrator stated
that the staff are supposed to foliow the orders as
written out in the MOR.

Class Ili

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

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for seff-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
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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 transfer
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
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
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.
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{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
p iption 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
order.

This Statute or Rule is not met as evidenced by:
Based on resident interview, clinical record review
and staff interview, the facility failed to ensure that
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prescription medication was filled in a timely
manner for one of four residents (Resident #4).

The findings include:

During an interview with Resident #4 on
at 10:00 AM, when asked if he ever
runs out of medications he stated “I'm out of
now. It's been several weeks. | used to
take . The order was changed while { was
inthe hospital. [came from rehab on
and | haven‘t had it since.”

Review of the clinical record for Resident #4
revealed he was admitted on . The
physician’s orders dated read:
Rosuvastatin 5 mg tablet { ). Give
1 tablet by atbedtimefor ,, | .
Start date . His record confirmed h
was readmitted on . Photographic
evidence obtained.

The Medication Observation Record (MOR]) for
Resident #4 for the month of revealed
from through the staff had
initialed and circled the document each day for
the 8 PM dose of . The of the MOR
read "waiting on pharmacy” or "waiting on
delivery” from through

There was no documentation after

Photographic evidence obtained.

During an interview with the Health and Wellness
Director (H&WD), LPN, at 5:22 PM on

, she reviewed the MOR for Resident
#4. She confirmed he had not received his

in the last 18 days. She confirmed the

initials of the medication technicians were circle
on the MOR. She reviewed the of the MOR
and confirmed that there was no documentation
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explaining the reason the resident did not receive
his medications from through

. She stated she would call the
pharmacy and see why the medication had not
been delivered.

During an interview with Medication Technician A
on at 5:23 PM, she stated that those
were her initials on . .

. > , and

. 8he stated she circled them
because that meant the resident did not receive
his medication on those days. They are trained to
circle their initials and then on the of the
MOR, write an explanation of why the resident did
not receive the medication. For Resident #4, he
did not receive his because they were
waiting for the pharmacy to send it. She stated
she has calted the pharmacy about the
medication, but they still have not sent it.

During a second interview with the H&WD on

at 5:28 PM, she stated the pharmacy
informed her that they were waiting for a
clarification order for the . She stated she
called the physician's office and requested a
clarification order be sent to the pharmacy as
soon as possiple. She got confirmation from the
physician's office that Resident #4 was to have
the medication and they would send the order to
the pharmacy. She stated she was unaware that
the resident was not receiving his medication.

During an interview with the Administrator at 5:35
PMon she stated that she was
unaware that Resident #4 was out of his
medication and the pharmacy had not sent it
She reviewed the physician's orders and
confirmed he should have been receiving it. She
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Continued From page 10

confirmed the MOR was not completed on the
with an explanation for through
. She stated the facility does not have
a policy and procedure for medication
administration/refills.

Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the
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event of an emergency.

(d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed maintain a safe environment for two of nine
sampled residents

The findings include:

During an observation on at 10:00 AM,
there were wheelchairs blocking resident
. There were aiso boxes of supplies
and a pile of used resident belonging outside
. Photographic evidence obtained.

During an interview on at 10:30 AM,
Resident #2 stated that the wheel chairs are
atways parked outside her rocom and they

entry to her room forcing her to walk around her.
She added that she requested the facility
administration to move the chairs and was
informed that she needed to talk to the owners of
the wheelchairs.

Ir an interview on at 2:30 pm, Resident
#10 stated that the wheelchairs and the jtems
have been there for a while and at times there
was a foul odor.

The Maintenance Director was interviewed on
at 3:30 PM. He stated that the items
should not be there as they were a hazard and
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Continued From page 12

added he would talk to the director to get the:
issue corrected.

On at 4:45 PM, the Administrator she
stated the wheelchairs near 308 were to be
discarded and she was getting with the
maintenance to see if there were any part that
can be used as spare parts while the remaining
can be sent to scrap . When asked about the
items outside . she stated that they
have been there for about 3 months. She
mentioned that they belonged to one of the
resident and the daughter had promised to come
pick them up and never came.

Class Ili

59A-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,

ace,
Date of birth,
Place of birth, if known,
Social security number,
Medicaid and/or Medicare number, or name of
other heaith insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,
9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule

Nk N

A152
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Continued From page 13

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.

{fiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
recelving assistance with the activities of daily
{iving must have their  _  recorded
semi-annually.

(g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-38.006, 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 rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in rule 59A-36.018, F.A.C.

{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 428.27, 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

A162
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written statement of funds or other property
disbursed as required in section 429.27, F.8.
{l) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for

. ), CF-ES 1008,

. which is hereby incorporated by reference

and avaitable for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health 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 facility, but
who are not receiving any personat, 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-36.0068, FA.C.,

4. The resident's contract described in rule
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59A-36.018, FAC. and,

5. A heailth care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

(a} Except for resident contracts, which must be
retained for 5 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.

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 58A-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 observation, interview, and record
review, the facility faited to ensure records were
complete for one of three records reviewed
(Resident #2).

The findings include:

An cbservation was made on at 10:00

AM of Resident #2. Next to the resident's bed

there wasan ,  concentrator with a green
. Photographic evidence obtained.

In an interview on at 10:10 AM,
Resident #2 stated that she takes the |, as
needed after having a .. When asked
who provided the concentrator and if it was
serviced, she stated that the facility provided the
concenirator,. She mention that she was at the
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sister nursing home and upon discharge staff
assisted her to her room with the concentrator.
When asked how many liters she she was
ordered, she stated, "l am not sure what the
order is but | take 2 liters.”
Record review of Resident #2's orders revealed
no orders for
On at 2:15 PM, the Director of Nursing
stated she was not sure if the resident had orders
for ., .. Shereviewed the resident's file and
stated she could not locate the orders. When
asked if the resident has been using the
concentrator and if it was serviced, she stated
that she knew the residenttook ,_  as
needed.
Class Il
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