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Initial Comments.

A biennial with a limited nursing services and
extended congregate care services inconjuction
with a complaint investigation (Complaint
Numbers 202100999 and 2021012209) was
conducted at Water's Edge of Lake Wales
Assisted Living Facility with a generator
monitoring on . Deficiencies were
identified at the time of survey.

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,
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
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
facliity must maintain a list of all medications
being stored pursuant to such a request;

The ication is i 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
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physical arrangements and the conditions or
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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; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & 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 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
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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
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned 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.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to Rule 64816-28.870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure medication carts were closed and
secured for 1 resident (Resident #9) of 1 resident
sampled.

Finding included:

An observation conducted on at
8:37a.m in the nurse's station of assisted fiving
unit two medication carts were observed opened
and unsupervised.

An observation conducted on at8:38
a.m. a medication card with

milligrams{mg) tablets for Resident #9 and
personal information were observed on top of the
opened medication cart unattended.

An interview was conducted on at
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8:45 a.m. with the Business Office manager, she
acknowledged Medication carts were opened with
resident information unsupervised, she stated
she understood it was a concern.
An observation on at1:12 pmatthe
nurses’ station of the assisted living unit a
medication cart was observed to be open and
unattended.
An interview was conducted on at
1:40 p.m. with the Director of Nursing (DON), she
acknowledged the cart was open.
An interview was conducted on at
2:16 p.m. with the DON and the
Administrator was present, the DON stated carts
should be locked.
Class Ili
A 058 59A-36.008(7) FAC Medication - Labeling and A056
$8=D| 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 64B16-28.108, 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 pilt
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organizers as ibed in on (2), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.
{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
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.
{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

A058
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to ensure that prescriptions for residents who

receive assistance with self-administration of
ication or ication in; 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 prescription drugs that are

dispensed 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 prescription drugs are not

dispensed in the manufacturer's labeled package,

they must be kept in & container that bears a

iabel containing the following:

Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

. Directions for use; and,

. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,

before dispensing any sample or complimentary

prescription drug, the resident’s health care

provider must provide the resident with a written

prescription, or a faxed or electronic copy of such

order.

O hwN

o

This Statute or Rule Is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to follow physician
orders for two (# 6 and #7) of four Residents
sampled.

Findings included:

Arecord review conducted on
revealed that Resident #7's health assessment

A058
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specified that he required medication
inistration (of B

A record review conducted on
revealed that Resident #7 had medications
scheduled for 9:00 PM.

In an interview with the Director of Nursing (DON)
conducted on at 2:21 PM she
confirmed that Resident #7 had scheduled
medications from 8:00 PM to bedtime and had

medications that were scheduled as needed.
The DON stated that the facility nurses worked
from 6 AM to 6 PM, 7 days a week. She said, "a
med tech is giving those medications.”

A medication observation pass conducted on
at 9:05 AM revealed that medications
for Residents' #6 were scheduled for 8:00 AM.

During a medication observation conducted on
at 9:05 AM revealed that Resident
#6's medication Bumax 1 milligram(mg),
. 20mg, 0.4, .,
100mg, Patch 4%, ... 10mg,
s B5mg and .
25mg 1 tab were being given out of the two-hour
window for medications.

During & medication observation pass conducted
on at 9:05 AM Staff A dispensed into
Resident #6's medication cup another resident's
medication. Staff A disposed of all medications
and started the medication pass over.

An interview with Staff A conducted on

at 1:10 PM, she stated that the card
for the other resident was mixed in with Resident
#6's medication cards. Staff A stated "l looked at

A058

the name of the medication and popped out the
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pill. 1didn't compare the order to the full extent. |
missed the part about taking a partial tab and not
a whole tab and the residents name”
{photographic evidence).
An interview with the DON was conducted on
at 2:03 PM, she stated thatif a
medication was scheduled for 8:00 AM there is
the window of an hour before and an hour after
for the medication to be given. The facility policy
also stated that, the 2-hour window.
The DON stated , "my expectation is that a nurse
would give the correct medication." That they
would do the five rights of giving a medication,
make sure it is the right resident, right
medication, right dosage, right time, and correct
route”.
Class i
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