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Initial Comments.

An unannounced Abbreviated Relicensure survey
and a Generator Monitoring survey were
conducted on at Sharing Facility. The
facility had deficiencies identified related to the
Relicensure at the time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

A0DC

A025

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facitity faled to follow parameters listed on the
Medication Observation Record (MOR) prior to
giving a medication to 1 out of 1 sampled resident
{Resident #4).

The findings included:

On at 10:15 AM, the MOR for Resident
#4 was reviewed. The MOR had documented
initials by Staff A indicating that Resident #4
received a medication, N 26 mg
one tablet twice daily, o (7:00 AM only),

A025

and .
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Staff A stated during interview at this time that the
resident received this medication in the morning
on , but that she had not yet initialed the
MOR. The MOR documents to "hold if .,

. less than 100", Staff A was asked
for documentation of the . readings
for Resident #4. Staff A stated she had not taken
the resident's prior to giving this
medication. The Administrator was also notified
of these findings. The facility provided no
additional information for review at the time of the
survey.

Class Il
58A-36.008(5) FAC Medication - Records

{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

A025
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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 pt , or medication errors,
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, .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 record review and an interview, it was
determined the facility failed to ensure the
Medication Observation Record (MOR) was
completed, for 3 out of 3 sampled residents
(Residents #1, #4 and #5) who required

i with the self- ini fon of
medication.

The findings included:

During review of the Februarty 2022 MOR's at
10:00 AM on . the following omissions
were identified:

1) Resident #1
a. 7:00 AM doses on were not initialed
as given for . and
2) Resident #4
a. 7:00 AM doses on had not been
initialed as given for N . Descovy,

. s and Evotor.
3) Resident #5
a. 7:00 AM doses on had not been
initialed as given for et . f

and
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The Administrator was notified of these findings
during interview on at 10:15 AM. The
tacitity provided no additional information for
review at this time.
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