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Initial Comments.

The re-ficensure survey and complaint
investigation #2022005687 was conducted on

. The facility had deficiencies at the time of
the visit.

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

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

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes 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 fo 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 fo the facility.

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

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule
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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 generat 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 ilinesses
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 observations, record reviews, and
interviews, the facility failed to provide care and
services appropriate to meet the needs of the
residents by failing to document the existence of
a and by failing to obtain a treatment order
for the for 1 of 2 sampled residents (#9).

Findings:

Review of resident #9's record revealed a facility
admission date of . An 1823 health
assessment form, dated , indicated the
resident’s diagnoses included

type 2, ., Ve '
without behavioral disturbance,

A025

AHCA Form 3
STATE FORM

20-0007

s

ovTZH

If continuation sheet 2 of 12




Agency for Health Care

PRINTED: 06/19/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969626

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05022022

NAME OF PROVIDER OR SUPPLIER

7256 STRIVE PL.

STRIVE AT FERN PARK
FERN PARK, FL 32730

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A025

Continued From page 2

» . and and that he
required assistance with self-administration of
medications.

On at 10:06 a.m., an undated

. was seen on resident #9's left .
specifically the knuckles. Brown-colored
couid be seen through the .- The resident
said he did not know why he had a -
there.

Continued review of the resident's record
revealed it did not contain any documentation
regarding the and no documentation to
indicate a heaith care provider was informed to
obtain treatment orders.

On at 1:49 p.m., the undated

. was still on the resident's . The
memory care director said she did not know
anything about it. Caregiver G said he assisted
the resident with care that morning and the

. was there. Caregiver H said she did not
know anything about the

On at 2:02 p.m., nurse | said she did not
know anything about the .- She
said she worked on both and and
was not informed by anyone that the was
present. Nurse | was seen removing the -
There was a crescent-shaped on the
first knuckle of the left . - The edges were
well-approximated, and the surrounding skin was
red. The resident denied , to the site.

On at 2:15 p.m., the DON said he did not
know anything about the . He said he was
the manager on duty on ' ,and

and no one reported it to him.
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ora ication fisting

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection {2), the facility must keep
either the original labeled medication container;

with the

use.

observation record for

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

{b} The facility must maintain a daily medication

each resident who

receives assistance with self-administration of
e stration. A

number;
3. The name, strength,
each medication; and,

medication.

or medication

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 heaith care provider's telephone

. and directions for use of

4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication 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 evaluation of the use of the

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
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facility failed to properly update a Medication
Observation Record (MOR) for 1 of 2 sampled
residents (#9).

Findings:

Review of resident #9's record revealed a facility
admission date of . An 1823 health
assessment form, dated , indicated the
resident’s diagnoses included

type 2, ., Ve '
without behaviorat disturbance,

» . and and that he
required assistance with self-administration of
medications.

Review of the resident's , Medication
Observation Record (MOR) revealed the
following:

. was not signed as given and was
blank on and

relief suspension was blank on and
was blank on . ' , and

Neither the MOR nor notes in the resident's
record contained documentation to indicate why
they were not signed.

On at 3:05 p.m., the DON confirmed the
findings.
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Continued From page 5

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

{6) MEDICATION STORAGE AND DISPOSAL.
{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;

3. 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 59A-36.006, F.AC.

(c) Centrally stored medications must be:

1. Kept in & locked cabinet; locked cart; or other
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locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormat . except that a i
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 imes; 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
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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
‘ssued by the Board of Pharmacy may re(urn

icinal drugs to the di

pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to ensure that discontinued,
unexpired medications were returned to the
resident or the resident’s representative, as
appropriate, or centrally stored by the facitity for
future use for 1 of 2 sampled residents (#9).

Findings:

Review of resident #9's record revealed a facility
admission date of - An 1823 health
assessment form, dated , indicated the
resident's diagnoses included

type 2, T '
without behaviorat disturbance,

. ,and and that he
required assistance with self-administration of
medications.

The record contained a medication disposition
form, dated . that indicated the following
medications were destroyed:

.\ 60 tablets

Iferex 4 capsuies

59 capsules
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Ferrex 58 capsules

There was no documentation on neither the form
nor in the resident's record to indicate the
medications were destroyed because they were
expired or that the resident or resident's
representative were given the opportunity to have
them.

On at 3:05 p.m,, the DON said the
medications were not given to the resident or
centrally stored but rather, were destroyed
because they were medications the resident
brought upon their admission. The DON said the
medications were ordered from the facility's
pharmacy and rather than use those brought by
the resident, they were destroyed,

Class Ili

A 058 59A-36.008(7) FAC Medication - Labeling and
$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

ADBS
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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
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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 record reviews and interviews, the
facitity failed to make every reasonable effort to
ensure medications were refilled in a timely
manner for 1 of 2 sampled residents (#9).

Findings:

Review of resident #9's record revealed a facility
admission date of . An 1823 health
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assessment form, dated , indicated the
resident’s diagnoses included

type 2, ., Voen '
without behavioral disturbance,

» . and and that he
required assistance with self-administration of
medications.

Review of the resident's MOR revealed
the following:

was not available and "awaiting
pharmacy" on and

was "awaiting pharmacy” on

relief suspension was "awaiting
pharmacy” on N i 5 N i i
. ,and

Neither the MOR rnor the resident’s record
contained documentation to indicate the facility
made any efforts to ensure the medications were
refilled in a timely manner.

On at 3:05 p.m,, the DON confirmed the
findings and said the facility's process for refitling
medications was that "staff were supposed to
stay on top of requesting refills from the
pharmacy and were instructed that if they were
out of meds, they were to call the pharmacy,
family, and doctor to figure it out." He said the
facility was having trouble wilh the pharmacy
delivering medications and wanted to have meds
delivered on automatic cycle.
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