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A 000 Initial Comments AD00

A re-icensure survey was conducted at Rose's
Terrace Inc. on . The facility had
deficiencies at the time of the visit

A 055 59A-36.008(6) FAC Medication - Storage and A D055
88=D| Disposal

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o 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 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
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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
abnormal . 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

ADBS
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abandoned and may disposed of in accordance
with paragraph (f).
{f icati 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
issued by the Board of Pharmacy may retum

i icinal drugs to the
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to provide secure
storage of medication for 1 of 2 sampled
residents who received assistance with
self-administration of medications {#6).

Findings:

Record review for resident #6 revealed an
admission date of . The 1823 Health
Assessment Form dated indicated
diagnosis of . PPN .
with left sided

and cefiac . The 1823 also
documented the resident required assistance with
seif-administration of medication.

On t 10:32am resident # 6 was seen
taying in her bed. Three bottles of medicated
solutions were seen on her bedside table. They
were 0.2% solution,
2% ., solution and
0.005% , sotution. {Photo

ADBS
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evidence obtained). The resident said she does
her herself.

Review of the resident's medication observation
record {MOR) revealed each ., . medication was
fisted and each was signed as given by the
facitity's staff. Review of the resident's record
revealed it did not contain a health care provider's
order to indicate the resident was able to
self-administer the . and able to store
them at her bedside therefore, ., .. shoutd
have been stored in a secure medication cart.

On 4:15pm Administrator/owner was
shown the unsecured medications at resident #6
bedside. Both confirmed findings.

The administrator/fowner removed the
medications from the residents’ room and
secured them in the Jocked medication cart.

Class Il

CZ841| 408.823( ) FS In-person Visitation
88=D
{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities licensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part VIIl of chapter 400, and assisted living
facitities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The policies
and procedures must, at a minimum, include

ADBS
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control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in 53, 400.022(1)(b} and 429.28(1)
{d}, as applicable; and designation of a person
responsible for ensuring that staff achere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
{b} A resident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.
{c} The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following circumstances,
uniess the resident, client, or patient objects:
1. End-of-life situations.
2. Aresident, client, or patient who was fiving with
family before being admilted to the provider ' s
care is struggling with the change in environment
and lack of in-person family support.
3. The resident, client, or patient is making one or
more major medical decisions.
4. Aresident, client, or patient is experiencing

CZ841
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emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver,

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including tabor and
delivery.

8. patients.

{d) The poficies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

(e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial ficensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f} Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule Is not met as evidenced by:
Based on review of the facility's visitation policies
and procedures and interview, the facility failed to
ensure its policy contained all the minimum
requirermnents.

Findings:

Arequest was made by the surveyor fo review the
facitity's visitation policy and procedure. In

CZ841
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response, the administratorfowner provided an
undated documented titled "Visitation Policy
during COVID-19 Facility Outbreak." The poficy
indicated it was to be implemented when the
facitity had 2 or more COVID positive cases.
Review of the document revealed it did not
contain permissible length of visits and
designation of a person responsible for ensuring
that staff adhere to the policies and procedures. it
also did not indicate the aflowance of in-person
visitation in all the following circumstances:

1. End-of-life situations.

2. Aresident who was living with family before
being admitted to the provider's care is struggling
with the change in environment and lack of
in-person family support.

3. The resident is making one or more major
medical decisions.

4. Aresident Is experiencing emotional distress or
grieving the loss of a friend or family member
who recently .

5. A resident needs cueing or encouragement to
eat or drink which was previously provided by a
family member or caregiver.

6. Aresident who used to talk and interact with
others is seldom speaking.

On at4:30 p.m., the
owner/administrator confirmed the findings.

On at 5:15pm owner/administrator

provided another undated visitation policy with a
different assisted living facility name on it

Class i
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