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Initial Comments.

An unannounced Complaint (#2022008143)
survey was conducted at Magnolia Residence
Inc. on - The facifity had deficiencies
identified at the time of the survey.

429.26(. .) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does net guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facliity's record of the resident and must be made
available to the agency during inspection or upon
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request. An that has been
through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medicat
examination under this subsection and s.
429.07(3)(b)6.

{B) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been by a p: iatrist,
clinical psychologist, clinical social worker, or
s nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility, The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Farmilies personnel
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shail explain to the facility operator any special

needs of the resident and advise the operator

whom to call should problems arise. The

Department of Children and Families shail advise

and assist the facility administrator when the

special needs of residents who are recipients of
e require such

assistance.

59A-36.008

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care practitioner as specified in either

paragraph (a) or {b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
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practitioner, the individual's needs can be met in
an assisted fiving facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts &
medicat examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, | , which is
incorporated by reference and availabte onfine at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c} Medicat examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with
either department must be conducted within 30
days before placement in the facllity and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
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through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
(e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

.. or therapeutic diets, may be attached to
the health . A health care practiti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish . . to be
administered in the case of or

{f} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415,105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to obtain a Health
Assessment (AHCA for 1823) 60 days prior to
admission or within 30 days after admission for 1
of 2 sampled residents, Resident #1.

The findings included:

Review of a sheet which included the
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demographic information for Resident #1,
revealed Resident #1 was admitted to the facility
on with a diagnosis of .No
additional diagnoses were documented.

During an interview with Employee A, a Home
Health Aide (HHA} on at 1114 PM, it
was discussed and revealed that she has been
working at the facility for nine and half years.
Employee A stated Resident #1 has been fiving at
the faciiity for over a year and she assists her to
take her medications.

An interview conducted with the Administrator on

at 1:54 PM, also confirmed that
Resident #1 has been living at the facility for over
a year. However, the Administrator informed that
since Resident #1's admission to the facility, he
has been unsuccessfully trying to obtain the
Health Assessment record (AHCA form 1823)
from the resident's guardian. He acknowledged
he did not obtain the 1823 or discharge the
resident from the facliity months ago.

In a follow-up interview conducted with the
Administrator on at 12:02 PM, he
reported that Resident #1's guardian emailed him
a copy of the 1823, but it was not completed and
signed.

Class Il

A052| 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

A008
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dispensed, properly labeled container, including

an syringe that is prefilled with the proper

dosage by a pharmacist and an .. thatis

prefilled 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 oral dosage in the resident's

or placing the dosage in another container and

helping the resident by lifting the container to his

or her .

{d) Applying .., medications.

{e) Returning the medication container to proper

storage.

{f) Keeping a record of when a resident receives

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 potring the

p ' pl dose of ication into

the dispensing cup of the .

(hyUsinga to perform -

tevel checks.

{i) Assisting with putting on and taking off
stockings.

() Assisting with applying and removing an

but not with titrating the
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prescribed . , . seftings.

(K} Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.

{I) 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 ' ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude 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,
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{6} i with the self- ini ion of
ication by an unli person as

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

. . orolder, 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
seif-administered medications in accordance with
procedures described in Section 429.266, F.S.
and this rule.

{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication 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 have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns 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
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facility staff, the following options are available to

enable the resident to take medication as

prescribed:

1. The health 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 feaving

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. icati may be ol j 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 detailed

in Section 429.266(4), F.S,

{g) As used in Section 429.256{(4)(h), F.S., the

terms "judgment” and "discretion” mean

interpreting vital signs and fuating or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to follow Physician orders to assist 1 of 1
residents, Resident #1, with the
self-administration of prescribed

medication.
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The findings included:

Review of the Medication Observation Record
{MOR) for Resident #1 revealed documentation
for the . 1o be administered on a
. 200-300 6 units; 300 10 units).

The aforementioned order was unclear regarding
the dosage to administer when the
reached a level over 300. Further review of the
resident’s record revealed the actual
prescription/Physician’s order for the

dated , documenting the
medication should be administered before meals
as follows: Less than 200 zero unit; 200-300 6
units; and greater than 300 10 units.

In an interview conducted with Home Heaith Aide
Employee Aon at 1:14 PM, she
stated the  is only to be administered
when the .. reaches up to 300. She
stated that Resident #1's . nevergoes
up to 300. However, what Employee A transcribed
on the MOR read, . 200-300 6 units; 300
10 units. Home Heaith Aide Employee A also
stated she wrote the order on the MOR according
to information she received from the Resident's
guardian. Employee A confirmed what she
transcribed on the MOR and what the physician
actually ordered did not match,

Review of the . Log for the month of
, revealed that Resident #1's
. Toseto229on in the morning.
However, there was no documentation on the
MOR that the - was administered.

Employee A reported thereafter that she did not
give the medication . because the
resident’s . never rose to that number
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before. Instead, she called the resident's
guardian and decided to retest the "
during tunch, and Employee A recorded a number
of 222. Yet, she still did not assist the resident to
take the Novolg according to the
Physician's Order. Employee A, who is not a
ticensed medical professional, stated that
because Resident #1 took and
p that morning, she did not want to give
Resident #1 the
Class Ili
A 054) 59A-36.008(5) FAC Medication - Records A054

(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;
ora ication fisting with the 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 seif-administration of
oations 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
number;
3. The name, strength, and directions for use of
each medication; and,
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4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all medications prescribed to
1 of 2 sampled residents (Resident #1) was
accurately transcribed on the Medication
Observation Record (MOR).

The findings included:

Review of the MOR for Resident #1 included the
following written orders:
1000 milligram (mg) take 1 tablet daity
B8AM
; 5 mg take 1 tablet daily 8AM
200+200 - 300 6 units; 300 10
units

Review of the medication containers revealed
different orders than what was written on the

On the container was written 1000 mg
tablet. Take 1 tablet by twice daily, not
once daily as documented on the MOR.
p 5 mg tablet. Take 1 tablet by
twice daily, not once daily as documented on the
MOR
- injection 3 mi. (inject 10 units
before breakfast, lunch, and dinner.) Routine
injections, not per . Teading

A0B4
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During an interview with Resident #1, she
reported that she takes her medications every
day. She said that she takes the and
the | twice a day, and the
at night. She reported that she controls her

. and the facility assists her 1o keep track of
what she needs to take.

During an interview with Employee A, Home
Health Aide on at 11:51 AM, she
stated she made a mistake documenting on the
MOR. She admitted that she gave the orat
medications twice daily, but she forgot to record
them correctly on the MOR, Further she stated
that she transcribed the order for the on
the MOR according to instructions received from
Resident #1's guardian. She confirmed that she
made a mistake and did not write the order
exactly as it was given by the physician.

Class i

A 152 59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are rogintained in good
working order.

{b} Pursuant to section 429.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the fumishings, each resident bedroom
or sleeping area must have at least the following

A0B4

A152
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furnishings:

clothes,
3. Adresser,

use.

be

environment.

The findings included:

1. Aclean, comfortable bed with a matiress no
fess 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

or other furniture designed for
storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or fioor
{amp, 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
event of an emergency.

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

{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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain a clean, safe, and homelike

During a facility tour conducted on at
1230 PM, the following issues were identified:

At the entrance of the facility at the sill of the
entrance door, a brown paper sheet was taped on
the tile floor with blue paint tape.

The extinguisher was observed on a smalt
cabinet placed at the haliway near the dining
room. The kitchen was demolished and there
were electrical outlets and wires left exposed on
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the walls surface. None of the electrical outlets
had protective covers.

The microwave was removed from the wall and
was placed on the countertop.

The air conditioning {(AC) vent in the kitchen
ceiling had no cover exposing its conduit.

The kitchen cabinets were removed with muitiple
holes observed on the wall. (Photographic
evidence obtained).

There are three bedrooms in the facility. Resident
#1 resided in Bedroom #2 and the light switch at
the entrance of the room had no protective cover.
The AC vent cover in bedroom #2 was missing.
The toitet seat in the main bathroom was not
secured (it wobbled). The electrical outlet in the
bathroom was not secured on the wail.
{Photographic evidence obtained.)

The Administrator reported on viaa
telephone call that he was in the process of
repainting and remodeling the house. He also
reported that he had two residents at the facility,
but one of them was leaving tomorrow, or on

and the other will be leaving socon. He
claimed that he was closing the facility and has
contacted the Agency to rescind his license.

Class Ili

A152
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