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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-

{1) Alicensee required by authorizing statutes and
agency rule to have a comprehensive emergency
management plan must designate a safety liaison
to serve as the primary contact for emergency
operations. Such ficensee shall submit its

compl wsive emergency plan to
the focal emergency management agency, county
health department, or Department of Health as
follows:

{a) Submit the plan within 30 days after initial
ticensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.

{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.

{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.

{d) Notify the agency within 30 days after approval
of its plan by the local emergency management
agency, county health department, or Department
of Health.

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

comp 1sive emergency plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo all clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the recelving
and sending providers.
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Continued From page 1

(3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:
1. Suffered damage 1o its operation during the
state of emergency.
2. Is currently licensed.
3. Does not have a provisional license.
4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.
(b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers and
appropriate licensure fees. Upon agency approval,
the ficensee shall notify clients of any necessary
discharge or transfer as required by authorizing
statutes or applicable rules. The beginning of the
inactive licensure period shalt be the date the
provider ceases operations. The end of the inactive
period shall become the license expiration date,
and all licensure fees must be current, must be
paid in full, and may be prorated. Reactivation of
an inactive license requires the prior approvat by
the agency of a renewal application, including
payment of licensure fees and agency inspections
icati with all requil of this
part and applicable rules and statutes.
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Continued From page 2

(4). . Licensees providing residential or inpatient
services must utilize an online database approved
by the agency to report information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to review their Comprehensive Emergency
Management Plan (CEMP) and submit it to the
tocal reviewing agency annually.

Findings included:

A review of the facility's latest CEMP approval
fetter, issued by the local reviewing agency, was.
dated . (Photographic evidence
cbtained)

During an interview conducted on at

6:51am, the Administrator confirmed that the

facility had not review their Comprehensive

Emergency Management Plan {CEMP) or submit

it to the local reviewing agency annually. The

Administrator stated, "l don't have an approved
EMP."

Class Ill

Initial Comments

A complaint investigation (#2022008112,
#2022008638 and #2022008633) was °

at Weinburg Village. Deficiencies were
identified at the time of the survey.
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429.256(  ); 59A-36.008(3) Medication -
Assistance with Seff-Admin

429.256
{3} Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labefed
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph. an
syringe that is prefilled with the proper
dosage by a pharmacist and an that is
prefilled by the manufacturer are considered
medications in previously dispensed, properly
iabeled containers.
{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 oralfly
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 oraf 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

A052

removing the cap of a . opening the unit
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dose of solution, and pouring the

p dose of ication into

the dispensing cup of the .
(4) Assistance with self-administration of
medication does not include:
(a} Mixing, s » converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medicalion or breaking a scored tablet or crushing
a tablet as prescribed.
(b) The preparation of syringes for injection or the

inistration of medications by any inj

route.
(c) Administration of medications by way of a tube
insertedina  , of the body.
(d) Administration of , preparations.
(e} The use of irrigations or debriding agents used
in the treatment of a skin condition,
(f) Assisting with . Jor
preparations.
(g) Assisting with medications ordered by the
physician or health care professional with
orescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude 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.
5) i with the self- ini ion of

i by an uni person as d ibed
in this section shall not be considered
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Continued From page 5

administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH SELF-ADMINISTRATION.
(a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FA.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, 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.

() In order to facifitate 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
heaith care provider and documented in the
resident’s record.

(e) When a resident who receives assistance with
medicalion is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

A05B2
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Continued From page 6

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medicalion container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
erganizer pursuant to the requirements of
subsection (2), and given fo the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. i may be 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,
(9) As used in Section 429,256(4)(h), F.S., the
terms "judgment” and "discretion" mean

preting vital signs and luating or assessing
a resident's condition.
(h) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the Facility
failed to ensure proper assistance with
self-administration of medications for four
(Residents #7, #8, #9 and #10) of four sampled
residents that required assistance with
self-administration of medication.

A05B2

Findings Included:
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Continued From page 7

In an observation conducted in the memory care
uniton at 5:18am there were four clear
ion cups inis and
individual pills sitting on top of the medication cart
in the medication room. There was no medication

technician nearby, one .

resident up ambuiating in the hallway outside the
office, and 4 residents sitting up in the common
area.

In an interview with the Medication Technician
conducted on at 5:25am she said the
medications were in cups on top of the medication
cart because "} was about to pass them out. | am
not supposed to pull pills if not in front of
residents, but | do this on memory care. | don't do
it everyday, but today | was about to pass them
cut. | was getting ready to do it. {am the
medication technician for the whole building at
night. They do not train us to do it this way. They
have not said anything aboul not doing it but | am
aware that | am to pull medications in each room,
and explain to residents what | am going to give
them."

In an interview with the Director of Nursing
conducted on at 9:30am she stated that
the staff should "pult one, pass one.” She stated
the staff should never pre-pour medications and
that everyone knows that."

Photographic Evidence Obtained

Class Il
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Continued From page 8

59A-36.008(5) FAC Medication - Records

(5) MEDICATION RECORDS.
(a) For residents who use a pill organizer managed
in subsection {2), the facility must keep either the
criginal labeled medication container; or a
medication listing with the prescription 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
with self ini ion of i

or
cbservation 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,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals o take

ion as pi , or errors.

(c) For medications that serve as chemical

. the facifity must, pursuant to Section
429.41, F.S._, maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the Facility failed to failed to administer
medications as documented and pre-dated
medications on the Medication Observation

A0B4
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Continued From page 9

Records (MORs) for four (Resident #7, #8, #0 and
#10) of four sampled residents.

Findings Included:

In an observation conducted on the memory care
uniton at 5:32am Staff A came out of
kitchen with four clear medication cups containing
a pill sitting in applesauce, all in a single white
Styrofoam bowl covered with another Styrofoam
bowl to distribute medications to Resident #7,
Resident #8, Resident #9 and Resident #10,
Surveyor informed Staff A that she could not

inister the pre-pulled medications.
Medication Technician left the unit at 5:34am to go
answer the facility front door and was not observed
returning fo the unit until after 7:00am,

Areview of the MOR for Residents #7, #8, #9 and
#10 conducted on revealed 6:00am
medications marked as being administered before
the medication technician had returned to the
memory care unit, after surveyor had her discard
the pre-pulied medication.

In an interview with the Director of Nursing on
at 9:30am she stated "they should be

signing the MORs when they pass the
medications.”

Photographic evidence obtained

Class Il
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Continued From page 10

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

(8) MEDICATION STORAGE AND DISPOSAL.
(a} In order o 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
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
i

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 and dos

by the heaith care provider to be hazardous if kept
in the personal possession of the person for whom
itis 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
ohysical 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 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.A.C.

ADBS

A0BS
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(c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
tocked storage receplacle, room, o area at alf
times;
2. Located in an area free of dampness and
, except that a

requiring refrigeration must be kept
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
pili- i , assisting with self- i ion of

ication, or i i 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 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
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abandoned and may disposed of in accordance
with paragraph (f).
(f) Medications 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 2
opharmacist for disposal or may be destroyed by
the administrator or designee with one witness.
(9) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retum
drugs to the
pharmacy pursuant to Rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the Facility
failed to keep medications on the memory care
unit locked and secured at all times.

Findings Included:

An observation conducted on the Memory Care
Uniton at 5:18am revealed an ajar
door to the medication room with the keys in the
door, and four clear cups of medication in
applesauce sitting on top of the medication cart.
The Medication Technician returned to the unit and
handed the keys to housekeeping Staff B before
teaving the unit, and later returning at 5:25am and
asking to have the keys from Staff B.

In an interview with Staff A conducted on

at 5:25am she stated the keys were in
the door when she was not there because
“somelimes the girls need to get something in
there."
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In an interview conducted with Director of Nursing
on at 9:30am she stated the key
should be with the nurse or medication technician
at all times, and the door should be locked 1o the
medication room.
Photo Evidence Obtained.
Class Ill
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