Agency for Health Care

PRINTED: 11/07/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11968413

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/06/2022

NAME OF PROVIDER OR SUPPLIER

THE ROSE GARDEN OF ORLANDO

STREET ADDRESS, CITY, STATE, ZIP CODE

9309 S ORANGE BLOSSOM TRAIL

ORLANDO,

FL 32837

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

A 056
88=D

59A-38.008(7) FAC Medication - Labeling and
Orders

{7} MEDICATION LABELING AND ORDERS.
(a) The facility may not store prescription drugs
for seif-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 fo the use of pill
organizers as ibed in on (2), no
individual other than a pharmacist may transfer
medications from one storage container to
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 ified;
for example, "as needed for .., not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained 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 facllity 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
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the resident’s health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facitity may then obtain a revised label from the
pharmagcist 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
orovider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f} The facility must make every reasonabie effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication ins 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:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
6. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 465.0276(2)(c), F.S.,
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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.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to make every
reasonable effort to ensure that prescriptions for
residents who receive assistance with
{f-administration of medication or
administration are filled or refitled in a timely
manner for 1 of 6 sampled residents (#6).

Findings:

On at 10:25am in an interview with
resident #6 she said she has not had any issues
with medication except her patch was
not available and was past due to be changed.
She said it was last changed on and s
ordered weekly. Resident #6 lifted her shirt
sleeve to reveal a patch on her upper
right arm dated

On a record review revealed resident #6
arrived at the facility on after being
evacuated from Rose Garden Ft. Myers. Her
diagnoses included '
. v , hyponatremia,
deficiency, and . Her medication list
was reviewed and revealed an order for
0.3mglday patch to be applied every Sunday.

On at 2:15pm during an interview with
staff H, she confirmed resident #6 did have a
patch ordered weekly, according to her

A058
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available.
On at 4pm in an interview with the DON,
she confirmed was not available for
resident #6. She could not provide any
documentation the facility attempted to refill the
medication.
Class i
A152| 59A-36.014(3) FAC Physical Plant - Safe Living A152

$8=D| 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 roaintained 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

furnishings:

1. A clean, comfortable bed with a mattress 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. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,

5. A comfortable chair, if requested.
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{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
use.

{e) Facifities 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
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment by
using furniture such as chairs, couches, and
tables to and confine the Ft. Myers evacuee
resident’s availability and not freely to go to other
areas in the facility.

Findings:

Observation on at 10:30 AM, a wicker
couch with a cushion and a leather couch
blocking the evacuee residents from being able to
freely walk around other areas of the facility on
the 1st floor. The two couches were blocking the
entrance and exit located in front of the dining
room and two small glass tables were blocking
the entry way located near the front lobby.

The evacuee residents were confined from
moving around the facility. They were confined
only to the baliroom area (where they slept) and
the dining room area.

{Photographic Evidence Obtained)

On at 10:33 AM, an interview with the

A152
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Continued From page 5

confirmed the finding and stated that the owner
instructed her that this was the area the evacuee
residents was to stay and not go anywhere eise.
She further stated that sometimes the facility was
not to welcoming to them, the bare minimum was
offered such as shelter and food. None of the
facliity's staff assisted with the evacuee residents.

On at 9:45 AM., a group of residents
was seen siiting and ambulating in a common
area located outside of the first floor dining room.
The area they were in was closed in by furniture
and an egress door in the same area was
blocked by a table. When the surveyor asked the
administrator why the residents were restrained in
that area, she said because those residents were
evacuees from a memory care unit and the
furniture was used to prevent the residents from
escaping.

Class i

59A-36.015(1) FAC Records - Facility

The facifity must maintain required records in a
manner that makes such records readify available
at the licensee's physical address for review by a
tegally authorized entity, if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.

A152
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{b} An up-to-date admission and discharge fog
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha s and,
2. Date of discharge, reason ior discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to retum pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

(c) Alog listing the names of alf temporary
emergency placement and respite care residents
if not included on the [og described in paragraph
(b).

(d} The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility’s liability insurance poticy required
in rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.
{h) If the facility advertises that ut provtdes speciat
care for persons with or
related .acopyof all such facility
advertisements as required by section 429.177,
F.8.

A180
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{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007. F.AC.
{j) Al food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.8,, and chapter 64E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to maintain an annual satisfactory
fire inspection.

A180
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Findings:

Review of the results of an anmual-state licensed
fire i ion revealed it was on
and that the facility failed the inspection.

Review of the results of a reinspection that was
conducted on revealed the facility failed
the reinspection.

Review of the results of a second reinspection
that was conducted on revealed the
facitity failed the second reinspection.

On at 2:45 P.M., the administrator
confirmed the findings.

Class Il

©Z830) 408.821 FS Emergency Management Planning ©z830
88=D
408.821 Emergency management planning;
emergency operations; inactive license.-
(1) Alicensee required by authorizing stalutes
and agency rule to have a comprehensive

plan must ig a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency
mar plan to the local
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.
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{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 ali 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
receiving and sending providers.

{3){a} An inactive ficense 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 to 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 ficensee 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

AHCA Form 3020-0001
STATE FORM

o NSI311

f continuation sheet 10 of 22



Agency for Health Care

PRINTED: 11/07/2022

FORM APPROVED

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

AL11968413

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

10/06/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9309 S ORANGE BLOSSOM TRAIL

THE ROSE GARDEN OF ORLANDO

ORLANDO,

FL 32837

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

CZ830

Continued From page 10

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 licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall 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 approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{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 the facility's documentation review and
interview, the facility failed to submita

i Plan

{CEMP) annually to the local emergency
management agency as required.

Findings:

Acreview of the last submitted CEMP dated

{last year}, and there was no
documented evidence that the CEMP was
subrmnitted for 2022.

CZ830
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Continued From page 11

{Photographic Evidence Obtained)

On at 3 PM, an interview with the
Owner confirmed the findings.

Class Il
Initiat Comments

Complaint investigations #2022014714 &
2022014755 were conducted at The Rose
Garden of Orlando on - The
facility had deficiencies at the tnme of the survey.

59A-36.004 FAC Licensure - Requirements

59A-36.004 License Requirements.
{1} SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which itis
ficensed to provide.
{2} CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approvat from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C,, as well as
ion of i with i fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance

CZ830
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with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 59A-36.008, F.AC.

(4) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buiidings
included under a single license must be on
contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include additi i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part 1, 429, Part |, F.S. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

{5) PROCF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
iater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Chapter 408,
part #, and Section 429.14, F.$., and rule
Chapter 39A-35, F.A.C.

{8) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on review of the website facility
healthfinder.gov and interviews, the facility failed
to obtain prior approval from the Agency Field

A0O4

Office prior to converting a secured building that

AHCA Form 3
STATE FORM

20-0007

s

NSI311

f continuation sheet 13 of 22




Agency for Health Care

PRINTED: 11/07/2022

FORM APPROVED

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

AL11968413

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/06/2022

NAME OF PROVIDER OR SUPPLIER

THE ROSE GARDEN OF ORLANDO

STREET ADDRESS, CITY, STATE, ZIP CODE

9309 S ORANGE BLOSSOM TRAIL

ORLANDO,

FL 32837

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

A004

A052
88=D

Continued From page 13

was designated to house memory
residents to one that would not.

Findings:

Review of the website facility healthfinder.gov
revealed the facility indicated to the licensing
Agency that it offered memory care special
programs and services.

During an interview with the assistant
administrator on at 9:30 AM. she said
that the secured memory care building was
changed during 10 one in which
memory care residents no longer lived due to the
facitity no longer offering those services.

During an interview with the facility owner on

at 1:18 P.M. he said the decision to
change the memory care building to traditional
assisted living was made "a couple of months
ago" and that all the memory care residents were
transferred to other facilities. He said that he did
not inform the Agency of the change because he
did not know that he had to.

class il

429.256(. .); 59A-36.008(3) Medication -
Assistance with Seli-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
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 .. thatis

A0O4

A052
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prefilled by the manufacturer are considered
ications in previously di properly
tabeled 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 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
oF 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 pouring the
i 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
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

A05B2
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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 treatment of a skin condition.
{f} Assisting with . ,or
preparations.
(g} Assisting with medications ordered by the
physiclan or heaith care professional with
prescriptive 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) Assi: with the self-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008
(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any uniicensed person providing assistance
with seff-administration of medication must be
. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with

i i ications in with
procedures described in Section 429.256, F.S.

A05B2
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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
facility staff, the following options are available to
enable the resident fo take medication as
prescribed:

1. The health care provider may prescribe a
medication schedute 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 leaving
the facifity, 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 to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. may be ( and
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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 420.256(4), F.S.
(g) As used in Section 429.256(4)(n), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and juating or
assessing a resident's condition.
(h) Al 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 observations, record reviews, and
interview, the facility failed to ensure the
unlicensed staff, who assisted 1 of 1 sampled
resident with medications, followed the correct
procedures (#10).

Findings:

Observations made during a medication pass for
resident #10 on at 8:55 AM. revealed
med tech J sanitized her then unfocked the
med cart. She removed a tube of
cream, a bottle of Olopatadine ., ...anda
bottle of spray. She then removed
a bubble med package and multi-dose packages.
While standing at the cart, she poured all the oraf
medications into a cup then took the cup, along
with the cream, |, . .and spray, o the
resident's room. She identified the resident by
name then said the name of each med aloud.
The resident took the oral meds without help. The
med tech then donned gloves and placed one

. ineach of the resident's , . The resident
self-administered the spray. The med tech
AHCA Form 3020-0001
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rubbed the cream on each of the resident's

Med tech J did not, while in the presence of the
resident, remove the prescribed amount of orat
medications from the packages then pour them
into the cup, as required.

In addition, review of the resident's
Medication Observation Record (MOR) reveated
the Olopatadine , . directions for use was
to apply one drop in the affected

Immediately following the med pass, med tech J
confirmed she did not prepare the meds in the
resident’s presence. When asked by the surveyor
how she determined to place one drop of
medicine intc each of the resident's ., . . when
the order instructed "in the affected , ", she
replied "we just know he gets it in both

Class Ili

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 original labeled medication container;
ora ication listing with the iptit
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
ications or medication inistrati
medication observation record must be

A05B2
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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 recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., 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:
on record reviews and

interviews, the facility failed to ensure the
medication observation record (MOR) was
updated each time a medication was offered or
administered to 4 of 5 residents who received

with self- ini ion of icati
(1, #2, #3 & #6).

Findings:

Review of resident #2's medication list revealed
he was prescribed the following medications:

Feosol Bifera
Florastor

A0B4
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D-3
Vitron-C

The documents provided for resident #2 did not
include a MOR to indicate the resident received
those medications.

On at 12:05 P.M., nurse C said resident
#2 was given all his medications, but it was not
charted on a MOR when he did.

2. Inreview of resident#3's physician orders for
medications, it revealed the following information:

10 mg 1 tab daily, .
100mg 1 capsule 2 x per day,
12.5mg 1 tab daily,

25 mg 1 tab daily, Tart 25
mg 1 tab daily, Probiotic formula 250 mg 1 tab
daily, D-3 2,000 Unit 1 tab daily and

20 mg 1 tab daily. An additional request
was made to review the medication order record
{MORs). The facility had no documentation of
resident #3's MORs to determine if the resident
received her medications daily.
Photo evidence provided.
3. On at 10:25am in an interview with
resident #6 she said the staff assist her with her
medications.

Resident #6 record review revealed she arrived at
the fagility on after being evacuated from
Rose Garden Ft. Myers. Her diagnoses included

A0B4
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hyponatremia, deficiency, and

Review of her medication fist revealed her
medications included s PN
, . . and cranberry. Her record
did not include a Medication Observation Record
{MOR),

On at 2:15pm in an interview with staff H
she said, resident #6 did not have a MOR that
was updated each time a medication was offered
or administered. She only had a list of her
medications.

4. Resident #1 was identified as one of the Ft.
Myers evacuee residents that came on
. Reviewed the Medication Observation

Record (MORs) for but there was.
0o MORs for s and
A physician order dated listed that

resident #1 was to take 1 tablet at bedtime
20mg at bedtime. There was no
documented evidence that 20mg was
given to resident #1 at bedtime on f
and

{Photographic Evidence Obtained)
On at 1 PM, an interview with the
Director of Nursing (DON) from Ft. Myers

confirmed the findings.

Class Il
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