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Initial Comments.

Aweliness monitoring visit was conducted at Park
Place Assisted Living Inc on on to

. Deficiencies were identified at the time
of the survey.

58A-36.008(5) FAC Medication - Records

{6} 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 pl 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 self-administration of
or
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,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ion 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.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up- to- date and accurate
Medication Observation Record (MOR) for one
out of four sampled residents (Resident #1).
Finding include:
A review of Resident #1 MOR for it
showed that the resident was receiving

70mg take one tablet every 7 days. A
review of the Merk Manual, it showed that

70mg weekly tablet is used to treat

Areview of Resident #1 Observation Notes dated
, it showed that Resident #1 was
today from the ilitation Hospital.
The discharge report made some changes to the
resident medication regime.

Areview of the Reslident #1 Rehabilitation
Hospital Report dated , it showed that

70mg was not listed in the discharge
medication list.

Acreview of Resident #1 MOR for Lt
showed that 70mg take one tablet
every 7 days was listed in the MOR as an
activefcurrent medication. As of ,the
resident has not received single dose of the
medication.

In an interview with Staff A on at 12:54
PM, the staff stated that when the resident was
discharge from the Rehabilitation Hospital

, the medication { }was not
included in the discharge medication list.
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Continued From page 2

Areview of Resident #1 Record showed that
there was no documentation between the facility
and the resident primary care provider regarding
whether to continue or discontinue the
medication.

Class Il

429.23( & ) FS Risk Mgmt & QA

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements .-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports, For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1 B

2. or .,
3. Permanent ;
4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the fransfer of the
resident from the facility to a unit providing more

damage;
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acute care due fo the incident rather than the
resident’s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency’s online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report fo
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation into the adverse
incident.

{6) . neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shail
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
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determine whether it potentiafty involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonabie belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such reguiatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit a prefiminary adverse incident
report to the agency within one business day after
the occutrence of an adverse incident and to
submit a full report to the agency within 15
business days for one out of four sampled
residents (Resident #1).

Finding include:

A review of Resident #1 Observation Notes dated

, the staff reported that Resident #1 was
observed with _ontheleft . The
resident was complaining of acute , inthe
area. The resident primary care provider was
notified and the resident was transferred to the
iocal hospital.
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A review of Resident #1 Hospital Record dated
, the record showed that the resident

was diagnosed with & Left .

In an interview with Staff A on at 1:19

PM, Staff A stated that the resident did not at

the facility. She also stated that no adverse

incident report was file with the agency.

A review of AIRS (Agency Incident Reporting

System) on . the facility last reported

adverse incident was on .
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