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408.821 Emergency management planning;
emergency operations; inactive license.-
(1} Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

plan must g a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the locat

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure 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.
(¢} 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

compl sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt 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 license may be issued to a
ficensee subject to this section when the provider
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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 ficensed,

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
license 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, Upen 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
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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 attempted record review and interview,
the facility failed to ensure a comprehensive
emergency management plan (CEMP) was
submitted to the county for review and followed
up on.

Findings included:

An attempted record review of the facility'’s proof
of CEMP submission, conducted on

revealed the facility had no evidence that their
CEMP had been submitted for review and
approval.

During an interview with the Administrator
conducted on at 10:08AM, the
Administrator revealed that the plan was
submitted in , and that the county was
now just waiting on her to submit payment.

Class Ili
Initial Comments.

A complaint survey (2024002184) in conjunction
with a ftoring visit was
at Anns House-Guif Haven Gulf Haven Inc. on

. Deficiencies were identified at the
time of the survey.

429.256(. ), 59A-36.008(3) Medication -
Assistance with Self-Admin

CZ830

A000

A052
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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
prefilied by the manufacturer are considered
medications in previously dispensed, 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 fifting 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 pouring the

p i p dose of ication into
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the dispensing cup of the
(4) Assistance with self-administration of
medication does not include:
{a) Mixing, , » 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

inistration of medications by any inj

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 . Lor L,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that prectude i judgment

on the part of the unficensed 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.
{6} i with the self- ini fon of

ication by an unli person as d ibed
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008
{3) ASSISTANCE WITH

A05B2
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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
tacitity 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 ieaving
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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 ensure proper assistance with
self-administration of medications by not
providing the medications within the scheduled
timeframe for one Residents (#3) of one sampled
resident.

Findings Included:

During an interview with Staff A {(an unficensed
Medication Technician), conducted at
09:25am, Staff A stated that Resident #3 had not

yet received his morning medications,

A medication observation record review for
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Resident #3, conducted on , revealed
that Resident #3's morning medications | '

. , and were signed as given
at 09:30am. The medications were due at
08:00am.

During an interview with the Administrator,
conducted at 11:32am, the

ini stated that ications were to be
given within one hour before or one hour after the
scheduled time.

Class i

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 inistration. 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 heaith care provider's telephone
number;
3. The name, strength, and directions for use of

A05B2
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each medication; and,
4. Achart for recording 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:
Based on observation, record review, and
interview, the facility failed to immediately update
medication observation records (MORs) and
count sheets immediately each time
medications were offered to three Residents (#1,
#2, and #3) of three sampled residents.
Furthermore, the facility failed to maintain MORs
with medication strength and directions of use for
one Residents (#3) of three sampled residents.

Findings Included:

During an observation with Staff A for Resident #1
and #2, conducted on at 09:15am,
Resident #1's . pilt pack had nine pills
in the pilf pack, At 09:16am, Resident #2's

. pilt pack had eleven pills in the pill

pack.

A review for Resident #1, conducted on
, revealed that Resident #1's

count sheet for P 0.5mg noted that

there were ten pills that remained in the pill pack.

A review for Resident #2, conducted on

, revealed that Resident #2's
count sheetfor ‘15mg noted that there
were twelve pills that remained in the pill pack.
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During an interview with Staff A, conducted on

at 09:17am, Staff A stated that she
had not signed Resident #1 and #2's
from the count logs. Steff A stated that
Resident #1 received his p 0.5mg at
about seven thirty this morning. Staff A stated that
Resident #2 received his 15mg at
about eight this morning.

A MORs review for Resident #1, conducted on
, revealed that Resident #1's MORs
had prescribed medications that were not
documented as given to the resident which
included but not limited to 10mg on
. ,and at
07:00am; ,
cand at 07:00am;
img on B
at 07:00am and on
and at 08:00pm;
25mg on .
at 7am and and
at 08:00pm; . 0.5mg on
. ,and at7am
and and at
08:00pm; 100mg on
,and at 7am and
and at 08:00pm; and Fish
Oit 1000mg on .
. ,and at

,and

12:00pm.

AMORs review for Resident #2, conducted on

, revealed that Resident #2's MORs
had prescribed medications that were not
documented as given to the resident which
included but not fimited to | 10mg on
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L and at 12:00pm;

. 20mg on f s
,and at 08:00am; and
20mg on s .

,and at 08:00am.

AMORs review for Resident #3, conducted on

, revealed that Resident #3's MORs
had prescribed medications that were not
documented as given to the resident which
included but not fimited to Chew,

. 125mg, and on

at 08:00am. Resident #3's MORs did not note the
dose of the resident’s prescribed | .
Resident #3's MORs did not note the dose and
the directions for use of the resident's prescribed

During an interview with the Administrator,
conducted on at 11:32am, the
Administrator agreed that Residents #1, #2, and
#3's MORs had medications that were not
documented as given to the residents. The
Administrator stated that the internet was down
on and the Medications Technicians
were unable to document residents medications
as given and that none of the staff had
documented medications as given on that day.

{photographic evidence obtained)

Class Il

59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.

A0B4
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{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, £.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 to the use of pill

i as i in ion (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
medication and any limitations must be specified;
for example, "as needed for, |, notto 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 facility 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
the resident’s health care provider. The new
directions must promptly be recorded in the
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resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist 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
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
(f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 485.0276(5), F.S., and
Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health 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 a container that bears a
{abel containing the following:
1. Practitioner’s name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h} Pursuant to Section 485.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident's health care
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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 record review and interview, the facility
failed to fill or refil prescriptions in a timely
manner and failed to notify the residents’ health
care provider that the resident did not receive
their medications as ordered for one Resident
{#1) of three sampled residents.

Findings Included:

A medication observation record review for
Resident #1, conducted on , revealed
that Resident #1 had medications that were
documented as not given due to 'awaiting refill’
which included , 10mg on 12024
at07:00am; 81mg on at
07:00am; . . 1mg on

at 07:00am; 25mg on

at 07:00am; . 100mg on

at 07:00am; and Fish Oif 1000mg on

and at 12:00pm.

During an interview with the Administrator,
conducted on at 11:32am, the
Administrator agreed that Resident #1 had
medications that were documented as not given
due to awaiting refilis. The Administrator was
unable to provide evidence that Residents #1's
heath care providers was netified that the
resident did not receive his medications as
prescribed.

{photographic evidence obtained)
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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. N

2. or , damage;

3. Permanent - H

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 facllity to a unit providing more
acute care due to 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 shali provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
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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 15
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report to
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 485 shall be
reviewed by the agency. The agency shall
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
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
$.456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciptinary action
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by the appropriate board, the agency shali report
this fact to such regutatory 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 two, one-and fifteen-day adverse
incident reports for two Residents (#6 and #6)
and one former Resident (#7) of three sampled
residents that had adverse incidents.

Findings Included:

Areview of former Resident #7's in-house
incident report, conducted on B
revealed that Resident #7 beat up Resident #8 on

at 06:00pm, The facility staff called
{aw enforcement. During the law enforcement
investigation, Resident #7 was . There
was no evidence that Residents #7 and #8's
primary care providers and next of kin were
notified. There was no evidence that staff notified
the hotline for resident-to-resident .
There was no evidence that the facility submitted
an adverse incident report to the Agency. The
incident report was signed as reviewed by the
Administrator eight days later on at
09:00pm.

Areview of Resident #5's in-house incident
report, conducted on , revealed that
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Resident #5 had vacated the premises and
unable to be located by staff on at
06:15am. Resident #5 did not return for breakfast
and funch. The facility staff called law
enforcement at 01:00pm. There was no evidence
that Resident #5's primary care provider and next
of kin were notified. There were no steps taken to
prevent re-occurrence noted. There was no
evidence that the facility submitted an adverse
incident report fo the Agency. There was no
evidence that the administrator bad reviewed the
incident report.

Areview of Resident #6's in-house incident
report, conducted on , revealed that
on staff had checked Resident #6's
room upon arrival to their shift (the shift and time
was not noted). Resident #6 was not in his bed.
Staff notified law enforcement (the time was not
noted). Law enforcement found Resident #6 ata
iocal hospital {the day and time was not noted).
There was no evidence that Resident #6's
primary care provider and next of kin were
notified. There were no steps taken to prevent
re-occurrence noted. There was no evidence that
the facility submitted an adverse incident report to
the Agency.

During an interview with the Administrator,
conducted on at 10:07am, the
Administrator stated that Resident #6 returned to
the facifity the next day after he went missing.
The Administrator agreed that the facility did not
submit an adverse incident report fo the Agency
for Residents #5, #6, and #7's adverse incidents.

{photographic evidence obtained)
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