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Initial Comments.

A second revisit to a biennial survey was
conducted at South Deering Retirement Home on

. Deficiencies were identified at the
time of the survey.

429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-
{1) Any assisted living facility in which the agency
has documented a class | or class |1 deficiency or
uncorrected class Il deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

ion in response o a int, shall, i
addition 1o or as an alternative to any penames
imposed under s. 429.19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or & registered or
ficensed dietitian, as applicable. The consultant
shail, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.
{2) A corrective action ptan for defucxenc!es
related to assistance with the self- i
of i or the ini ion of
must be developed and implemented by the
facitity within 48 hours after nofification of such
deficiency, or sooner if the deficiency is
determined by the agency o be life-threatening.

58A-5.033(3)

{3) EMPLOYMENT OF A CONSULTANT.

(a) Medication Deficiencies.

1. faclass §, class Il, or uncorrected class il
deficiency directly relating to facifity medication

A 000}

{A058}
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Continued From page 1

practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
nofify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant fo Section 465.0125, F.S., or
registered nurse as determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or |l deficiency and within 14 working days
of the notice of an uncorrected class Ili
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
nofification by the consultant and facifity
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to obtain the services of a licensed
pharmacist or a registered nurse to provide onsite
consulting services due to an uncorrected Class
Iit medication deficiency,

Findings included:
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be corrected by

A review of facility records revealed that during a
biennial survey dated
with assistance with self-administration of
medication was identified. Further review of
facility records showed that the deficiency was to

a deficiency

Areview of facility records showed that during a
revisit to a biennial survey dated the
facility failed to correct the deficiency with

with

Interviewed on

Class Il
Uncorrected

$8=F | Environ/Other

waorking order.

of

at 8:35 AM when

asked for documentation of the consuiting
services of a pharmacist or registered nurse the
Owner stated that the facility had not

or made arrangements with a licensed
pharmacist or a registered nurse to provide
consulting services. She stated, "I thought that |
just had to take the training again.”

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

{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 maintained in good

{b} Pursuant to section 428.27, F.S., residents
must be given the option of using their own

A152
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belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. fto ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, 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

use.

(e} Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facitity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to provide a safe living
environment maintained free of hazards and
ensure that all existing architectural, mechanical,
electrical, and structural systems, and
appurtenance are maintained on geod working
order.

Findings included:

Observation on at 8:20 AM showed &
broken finen closet bifold door in the hallway,
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broken cabinet doors, a broken toilet paper holder
and a rusty handrail in the bathroom inside
resident # (Photographic evidence
obtained)

Observation on at 8:35 AM showed
the patio area that's accessible to residents, with
construction materials, roof tites, tools, old
furniture, a metal bed frame, paint cans, metal
hurricane shutter panels and garden tools were
strewn across the terrace, an electricat extension
cord laid on the ground from the terrace to the
patio shed and a plastic pond full of green water.
(Photographic evidence obtained)

Interviewed on at 8:45 AM,
concerning the resident patio area, the Owner
stated that the residents used the terrace and the
patio areas. She stated, "They like to smoke
here.”

Interviewed on at 10:30 AM, the
Owner stated the physical plant concerns would
be corrected.

Class Il
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