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AQCQ] Initial Comments

An unannounced change of ownership, bed
increase, limited nursing services, emergency
power plan monitering, and visitation form survey
was conducted on through ,at
The Opal at Lakes Park, an assisted fiving facility
in Fort Myers, Florida.

The following Is a description of the deficiencies.

A052| 429.256(. .); 59A-36.008(3) Medication -
88=D | Assistance with Self-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
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
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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
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
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
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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
SELF-ADMINISTRATION.

{a) Any unficensed 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, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.256, F.8.
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 faciiitate 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
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resident's record.

prescribed:

or

(e} When a resident who receives assistance with
medication is away from the facllity and from
tacitity staff, the following options are available to
enable the resident 1o take medication as

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
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,

4. icat may be i and

dose packaging.

dispensed in an easier to use form, such as unit

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S,

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

medication.

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

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility faited to orally advise residents
of the medication dose, and name, for 2
{Residents #2 and #11) of 2 residents reviewed
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who needed assistance with self-administration of
medications.

The findings included:

Record review of the Health Assessment Form
1823 for Resident #2 dated , revealed
Resident #2 needed assistance with
self-administration of medication , requiring staff
to orally advise the resident of the names and
doses of the medications they were assisting
with.

Record review of the Health Assessment Form
1823 for Resident #11 dated revealed
Resident #11 needed assistance with
self-administration of medication , requiring staff
to orally advise the resident of the names and
doses of the medication they were assisting with.

On at 8:37 a.m., observed Licensed
Practical Nurse (LPN) Staff A assist with
medications for Resident #2. Staff A prepared the
medications in the Wellness Center room,
removing alt tablets from the original packaging
and placing them in the plastic medicine cup.
Resident #2 was sitting at a small table outside of
the Wellness Center room. Staff A handed the
medicine cup to Resident #2, and the resident
swallowed the medication. Staff A did not tell
{orally advise) Resident #2 the names of the
medicine or the doses.

On at 8:47 a.m. observed Staff A assist
with medications for Resident #11. StaffA
prepared the medications in the Weliness Center
room, removing all tablets from the original
packaging and placing them in the plastic
medicine cup. Staff Awalked from the Weliness
Center room down the hall to Resident #11's
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bedroom. Resident #11 asked what medications
were in the cup. Staff A told the resident the
names of the medication. Staff A did not teli
{orally advise) Resident #11 the dosages of the
medicines in the cup.

On at 4:03 p.m,, during an interview with
Staff A, she said she does not tell {orally advise}
the residents the dosages of the medicine, and a
fot of times she does not tell residents the names,
because most residents already know what they
are taking. Staff A said Resident #2 would not
know what medications she is taking, so she did
not tell her the medicine names or doses. Staff A
said Resident #11 always wants to know what
medicine is in the cup, so she tells the resident
the names, but she does not tell the resident the
dosage.

On at 8:29 a.m., during an interview the
Wellness Director LPN, said LPNs are not
required to orally advise residents of names and
dosages of medication during assistance with
seif-administration. The Weliness Director said
L.PNs perform "medication administration.” She
said there are no residents with signed waivers
precluding the facility from orally advising the
resident of the names and dosages of the
medications while assisting with medication
seif-administration.

Class Ili

59A-36.022(2) FAC LNS - Resident Care
Standards

{2) RESIDENT CARE STANDARDS.
{a) A resident receiving limited nursing services in
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a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in Rule 59A-36.006, F.A.C.

{b} In accordance with Rule 59A-36.010, FAC.,
the facifity must employ sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided,

{c} Limited nursing services may only be provided
as authorized by a health care practitioner's
order, a copy of which must be maintained in the
resident’s file.

{d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
or aurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner, The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files.

(e} The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to employ or contract with a registered
nurse (RN) or Advanced Practice Registered
Nurse (APRN) to provide services for monthly
assessments for Limited Nursing Services (LNS)
ficense for 1 resident (#12) of 3 records reviewed
for LNS,

The findings included:
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a.m. and remove p.m.

assessments for LNS

On at12:55p

LNS is employed with

assessments.

Review of the policy submitted by the facility, (b}
...the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
{imited nursing services based on the number of
such residents and the type of nursing service to
be provided. (d) Facilities licensed to provide
fimited nursing services must employ or contract
with a nurse(s) who must be available to provide
such services as needed by residents.

Review of the facility license revealed an Assisted
Living Facility (ALF) with an LNS license.

Review of the facility Staff List revealed there
were 3 Licensed Practical Nurses with clear and
active licenses working at the facility.

Record review for Resident #12 revealed a

physician’s order dated : Change LNS
order; Apply left . brace and left brace

Review of the LNS logbook revealed monthly

Services from the Advance

Practice Registered Nurse (APRN) on H

B : sand

.m. The administrator said

the APRN who does the monthly assessments for

the Rizzi Group.

There is no separate contract for the APRN, and
the facility does not pay the APRN for the LNS

On at 1:56 p.m., during a telephone
interview, the APRN said she assessed Resident
#12 monthiy while on LNS. She said she is

sub- through Rizzi to see
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residents at the facility. She said she bilis by
sending the bill to the Rizzi billing
department, and then itis sent to insurance or
Medicare or Medicaid. She said she bills for her
time to write and visit for the assessment. She
said the facility does not pay her to do the
monthly assessments for LNS. She said she is
assessing Resident #12 for being the primary
care physician and then just giving it to the
facifity. Resident #12's insurance is getting billed
for the regular assessment not the LNS
assessment. She said she never signed a
contract with the facility and is not paid by the
facility to do the monthly assessments.

On at 2:06 p.m. The administrator said
they are going to renew the LNS license and
there is no charge for the LNS, and the
assessments are monthly by the APRN, She said
Rizzi Group pays the APRN and then
Rizzi group bills the insurance.

Class Ili
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