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A000; Initial Comments A 000

A complaint investigation #20240129278 and
generator monitoring was conducted at
Harborchase of Dr. Phillips on . The
facifity had deficiencies at the time of the survey.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D! Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mentat health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., Is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or {¢),
F.A.C., must be generally aware of the location of
all residents assessed-at high risk for elopement
at all times,

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
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The facility's file must contain the resident’s photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement,

{c) Facility Resident Elopement Drills, The facitity
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation and record reviews the
facility failed to have photo identification of at
risk-residents for 1 of 2 sampled residents on file
that is accessible to staff and law enforcement.

Findings:

A review of Resident #1 record revealed an

admission date . An original
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1823 Health Assessment Form
identified the resident as an elopement risk.
Further review of Resident #1's record did not
reveal a photo |D was included in his file.

Afacility note on at 10:05 AM read,
"continue to observe for ., behaviors.”

On at 10:27 AM, the Power of
Attorney (POA) of Resident #1 stated, he moved
into the facifity due to his . athome"

On at3:10 PM, an ID was
observed on Resident #1's right which
included his name, facility's name and address.
The resident was unable to answer when asked if
the staff checks daily for his ID

{photographic evidence obtained)

Class HHl

A052 429.256( ); 59A-36.008(3) Medication - A052
$8=0 Assistance with Self-Admin

429.256
{3) Assistarnice with seif-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefitted by the manufacturer are considered

icati in previ i properly
labeled containers.
{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
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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 o 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

or her B

{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 p dose of ication into
the dispensing cup of the
{4) Assistance with seif-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 ina , of the body.

{d} Administration of | preparations.

{e) The use of irrigations or debriding agents
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used in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo 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
adrainistration, 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) i with the self- i ion of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 485.003.

B59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION,

{a) Any unlicensed 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.AC., and
must be avaifable to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, 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
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1o take medications as prescribed.

{¢) 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 o 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 leaving
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 i and
dispensed in an easier (o use form, such as unit
dose packaging.

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

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

i ing vital signs and ing or

assessing a resident's condition.

{1) All frained staff must adhere to the facility's
control poficy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, Medication Observation
Record {MORs) review and interview, the facility
failed to properly assist with seif-administration of
medications by Uniicensed caregiver B for 1 of 1
sampled resident {1} as required.

Findings:

An observation on at 11:36 AM, (2 and
half hours late) Unlicensed caregiver B did not
properly assist medications to resident #1,
Unlicensed caregiver B did not read each
medications out loud given in a small cup fo
resident #1 for the following below:

a) , 2.5 milligrams (mg) take one tablet by
twice daily in the morning and evening.

D) . 25mg take one tablet {12.5mg)
twice daily by with food in the morning and
evening.

c) 2.5mg take one tablet by

once daily in the morning if . is less
than 90 , less than 60 diastolic; and

d) , 25mg take one tablet by

twice daily in the morning and evening.

Resident #1 did not get his Rosuvastatin 40mg, 1
tablet by once daily in the morning and
Preservation Areds, 1 capsule by twice

daily in the morning and evening. Both
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medications were available in Med Cart B today

Resident #1 record review revealed admission

date . The last 1823 Health
Assessment dated listed the medical
history of . fainting, Atheros
losis, i and

. .. ,.Hehassome , hard
of hearing and vision | . He needs
assistance with activities of daily living {ADLs}
with .- Supervision with ambulation,

bathing, toileting and transferring. Independent
with eating and grooming. He ambulates with a
walker and needs assistance with
self-administration of medications.

On at 11:40 AM, an interview with
Unlicensed caregiver B was asked why he didn't
read the medications out foud to resident #1 as
required? Unlicensed caregiver B apologized
immediately and said he forgot.

On at 12:45 PM, an interview with the
Director of Resident Care confirmed the findings.

{Photographic Evidence Obtained)

Class 1l

A 054 50A-36.008(5) FAC Medication - Records A054
§8=D
{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 ipti

number, the name and address of the issuing
pharmacy, the health care provider's name, the

AHCA Form 3020-0001
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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
medications or medication administration. 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 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

ication as ibed, or 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
physician's annual evaluation 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 maintain a daily
Medication Observation Record {MORs) for 1 of 1
sampled resident {1} as required.

Findings:

An cbservation on at 11:36 AM, the
Unlicensed caregiver B wrote on a paper
Medication Observation Record {MORs) that he
self- administration of medications to resident #1
for the following below:
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a) , 2.5 milligrams (mg) take one tablet by
twice daily in the morning and evening.

D) .\ 25mg take one tablet {12.5mg}
twice daily by with food in the morning and
evening.

c) 2.5mg take one tablet by

once daily in the morning i , is less
than 90 | . less than 860 diastolic; and

d) N 25mg take one tablet by

twice dally in the morning and evening.

Resident #1 was discharged from the facility
completely from the computer system MORs
when he went to the hospital on

- which caused Unlicensed
caregiver B to give the 8 AM morning medications
two and half hours late.

Resident #1 did not get his Rosuvastatin 40mg, 1
tablet by once daily in the morning and
Perservision areds, 1 capsule by twice
daily in the morning and evening, Both
medications were available in Med Cart B today

Resident #1 record review revealed admission

date . The fast 1823 Health
Assessment dated listed the medical
history of , fainting, Atheros
losis, . and

. . ,.Hehassome , hard
of hearing and vision | . He needs
assistance with activities of daily living {ADLs)
with - Supervision with ambulation,

pathing, toileting and transferring. Independent
with eating and grooming. He ambuiates with a
walker and needs assistance with
self-administration of medications.

On at 11:10 AM, an interview with
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Continued From page 10

Unlicensed caregiver B explained that he could
not give resident #1's medication on time this
morning at 8 AM because resident #1 MORs
were not in the computer system and the nurses
had to input resident #1 into the system.
Unlicensed caregiver B stated that he notified
Nurse C to update.

On at 11:15 AM, an interview with
Nurse C stated that she was not able to update
resident #1 into the computer system MORs
because she was waiting for his new orders.

On at 12:45 PM, an interview with the
Director of Resident Care confirmed the findings.

{Photographic Evidence Qbtained)

Class il

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
{ocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

A054

A 055
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2. The resident requests central storage. The
faciity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and d

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical and the itions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} ication that has been di i but
has not expired must be returned to the resident
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or the resident’s representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must retumn all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at teast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dis i
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to 1) keep only
changed medications and dosage from a recent
physician order in the medication cart fo prevent
duplication of the same medications from
different pharmacies for 1 of 1 sampled resident
{1) and 2} the facility failed to ensure that the

medication carts are closed, locked and secured
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at all times as required.
Findings:

1.0n at 10:20 AM, during the tour of
the Memory Care Unit. Observations revealed the
medication cart A located in the hallway of
1311-1334 was left unlocked, unatiended, and
out of sight of the care staff. The care staff stated
when asked why the cart was left unlocked.
Unlicensed care staff A stated, yes, | know it was
unlocked. | was over there in the corner giving
meds. I'm going fo lock it now.

2. An observation on at 11:10 AM,
Nurse C and Unlicensed caregiver B opened med
cart B fo review resident #1's medication
currently. There were some medications found in
Med Cart B from different pharmacies for:

a) N 50 mg issued from Guardian
Pharmacy; ., 25mg issued from
Veteran's Administration (VA) pharmacy and

. 25mg issued from Walgreens
Pharmacy.

o) .\ 25mg issued from Walgreens
Pharmacy; and s 50mg issued from
Veteran's Administration (VA) pharmacy.

The fast physician order dated for
these medications ordered from Walgreens
Pharmacy after resident #1 was released from
the hospital - to the
facility and resident #1's Power of Attorney picked
them up from Walgreens Pharmacy on

During Med Cart B observation and physician

order review, there was no documented
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that resident #1's Power of Attorney brings in the
medications to the facility from the different
pharmacies. it was explained that any family or
{egal representatives that bring in any
medications into the facility must check them in at
the nurse's station or with the Director of Nursing.
She agreed but stated that was not how the
process was in Memory Care.

On at 12:19 PM, an interview with
resident #1's Power of Attorney stated that she
does not know why the facility has same

ications from different ies. The
Power of Attorney further stated that she only
gets the medications from the Veteran's
Administration because they are free for resident
#1 and that she did pick up the medications

. . 25 milligrams {mg) and \ 25
mg from Walgreens Pharmacy on and
gave to the night nurse on . The Power

of Attorney stated that the facility ordered the

. 50 mg from Guardian Pharmacy the
facility uses and did not give authorization for the
facility fo order those medications with Guardian
Pharmacy and she was not going to pay for them
either.

On at 12:45 PM, an interview with the
Director of Resident Care confirmed the findings
and stated that she will audit the medication carls
and explore better options from other
pharmacies.
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evidence, or any medication prescribed for
On at 11:15 AM, an interview with
Nurse C asking why there are different
i ibing these same ications
of and and she answered
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