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Arevisit to a re-licensure biennial survey and a
generator monitoring were conducted at
Casita ALF on . The provider had
deficiencies identified at the time of the survey.

A 054 59A-36.008(5) FAG Medication - Records A054
S8=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
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
tcations 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
. theresident 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
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.$., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.
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This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain an accurate daily medication
observation record (MOR) for each resident who
receives assistance with self-administration and
administration of medications which must be
immediately updated each time the medication is
offered for three out of three sampled residents
(Resident #1, #2, and #3). Also, the facllity failed
to ensure that the residents’ medication
observation records included any . the
resident may have, the resident's heaith care
provider's name and telephone number, and
directions for use of each medication for one out
of three sampled residents (Resident #2).

Findings included:

1
Areview of Resident #1, Resident #2 and
Resident #3's MOR showed the evening doses
for and the morning doses for

were not signed as given. Medication
reconciliation showed there were no missing
doses for any of the residents.

On at 2:03 PM, Staff D (caregiver)
stated, "t have not signed today because | was
not feeling well.”

2)

Review of the MOR for Resident #2 showed it did
not include the directions for use of the
medications. Further review showed the MOR did
not include the resident's doctor's name and
telephone number and the . section was
ieft blank,

On at 4:06 PM, the Administrator
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stated that he would ensure the MORs were
completed.
Class #l
A D55 50A-36.008(8) FAC Medication - Storage and A0S5
88=D | Disposai

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to 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;

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

3. The ication is ined and

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 arrangements and the conditions 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
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
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
focated locked;
3. Accessible to staff responsible for filling
pifk- i assisting with seif inis
of ication, or inistering 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 cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
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 return 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 least 15 days, the resident's medications are
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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 retumn

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

This Statuie or Rute is not met as evidenced by:
Based on nbservation and interview, the facility
failed to keep centrafly stored medications
secured at all imes.

Findings included:

On at 1:56 PM, observation showed
Resident #2 ambulated with a walker and passed
by the dining room when no staff member was
present. The medication cabinet was next to the
dining table.

On at 1:57 PM, observation showed
the medication cabinet located in the dining room
was unlocked. The cabinet had 3 drawers, and
the key was inside the lock above the first drawer.
Further observation showed the second drawer
was slightly open, and the residents' medications
were inside.

On at 2:00 PM, Staff D (caregiver)
stated that the key locked the three drawers and
that the residents did not touch the medications.
AHCA Form 3020-0001
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A083 59A-36.011(5) FAC Training - First Aid and A083
88=D
{5) FIRST AlD AND
( ) A staff member who
nas completed courses in First Aid and and

holds a currently valid card documenting
completion of such courses must be in the faciity
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonsirate, in person, that he or she is able
o perform and which is issued by an
instructor or fraining provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have in the facility at
all imes a staff member who has completed
courses in First Aid and holds a currently valid
card.

Findings included:

On at 1:55 PM, observation showed
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Staff D (caregiver} was the only staff on duty
caring for three residents.

Personnel records review for Staff D showed no
documentation of First Aid training.

On at 4:06 PM, the Administrator
stated that he would ensure the staff complete
the First Aid training.

Class #l
{A 182} 59A-36.015(3) FAC Records - Resident {A 182}
88=D

{3) RESIDENT RECORDS. Resident records

must be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name,

2. '

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of

other health insurance s

8. Name, address, and {elephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) Acopy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Jor
other services to be provided; supervised, or
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implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.AC,, if applicable.

(e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

{HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daify
fiving must have their  _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat  _  notbe taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C,, if
stich consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addenduras to the contract
as described in Rule 59A-36.018, F.A.C.

{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 426.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
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written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1) #f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
» ), CF-ES 1008,

, which is hereby incorporated by refererice
and available for review at:
http/www firules. Lasp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident's ,PH
Form 1898, if applicable,

{p) For independent fiving residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement,

{4) Except for resident contracts, which must be
retained for 6 years, all resident records must be
retained. for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
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provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 53A-36.020,
59A-36.021 and 59A-36.022, F-A.C,, respectively.

This Statute or Rule is not met as evidenced by
Based on interview and record review, the facility
failed to have on file a completed and accurate
health assessment and to ensure ali required
demographic data was included in the record for
one out of three sampled residents {Resident #2).

Findings included:

Review of Resident #2's health assessment
completed showed the or
behavioral status section was left blank. Also, the
type of assistance with medication indicated
Resident #2 needed assistance with
self-administration of medication and
administration of medication.

Review of Resident #2's record showed the
demographic sheet was missing the address of
the resident's emergency contacts, the resident'
social security number, Medicaid and/or Medicare
nurmber, or name of other health insurance

. and the name, address, and telephone
number of the residents’ health care provider.

On at4:05 PM, the Administrator
stated that he would get @ new health
assessment for Resident #2, and he would add
the missing ic data. The ini
further stated the resident needed assistance with
self-administration of medication and no
administration.
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