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A000; Initial Comments A 000

A complaint investigation (#2024014047) and a
generator monitoring was conducted at
Wellsprings Residence on 11/13/24. The facility
had a deficiency at the time of the survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
§8=D - Supervision

429.26
{7) The facility shatl notify a licensed physician
when a resident exhibits signs of or

. . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for heaith care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
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59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to accurately administer medications
as prescribed Dy a health care provider for 2 of 3
sampled residents (#1 & #5.)

Findings:

1. Review of resident #1's health
assessment form (1823) revealed the resident
needed assistance with self-administration of
medications.

On a heaith care provider ordered
5 milligrams {mg) daily, hold for
{ ) less than 110.
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Avreview of the residents’ and

Medication Observation Records {MORs)
revealed unficensed caregiver A documented the
resident was given the s on at
9:30 am despite the resident's being 104. In
addition, the caregiver documented the resident
was given 25 units of - on at
1 pm despite the order to give 10 units.

On at 1112 pm, co-owner D said the
i caregi were instructed to call her
with resident - and vital sign results

then she telis them whether or not to give the
medication. When asked why the caregivers, who
were all trained on providing assistance with
medications, were not permitted to give the
medications without first speaking with her, she
replied because she wanted to make sure it's
done right. She said not everyone spoke good
English. When asked about the instance when
resident #1 was given 25 units of instead
of the ordered 10 units, the co-owner said she
obtained a telephone order from a health care
provider to do so. She said she had to look for the
order and notes she wrote to provide them for
review.

On at 2:44 pm, the findings were
discussed with unlicensed caregiver A, who said
facility co-owner D dialed the resident's

. then the caregiver took the pen to the
resident, who then seif-administered it. When
asked specifically about giving the resident 25
units of on . the caregiver again said
co-owner D dialed the pen then told the caregiver
t0 chart 25 units on the MOR. The caregiver said
this was the process every time. When asked
specifically about the N the caregiver
responded, "l don't know." She then repeated the
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co-owner prepared the medication; the caregiver
handed the cup of pills to the resident then the
co-owner told her what to chart on the MOR.

2. Review of resident #5's 1823 revealed
the resident needed assistance with
self-administration of medications.

Areview of the residents' MOR
revealed an order for 10 milligrams
given as needed for , at or below
. The resident was given an as needed
dose on N and despite no
documentation of . to justify giving
it.
On at 1:30 pm, the finding was

discussed with co-owner D, who did not provide
an explanation or readings for
those doses.

On at 3:40 pm, co-owner D said the
unticensed caregivers check the resident's vital
signs, - and . saturation then

relays the results to her, and she tells them what
o chart. She said the caregivers did not give
medications; they only observed the residents
taking their medications. She said the problem
may lie with the electronic medication charting
system the facility used. When asked if there was
a process in place to check for accuracy of the
caregiver's charting, the co-owner said she was
supposed fo check it weekly but does it monthiy.

On at 3:50 pm, unficensed caregiver B
and C confirmed their initials on the MORs. They
both said co-owner D prepares the resident’s
medications, they take the cup to the resident
then the co-owner tells them what to chart.
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