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A000; Initial Comments A 000

A complaint (complaint numbers 2024015172,
2024016139 and 2024016496} in conjunction with
a itoring survey was at
Seacoast at Uptown Oaks on .
Deficiencies were identified at the time of survey.

A 056, 59A-36.008(7) FAC Medication - Labeling and A 056
$8=D! Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S.. and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinat
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pill
organizers as described in subsection (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) if the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions, For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
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who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of &
medication that the facility is administering or
providing assistance with seff-administration must
be accompanied by a written, faxes, or electronic
copy of @ medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 485.0278(5), F.8., and
Rule 61N-1.006, F.A.C,, sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sampie
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
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iabel.containing the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

(h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure
prescriptions were refilled in a timely manner for 3
residents (#4, #8 and #10) out of four sampled
residents who required assistance with
self-administration of medications.

Findings included:

An observation of an assistance with

self-administration of medications for resident

#10, conducted on revealed the

physician prescribed

100mikligram (mg) capsules {Caps), give 1 Caps
once daily was not available during the

time of the medication pass.

Areview of Resident #10's medication
observation records (MORS) from . .
conducted on revealed that Resident
#10's 100mg Caps, give 1
Caps by once daily, was marked as
exception 9 from to
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During an interview with Staff A, conducted on
at 9:09am, she confirmed that

resident #10 was out of his

100mg Caps.

A review of Resident 4's MORS for

, conducted on revesled, the
physician prescribed order for .
15mg tablet (Tab), give 1 Tablet oraily five times a
day, was marked as exception 8 from
at 12am to at 12pm.
On Resident #4's MORS for the
physician prescribed order for , Patch
72-hour 12 microgram (meg)hour(hr), apply 1
patch trans dermally one time every 3 days and
remove as ordered was marked as exception 9
on

During an interview with Resident #4, conducted
on at 9:45am, she stated that she
sometimes runs out of her
Tablet.

Areview of Resident #8 MORS for

, conducted on revealed that the
physician prescribed
inject 20 units
marked as exception 9 from
4:30pm to at 8am.

, twice dail.y was.
at

During an interview with the Resident Care
Coordinator, conducted on at 1:35pm
she agreed that resident #8 was out of her

., and stated resident #4's
daughter did not want to pay the co-pay.
She also stated that exception 9 could mean a lot
of things but no documentation was provided.

During resident interviews conducted on

bewteen 9:04am and 12:51pm
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several residents stated that they run out of
medications.

During an interview with the administrator,

conducted on at 1:45pm he agreed to

the findings.

Class il
A 084 50A-36.011(8) FAC 429.52(6), FS Training - A084
$8=D! Assis Self-Admin Meds & Med Mgmt

59A-36.011

{6) ASSISTANCE WITH THE

SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
- ini ion of ications as t in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses.
provided in fulfiiment of this requirement must
meet the following criteria:
(a) Training must cover state law and rule
requirements with respect to the supervision,

i ini ion, and of
medications in assisted living facilities;
procedures and technigques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear 1o be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques,

AHCA Form 3020-0001
STATE FORM L Qceytt i coninuastion sheet 5 of 10



PRINTED: 01/16/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969717 e — 01/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12250 N 22ND STREET
SEACOAST AT UPTOWN OAKS
TAMPA, L. 33612
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 084! Continued From page 5 AQ84
including techniques for control, and

ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or icensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms,
forms, and | , s
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c¢. Recognize the need to obtain clarification of an
“as needed” prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident’s health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;

i. Assist with H

s dosage
and

AHCA Form 3020-0001
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joUsea to perform .
testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

levels;

{. Apply and remove stockings and
hosiery;

m. Placerment and removal of . bags,
excluding the removal of the o or
manipulation of the site; and,

n. Measurement of . s rate,
temperature, and , rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b), F.8., who provide assistance with
self-administered medications and have
successfully completed the initial 8 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training may be provided online.

{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (6)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

428.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training

AHCA Form 3020-0001
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provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rute is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 3 (Staff C, D and Staff E) out of 4
sampled staff, who assist with self-administration
of medication, received the required annual
2-hours of required training for assistance with
self-administration of medications,

Findings included:

Areview of Staff C's employee record, conducted
on , revealed the last 2-hour annual
training was completed on

Areview of staff D's employee record, conducted
on , revealed that Staff D completed
only a 1-hour annual fraining on .

Areview of Staff E's employee record, conducted
on , revealed the last 2-hour annual
training was completed on

During an interview with the Resident Care
Coordinator, conducted on at
11:15am, she agreed with the findings.

Class il

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D " Environ/Other
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{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant fo

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

working order,

{b) Pursuant to section 429.27, F.8., residents

must be given the option of using their own

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 maitress no

less than 36 inches wide and 72 inches long, with

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

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

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

personat laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
AHCA Form 3020-0001
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failed to ensure all existing mechanical, electrical
and structural systerms were maintained in good
working order for all residents in the facility.

Findings included:

During observations, conducted on
between Sam and 1:45pm, it was observed that
the Air Conditioning unit in the dining rooms on
the first and second floor was not working. The
facility had put up a portable Air conditioning unit
in the dining room on the first floor. The dining
room ont the second floor had a fan.
Several Air conditioning vent covers on the
second and third floor bad dust and other black
substances on them.
Several areas with damaged walls were noted in
the Memory car unit.

had several ceiling panets with big
water stains and an area with dark biological
growth on the ceiling in bedroom B that was
previously painted over.

During interviews conducted on

between %:04am and 12:54pm residents stated
that the Air conditioning units in the dining rooms
on the first and second floor were not working,
and the facility had previously sustained water
intrusion from water leaking through the roof.

During a walk-through of the facility with the
inis or and interview, on
at 1:15pm he agreed that repairs to
the ceilings and walls, as weli as cleaning of the
vent covers are needed.

Class #Hl

{Photographic evidence obtained)
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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before . , initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

cz814
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic | submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to ensure two employees (administrator
and Staff F) were registered with the Agency for

i inistration (AHCA)

Screening Roster within 5 business days of their
hire date.

Findings included:

Areview of Staff F's personnel file conducted on
revealed Staff F had a hire date of

Areview of the administrator's personnel file,
conducted on revealed the
administrator's hire date of

A review of the AHCA background screening
roster conducted on revealed neither
the administrator nor Staff F were listed on the
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facility roster.

The administrator agreed to the findings during
an interview conducted on at 1:48pm.

Unclassified
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