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59A-36.008(7) FAC Medication - Labeling and
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.8., and
Rule 64816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
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 pilt

i as i in ion (2}, no
individual other than a pharmacist may fransfer
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,  , not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
heaith care provider and the signature of the staff
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 self-administration must
be accompanied by g written, faxes, or electronic
copy of a medication order issued and signed by
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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 465.0276(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 wers dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
iabel containing the following:
1. Practiioner’'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 466.0276(2)(c), F.8.,
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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 record review and interview the facility
failed to follow medication orders for one out of
five residents (Resident #3}. Resident #3 was
ordered medication three times a week and it was
administered daily,

Findings as follow:

Review of the medication observation record for
Resident #3 showed medication SMZ-TMP tab
400/80 mg ordered 1 tab by 3 times.
weekly Monday, Wednesday and Friday 7 am
was marked as given every day from

until at 7:00 AM. Review of Resident
#3's medication showed the pharmacy had
delivered 13 pills and there had been already
given 4 pills.

According to the National institutes of Health
regarding possible overdose of (a
sulfonamide), "Signs and symptoms of

reported with include

. drowsiness and .
Pyrexia, hematuria and crystalluria may be noted.
dyscrasias and jaundice are potential late
manifestations of overdosage. Signs of acute
overdosage with include .
 mental
and bone
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(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current fable of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary_
Reference_lntakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required, Unless a
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On at 11:20 AM the Assistant
Adrinistrator stated Staff B did not follow the
prescription order and gave Resident #3 the
medication SMZ-TMP tab 400/80 mg every day
because she got due fo the pills on
were placed on consecutive days instead
on the days were resident had to take it then, she
add " | will cali the pharmacy because they have
to correct the "
Class il
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resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary 1o accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regutar and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regutar and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
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necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a moming meal.
Intervals between meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at feast once per day.
S8nacks are not considered to be meals for the
purposes of .. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for alf residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
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Based on observation, record review and
interview the facility failed to follow the planned
menu reviewed by a license Dietitlan.

Findings as follow:

On at 7:28 AM observed Staff B
served breakfast fo Resident #6 consisting of two
slices of white bread with margarine and milk with
chocotate {(Nesquick).

On at 7:35 Staff B served Resident
#3 milk with dry cereal and milk with chocolate
{Nesquick). At the resident's request staff gave
him 2 slices of white bread with margarine.

Review of the breakfast menu posted dated
revealed on ftwas
planned to serve 8 oz milk, 4 oz assorted juices,
cup of dry cereal or cup of hot cereal, 1
slice of bread and margatine,

On at 7:40 AM Resident #6 stated "l
would like to eat something eise, but this is what
she {caretaker) gave to me"

Class il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 428.28(1)a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that alf existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
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working order,

{p) Pursuant to section 429.27, F.S, 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
1o ensure 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

lamp, 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 Rute is not met as evidenced by:
Based on observation and interview the facility
failed to have a safe and well-kept living
environment free of hazards.

Findings as follow:
On at 7:20 AM observed the air

conditioning closet door next to was
loose from the door frame. When trying to open
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=Ref-15964. The form is alsc available at:
https:/fahca.myflorida.com/MCHQ/Emergency_A
ivitles/i htmi. The

management plan must, at a minimum, address

the folfowing:

{a) Provision for all hazards;

{b) Provision for the care of residents remaining

in the facility during an emergency, including
disaster or p ion; protecting

the facility; supplies; emergency power; food and

water, staffing; and emergency equipment;

{¢) Provision for the care of residents who rust

be evacuated from the facility during an

emergency including identification of such

residents and transfer of resident records;

evacuation transportation; sheltering

arrangements; supplies; staffing; emergency

equipment; and medications;

{d) Provision for the care of additional residents
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the front.
On at 11:35 AM the Assistant
Administrator stated they were making house
upgrades, and the door would be replaced.
Class il
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(1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 428.41, F.S., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facifities,” AHCA Form
3180-5008, . incorporated by
reference and available at
http: firules. .asp?No
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who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;
{e) Identification of residents with 's

or related , and residents with
mebility limitations who may need specialized
assistance either at the facility or in case of
evacuation;
{f) identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,
(h) The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to prepare and submit a written
comprehensive management plan.

Findings as follow:

Review of the facility records showed the last
emergency management plan approval letter
available for review was dated There
was not ion of an updated
Management pian submitted to the Local agency
available for review,

On at 11:20 AM the Assistant
Administrator stated, " The last Emergency
Management Plan approved we have is that one
because the Consultant is preparing the new
Plan fo be itted.”
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A200 59A-36.028 FAC Emergency Environmental A200

Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan”) to serve as
a 1o its Cs i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information;
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary efectrical power,
1. The required temperature must be maintained
in an area or areas, determined by the assisted
living facility, of sufficient size fo maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted fiving facility if the
assisted living facility's comprehensive
emergency management plan includes aliowing a
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resident fo congregate when he or she desires in
portions of the building where temperatures wilf
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5}, F.A.C., are met, The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary efectrical power, The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, 8. must maintain an
aiternative power source and fuel as required by
this subsection at all imes when the assisted
living facifity is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.
b, Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
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resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

¢, A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{h) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
ioss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuet source and fuel
storage.

1. Facilities must store minimurm amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. A facility with a ficensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located inan areain a
declared state of emergency area pursuant to
Section 252,36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.
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3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements.
under this rule.
4. if focal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
living facility’s location, then the assisted living
facility must develop a plan that includes
maxirmum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
o ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
manoxide atarm.
{2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior 1o obtaining
a license.
{h) Each existing assisted living facility that
undergoes any additions, modifications,
or

on that require of its
systems or equipment affecting the facifity’s
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee’s
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available 1o access and produce the
pian. For purposes of this section, "readily
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available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approvai and
implementation of the assisted fiving facility
emergency power plans on its website within ten
{10} business days of the plan's approval by the
county emergency management agency and
update within ten {10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior 1o
the effective date of this rule shall, no later than

. have implemented the plan
required under this rule.
{b) Each new assisted fiving facility shalt
implement the plan required under this rule prior
o obtaining a license.
{c) Existing assisted living facilities that undergo
any additions, modifications, alterations,
f i renovations of r ion that
require modification of the systems or equipment
affecting the assisted living facility’s compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{5) POLICIES AND PROCEDURES,
{a) Each assisted living facility shall develop and
implement written policies and procedures to
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ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shali ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedires must address the care of
residents occupying the facility during a declared
state of Hfically, iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ici reqguiring i ion;
3. Wellness checks by assisted living facllity staff
o monitor for signs of and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{h) Each assisted living faclity shall maintain the
written policies and procedures in a manner that
makes them readily available at the ficensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
living facility staff must be readily avallable to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
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additional parties as authorized in writing or by
law.

{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S., including, but
not limited to, license revocation, license

and the § ition of
fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comp

{8) NOTIFICATION.

{a) Within five {5) business days, each assisted
living facifity must notify in writing, unless
permission for electronic communication has
been granted, each resident and the resident's
legal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvals of the plan
do not require notification to residents or their
legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical

plan.
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address for review by a legally authorized entity, If
the notifications are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to maintain a generator in working condition
and the necessary fuef supply o assure
temperature will be maintained at or below 81
degrees Fahrenheit for a minimum of 86 hours in
the event of the loss of primary electrical power.

Findings as follow:

On at 7:25 AM Staff B tried to start
the portable generator Champion Dual fuel
without success.

On at 7:30 AM observed the facility
had 1 propane tank of 25 galions available. There
was no other fuel observed in the facility.

On at 11:30 AM the Assistant
Administrator stated the generator was in good
condition and she did not know why it did not start
adding the facitity propane tanks had been taken
out 1o be filled.

Class il
A000! Initial Comments A000

A dtandard re-licensure survey and a Generator
monitoring were conducted at Steven's Sweet
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Home Lic. on . The provider had
deficiencies identified at the time of survey.
ADD4 59A-36.004 FAC Licensure - Requirements A0
88=D

59A-36.004 License Requirements.
{1) SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which it is
ficensed to provide.
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
fon of i with fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previousty
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approvat must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 50A-36.005, FA.C.
{4) CONTIGUQUS PROPERTY. H a facility
consists of more than cne building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
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traverses the property. A ficensed location may
be to include additi i

property with the approvat of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part 1}, 429, Part |, F.S, and rule Chapter 59A-35,
F.A.C., and this rule chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
iater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Chapter 408,
part |l, and Section 429.14, F.S., and rule
Chapter 58A-35, FAC.

{6) RESIDENTS RECEVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a copy of the annual Fire inspection
available for review.

Findings as follow:

Review of facility records showed the last Fire
inspection copy available for review was dated

On at 11:20 AM the Assistant
Admini stated the Fire i fon is not up
to date because the Fire inspector had not come
to do the inspection this year.
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429.256
{3) Assistance with seif-administration of
medication includes: (&} Taking the medication, in
its previousty dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident, For purposes of this paragraph,
an syringe that is prefitled with the proper
dosage by a pharmacist and an . thatis
prefited by the manufacturer are considered

icati in previ i property
labeted 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 lifting the container to his
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,
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$8=0 | Assistance with Self-Admin
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{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
i dose of ication info
the dispensing cup of the .
{4) Assistance with seff-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
used in the freatment of a skin condition.
{f) Assisting with N Jor
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 unficensed 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
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.
{8) i with the seff-admini ion of

ication by an unli person as i
in this section shalt not be considered
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administration as defined in s. 465.003.

59A-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
1o take medications as prescribed.

{c) 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
prescrived:

1. The health care provider may prescribe a
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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. Medications may be separately prescribed and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activiies detailed

in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S., the

terms “judgment" and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

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

assisting with the self-administration of

medication.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview the facility failed to assure that staff
followed the correct procedure when assisted two
out of six sample residents with
self-administration of medications (Residents #3
and #5).

Findings as follow:

On at 7:28 AM Staff B placed a tray
on the dining fable in front of Resident #3, the tray
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had breakfast and a covered cup with pre-poured
pills in. Then, Staff went to the kitchen feaving the
cup with pills there to prepare the breakfast for
another resident. Resident #3 opened the plastic
cup and took his medications without the
presence of Staff B. Staff B proceed then fo place
another tray with breakfast and a plastic cup with
pre-poured pills in at the dining table in front of
Resident #5. Then, Resident #4 opened the
plastic cup and took his medications without staff
supervision. Staff did not prompt medications to
the residents, and she did not initialized the
medication observation record.

Review of the medication observation record
showed the medications had been marked as
given before residents took it.

On at 11:25 AM the Assistant
Administrator stated " Staff B is trained in how fo
assist residents with seff-administration of
medications | don't know why she committed that
mistake. She has 1o be trained again."

Class Hil

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeted medication container;
ora ication listing with the pr iptit
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
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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

. 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

icati ol i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.S., 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 record review and interview the facility
failed to have accurate medication records for 2

out of 5 residents (Resident #3 and #5).

Findings as follow:

Review of the medication observation records of
Residents #3 and #5 showed medications to be
given on at 7:00 AM were already
marked as given. In addition, Resident #3's
medication SMZ-TMP tab 400/80 mg ordered 1
tab by 3 times weekly; on Monday,
Wednesday and Friday 7 am was marked as
given every day at 7:00 AM from until
. Review of Resident #3's medication
showed the pharmacy had delivered 13
pills and there had been already 4 pills given.
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Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{@) 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
locked 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;

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;
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On at 11:20 AM the Assistant
Administrator stated she had explained to staff
that medications should be initialized on the MOR
after giving to the residents adding, staff got
and she gave Resident #3 the
medication every day because the pills on
were placed on consecutive days instead on the
days where resident had to take the pills. She
said, " | will call the pharmacy to clarify that”.
Class #Hl
A 055 50A-36.008(8) FAC Medication - Storage and A 085
88=0
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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
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 58A-36.008, F.A.C.
{c) Centrally stored medications must bs
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 thata 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
{ocated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of lication, 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) 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
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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
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
H i that have been 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
withess.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensii
pharmacy pursuarit to Rule 64816-28.870,

g
FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the factlity
falled to have medications locked at all times.

Findings as follow:

On at 7:15 AM observed the
medication cabinet was unlocked. On the cabinet
were the medications of Residents #1,#2, 3, 4,
#5 and #6.

On at 7:15 AM Staff B stated, "1
the cabinet unlocked because | was giving
medications to the residents”.

had

On at 11:20 AM the Assistant

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11970092 B.WING 03/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
7151 5 W 42ND ST
STEVEN'S SWEET HOME LLC
MIAMI FL 33155
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A055 Continued From page 28 A055

AHCA Form 3020-0001

STATE FORM

3MOD1T

I contingation sheat 29 of 30




PRINTED: 03/21/2025

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
AL11970092 e — 03/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
7151 § W 42ND ST
STEVEN'S SWEET HOME LLC
MIAML, FL 33155
(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)
A055 Continued From page 29 A055
Administrator stated, " | have told staff many
fimes that residents’ medications had to be
locked on the cabinet all the time."
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