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Initiat Coraments

A second revisit fo a standard re-licensure survey
was conducted at Osmani MALF on .
Deficiencies were found fo be uncorrected at the

time of the survey.

429.42( )FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-
{1) Any assisted living facility in which the agency
has documented a class | or class || deficiency or
class It ienci i
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
i igation in D toa int, shall, in
addition to or as an alternative to any penaities
imposed under s. 429.19, be required to employ
the consultant services of 3 licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consuitant
shall, at a minimum, provide onsite quarterly
consultation untit the inspection team from the
agency determines that such consuitation
services are no longer required.
{2) A corrective action plan for deficiencies
related to assi with the seif- inistration
of ication or the inistration of
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be fife-threatening.

58A-5.033(3)

{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. #f a class |, class I, or uncorrected class iH
deficiency directly relating to facility medication
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practices as established in Rule 58A-5.0185,
F.A.C,, is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
licensed pursuant to Section 465.0125, F.S., or
registered nurse as determined by the agenocy.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or #f deficiency and within 14 working days
of the notice of an uncorrected class Hl
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initiat on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are ne longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the faclity
is required to employ a consultant service or a
ficensed registered nurse or pharmacist who will
provide onsite quarterly consultations until itis
determined that such consultation services are no
{onger required.
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Findings included:

Areview of records revealed that during a
standard re-certification survey on .
the facility was cited for medication deficiency
practices pertaining to assistance with
self-administration and records. Arevisitio a
standard re-licensure survey on ithe
facility was cited for medication deficiency
practices pertaining to uncorrected medication
records.

A review of the facility records revealed that there
was no documentation on site indicating that the
facility had been in contact with a registered
nurse and/or pharmacist,

Interviewed on at 12:30 pm the
Owner stated, | need to contact one of the staff
that's out on leave she would know where the
documentation is located." The Owner contacted
Staff C (Caregiver); However, Staff C was unable
to help the Owner find the documentation from
the registered nurse.

During the exit interview on at 1:11
pm the Administrator stated, "1 was able to
contact the consultant, and we have the
documentation, just not in the facility. We have
another consultation with the registered nurse this
upcoming Saturday.”

Class il
Uncorrected
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