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Initiat Coraments

A second revisit to a complaint investigation
int number 2025006260 & 2025008086,
survey was conducted at Midway Manor ALF on
. Deficiencies were identified at the
time of the survey.

420.42( )FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficlencies

429.42 Pharmacy and dietary services.-

{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class 11 deficiencies regarding
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
investigation in response to a complaint, shall, in
addition to or as an alternative fo any penaities
imposed under s. 429,19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
licensed dietitian, as applicable. The consuitant
shall, at a minimum, provide onsite quarterly
consuttation until the inspection team from the
agency determines that such consuitation
services are no longer required.

2)A ive action plan for

related to assi with the seif- inistration
of medication or the administration of medication
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sconer if the deficiency is
determined by the agency to be life-threatening.

58A-5.033(3)

(3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. aclass |, class Hi, or uncorrected class 1
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deficiency directly relating to facility medication
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
ficensed pursuant fo Section 465.0125, F.8., or
registered nurse as determined by the agency.

2. After ping and § ing a g
action pian in compliance with Section 429.42(2),
F.S., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class 1 or Il deficiency and within 14 working days
of the notice of an uncorrected class 1l
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 o the initial on-site consultant
visit,

3. The facility must provide the agency with, at a
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 no 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 observation, record review, and
interview, the facility failed to ensure all
medications concerns were corrected (Cross
Reference: A0052, ASPEN 161611).

Findings included:
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Due to the uncorrected Class Hl deficiencies
concerming the facility's medication practices, the
facility shall be required to employ a licensed
Pharmacist Consultant or a Registered Nurse
Consultant.

The Consultant shall at a minimum, provide
onsite quarterly consuitation unti the inspection
team from the agency determines that such
consultation services are no fonger required.

This written statement serves as notification of
the above stated requirement,

During an phone interview with the Administrator,

conducted on at 10:50 am., the
Admini or i ing that the
facifity was required to employ or contract with a
licensed F ist Ce or i

g
Nurse Consuftant due to the facility's uncorrected
medication Class Ilj deficiency and new Class 11
medication deficiencies (Cross Reference:
A0052).

Class Hl

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
R
AL11953664. B.WING 12/22/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
1754 ENSLEY AVENUE
MIDWAY MANOR ALF
CLEARWATER, FL. 33756
(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)
{A 058} Continued From page 2 {A 058}

AHCA Form 3020-0001

STATE FORM

MMMG13

1 continuation shoet 3 of 3



