PRINTED: 01/14/2028
FORM APPROVED

Agency for Healih Care Administration

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING: COMPLETER

AL11964436 BWNG 12/18/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4801 N.W. 53RD AVENUE

TRUSTWELL LIVING AT HUNTERS CROSSING PLACE
GAINESVILLE, FL. 32653

(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)

A000; Initial Comments A 000

An unannounced re-licensure survey was
conducted at Trustwell Living at Hunters Crossing
Place on December 17, 2025 through December
18, 2025. Deficiencies were identified at the time
of the survey.

A053 50A-36.008(4) FAC Medication - Administration A053

{4) MEDICATION ADMINISTRATION.
{a) For facilities that provide medication
administration, a staff member licensed to
administer medications must be available to

i icati in e with a
health care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider, The contact with the health care
provider must also be documented in the
resident's record.
{c) icati ini ion includes
any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.
{d) A facility that performs clinical laboratory tests
for residents, including blood glucese testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO! IER F TITLE X6} DATE

STATE FORM o2 4FQTIt I sontiovation sheat € of 3



PRINTED: 01/14/2028

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
AL11964436 e — 12/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4801 N.W. 53RD AVENUE
TRUSTWELL LIVING AT HUNTERS CROSSING PLACE
GAINESVILLE, FL. 32653
(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)
A053; Continued From page 1 A053

laboratory festing with the residents’ equipment,
Information about the federat CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308; telephone
(850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility faited to ensure staff providing

medications in accordance with a health care
provider's order or prescription label for 1 0f 3
sampled residents. (Resident #2).

Findings include:

During a medication observation on 12/18/25 at
08:23 AM, Staff D, Licensed Practical Nurse
{LPN), displayed Resident #2's medication
adrministration orders on the computer which
read, "Systane Comp Sol 0.6%,; instill 2 drops in
left eye three times a day,” and an amber
medication vial containing a bottle of Systane eye
drops labelled "Systane Comp Sol 0.6%,; instilf 2
drops in left eye three times a day.”

During an observation on 12/18/25 at 08:32 AM,
Staff D, LPN, administered eye drops to both the
{eft and right eye of Resident #2's.

Review of Resident #2's Health Assessment
dated 11/02/25 documents, the resident "needs
medication administration” with taking
medications.

Review of Resident #2's Physician's Orders
documents "Systane Comp Sot 0.6%" order,
issued 01/14/25 that read, "instill 2 drops in left
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eye three times a day.”

During an interview on 12/18/25 at 08:54 AM,
Staff D stated, ") put eye drops in both fleft and
right] of her eyes, didn't1? It's supposed to just be
the left eye.”

During an interview on 12/18/25 at 12:48 PM, the
Health Services Director stated, "This is an order,
for the Systane, and the order says 2 drops in left
eye. | haven't heard of a situation where a nurse
can ini an over-the-counter icati
without an order ... to me, that's a med error.”

Class HHl
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