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{27813} 59A-35.090(3)(c}, FAC Results of Screening & {22813}
Notification In File
59A-35.090 Background Screening.
(3) Resuilts of Screening and Notification.
{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 58A-35.090(2), F A.C., must be in the
employee's personnel file, maintained by the
provider.
This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure one (Staff C
Caregiver) out of three sampled employees had
an ion of i inher file.
Findings:
Observation on at 7:34 AM found
Staff C working in the kitchen.
A review of Staff C's personnel records showed a
hire date of - However, there was no
attestation of compliance on file.
Interviewed on at 9:52 AM the
Administrator stated, "f have it."
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Initiat Coraments

Arevisit to a re-licensure survey was conducted
at Whispering Pines Home Care Inc. on

. The provider had deficiencies at the
time of the survey.

B9A-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 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
who obtained them, must be noted in the
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medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with selff-administration must
be accompanied by a written, faxes, or electronic
copy of a 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 labs! from the
pharmacist or place an "alert” fabel 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
do in the resident's icati
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
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini fon are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.0086, 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 sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel.containing the following:
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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.8.,
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
interview, the facility falled to obtain a prescription
for a discontinued medication for one out of six
sampled residents from a primary care physician.

Findings:
at 7:34 AM Resident

Observation on
#1 was in the facility.

A review of Resident #1's medication observation
record {(MOR) showed the medication
10 MG was not fisted.

A review of Resident #1's records for no
prescription for discontinued
for the resident.

MG

Areview of Resident #1's progress notes dated
revealed: "She {Resident #1) is

stable. They discontinued because
she doesn't need any more. was
changed for moming time.”

Interviewed on at 9:52 AM the
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stated that the was
changed and there was no one to help her. The
Administrator stated, “ have to do everything
alone. | will do it
Class il
AD58 420.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy A058
$8=D| & Dietary; Uncorrected Deficiencies

428.42 Pharmacy and dietary services.-
(1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class |l deficiencies regarding

icinal drugs or over-the-counter pl
including thelr storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
i igation in response to a int, 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 consultant
shall, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consuitation
services are no longer required.
{2) Acorrective action plan for deficiencies
related to assi with the self- ini
of i or the inistration of
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.
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1. Haclass |, class I, or uncorrected class 1
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 faciity in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, F.8., or
registered nurse as determined by the agency.

2. After ping and ing @ i
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 1 or i 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 tater than 10 working
days subsequent to the initial 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 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, and interview, the facility
failed to correct one Class il deficiency cited
under a re-licensure survey regarding following a
prescribed menu approved by a registered

dietitian and an additionat citation for a second
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medication deficiency on a revisit survey. The
facility failed to maintain a 3-day supply of
emergency food and obtain a prescription for a
discontinued medication for Resident #1. The
facility is required to confract the services of a
ficensed pharmacist or registered nurse and a
ficensed dietitian who will provide at least
quarterly consultation until the Agency for Health
Care Administration determines that these
services are no longer needed.

Findings:

A review of the facility records showed the facility
was cited on for not following a
prescribed menu approved by a dietitian and not
maintaining an accurate medication observation
record.

A review of Resident #1's medication cbservation

record {MOR) showed the medication
10 MG was not fisted.

A review of Resident #1's records for no

prescription for discontinued

for the resident.

Areview of Resident #1's progress notes dated
revealed: "She {Resident #1) is

stable. They discontinued because

she doesn't need any more. was

changed for morning time.”

10 MG

2)

Observation on at 8:20 AM found one

case of canned sweet corn past its used by date,

one case of green vegetables past its used by

date, one case chef Boyardee meat balls passed

its used by date, a 24 pack of Apple Nectar with
C (8 fluid ounce each), past its used by

date and one case of Maruch Instant lunch with

shrimp past its used by date.

Interviewed on 7206 at 9:54 AM the
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administrator acknowledged that she had to hire

a dietitian and nurse fo assist her with the

medications and dietary issues.

Class #ll

{A033} 59A-36.012(2) FAC Food Service - Dietary {A 093}
$8=0 Standards
{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:
hitp: firules.c asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:

od.nih.gov/t WDietary
R _Intakes.aspx. Tt ic diets must
meet these nutriticnal standards to the extent
possible.
{b) The residents’ nutritionai needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For faciliies with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses 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
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ora dietetic
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 merus or on a separate sheet,
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommedate 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 regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facifity 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
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 refusat
to comply with a therapeutic diet and provide
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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 morming meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meat and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks 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 all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonpetishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all imes. 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:
Based on observation and interview, the facility
failed to maintain a 3-day supply of nonperishable
food based on the number of weekly meals the
facility has with residents to serve,
The facility had several cases of food which

surpassed the used by dates.
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{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

7. Medicaid andfor Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

2
3.
4.
5.
6.
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Findings:
Observation on at 8:20 AM found one
case of canned sweet com past its used by date,
one case of green vegetables past its used by
date, one case chef Boyardee meat balls passed
its used by date, a 24 pack of Apple Nectar with
C (8 fluid ounce each), past its used by
date and one case of Maruch Instant lunch with
shrimp past its used by date.
Interviewed on at 9:54 AM the
Administrator stated that she was going to the
{store] because the ombudsman told her that she
can buy emergency foods that last for 15 years.
Uncorrected Class Ii
{A 162} 59A-36.015(3) FAC Records - Resident {A162}
88=D
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{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{c}) Any orders for medications, nursing services,
therapeutic diets, ,of
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order,

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f}, FA.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident’s health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C, if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FAC,

{j) For a facility whose owner, administrator, staff,
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or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.8.
{k) For any facility that maintains a separate rust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S,
(1) ¥ the resident is an reciplent, a copy of
the Department of Children and Families form
Alternate Care Certification for
. { 3, CF-ES 1008,

, which is hereby incorporated by reference
and avatlable for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absernice of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAGC.

{0) The resident’s . DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
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arrangement.

{a) Except for resident contracts, which must be
retained for 6 years, all resident records must be
retained. for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

(1) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain records for
two {Residents #2 & #3) out of six sempled
residents. The facility failed to record
semi-annually for Resident #2. The facility failed
to maintain a health assessment every three
years for Resident #2 or in the event of &
significant change. The facility falled to maintain a
copy of the Department of Children and Farilies
Form Alternate Care Certification for

. { ) for Resident #3.

Findings:
1

Observation on at 7:34 AM found

both Residents #2 and #3 in the facility in bed.

Areview of Resident #2's health assessment

dated showed a diagnosis of

,.and

- . The activities of daily

fiving showed total care for ambulation, bathing,
., toileting, transferring and assistance

with self-care and eating.
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Areview of Resident #2's  records showed
no documentation of recorded
semi-annualy.

Interviewed on at 9:52 AM, the
Administrator stated that Resident #3 was an
recipient. The Administrator stated that the
only thing she received was a check from the
guardian,
A review of Resident #3's records found no copy
of the Department of Children and Families Form
Alternate Care Certification for

Uncorrected Class 1

A123 428.27( ) FS; 59A-36.013(2) FAC Fiscal -
$8=D | Resident Trust Funds

429.27

{3) Afacility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facility of personal effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shall keep complete and accurate
records of all such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facifity may provide for the
safekeeping of the resident's personal effects in
excess of $600.

{4) Any funds or other property belonging to or
due to a resident, or expendable for his or her
account, which is received by a facility shall be
trust funds which shall be kept separate from the
funds and property of the facility and other
residents or shall be specifically credited to such
resident. Such trust funds shall be used or
otherwise expended only for the account of the
resident. At least once every 3 months, unless

A162}

A123
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upon order of a court of competent jurisdiction,
the facility shall furnish the resident and his or her
guardian, trustee, or conservator, if any, a
complete and verified statement of all funds and
other property to which this subsection applies,
detalling the amount and items received, together
with their sources and disposition. In any event,
the facility shall furnish such statement annually
and upon the discharge or transfer of a resident,
Any governmental agency or private charitable
agency confributing funds or other property to the
account of a resident shall also be entitled to
receive such statement annually and upon the
discharge or transfer of the resident.

{5) Any personal funds available to facility
residents may be used by residents as they
choose to obtain clothing, personal items, leisure
activities, and other supplies and services for
their personal use. A facility may not demand,
require, or contract for payment of ail or any part
of the personal funds in satisfaction of the facility
rate for supplies and services beyond that
amount agreed to in writing and may not levy an
additional charge to the individual or the account
for any supplies or services that the facility has
agreed by contract to provide as part of the
standard monthly rate. Any service or supplies
provided by the facility which are charged
separately to the individual or the account may be
provided only with the specific written consent of
the individual, who shall be furmished in advance
of the provision of the services or supplies with
an itemized written statement to be attached fo
the contract setting forth the charges for the
services or supplies.

59A-36.013
{2) RESIDENT TRUST FUNDS. Funds or other
property received by the facifity belonging to or
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due a resident, including personal funds, must be
held as trust funds and expended only for the
resident's account. Resident funds or property
may be held in one bank account if a separate
written accounting for each resident is
maintained. A separate bank account is required
for facility funds; co-mingling resident funds with
facility funds is prohibited. Written accounting
procedures for resident trust funds must include
income and expense records of the trust fund,
including the source and disposition of the funds.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
Administrator failed to provide for the safekeeping
in the facility of personal effects not in the excess
and funds of the resident not in the excess of
$500 cash and shalf keep complete and accurate
records of all such funds and personal effects
received for Residents #3. The facility fafled to
keep Resident #3's funds separate from the
facifity's funds. The facility failed to document and
provide receipts of items purchased for Resident
#3.

Findings:

Areview of Resident #3's records found an

log which showed the resident received $54.00
each month.

However, there were no receipts or statemenis
including a balance of what was owed fo Resident
#3.

Interviewed on at 9:54 AM the
Administrator stated that the guardian sends the
check to the facility and the check was deposited
to the facility's account. The Administrator stated

further, "it is in the [facility’s] account, | bought
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clothes and perfume. She came here with
nothing. The money is in the bank. | spend more
money than $54.00."

Class #Hl
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