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Initiat Coraments

A revisit survey was conducted at Seasons
Gardens Senjor Residences from to

. Deficiencies were identified at the
time of survey.

59A-36.007(10)
PROCEDURES

CONTROL

(10} CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

(a) The facility must implement a hygiene
program before and after the provision of
personat services to residents whenever there is
an expectation of possible exposure to
materials or . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an s exposure to fransmissible
agents in . . .
, nonintact skin, and mucuous

during the provision of personal
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean. and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
facility failed to implement a hygiene
program after the provision of personal services
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for two out of 33 residents (Resident #32 and
Resident #33).

Findings include:

Observations on from 8:27 AM to
8:32 AM revealed that Staff CC (Home Health
Aide) compieted multiple tasks without washing

8:27 AM: Staff CC brushed Resident #32 hair

8:28 AM: Staff CC grabbed orange juice
container and placed the container in the kitchen
without washing

8:30 AM: Staff CC went to Resident #32.

8:31AM: Staff CC grabbed Resident #33 cup
water to place in front of Resident #33. Then
grabbed orange juice container and poured water
and orange juice into Resident #33's cup.

8:32 AW Staff CC returned the water and orange
juice container in the kitchen. Then grabbed
coffee dispenser and poured coffee for Resident
#33.

Areview of Staff CC's empioyee file revealed
Staff CC received controt, universal
precautions and facility sanitation procedures
training on

Areview of Staff CC's empioyee file revealed

Staff CC received control training on
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{5) MEDICATION RECORDS.
(&) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the pr ipti
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
observation record for each resident who
receives assistance with seif-administration of
roations of " inistration. 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 felephone
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
medication as prescribed, or medication 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 follow prescription orders for one out of
31 sampled residents (Resident #28).
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Findings:

Areview of the | Medication
Observation Record (MOR) for Resident #28
revealed that the resident was prescribed

. . )8mg, 1tabletby
times a day, one tablet at 8 AM, one tablet at 2
PM and one at 7 PM for , and

3

Areview of the MOR for

Resident #28 revealed that he received the

1 tablet by 3 times a day
to

from

Areview of the MOR for Resident
#28 revealed that Resident #28 was ordered

. 5mg 1 tablet by 3times a
day then it was changed to s 5myg, 3
tablets by daily (the three pills to be taken
at once).

A review of the MOR from
to 8, 2025 revealed that Resident #28 received
one tablet 3 times a day.

Areview of the MOR revealed that Resident #28

did not receive the . from
o
On -202028 at 1:30PM in an interview with

the Director of Resident Care she stated that
Resident #28 was hospitalized from
, 2025,

Areview of the MOR revealed that on

to he received 1 five milligram
tablet of 3 times a day. Further
review revesled that from October 23 to 30, 2025,
Resident #28 received 3 tablets of

{5mg per tablet) Jone time a day, Additional
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Continued From page 4

review revealed that on . .
Resident #28 received s 3 tablets at
once and one 5mg tablet at 8 AM and one 8 mg
at 2 PM. Areview of the MOR revealed that the
7 PM order was not given on .The 7
PM order was discontinued.

The MOR revealed that on .
Resident #28 received a total of 25 mg of

. . On . , Resident
#28 received an extra 10 mg of
than the ordered 15 mg per day.
Areview of the MOR revealed that
both orders were carried out . Both orders
overlapped, the one for 3 tablets of 5 mg each at
one time in the day and the one for one five mg
tablet 3 separate times during the day. As a
result, documentation showed that on
. Resident #28 received 25 mg total of

when he should have only

the .
received 15 mg.

In an interview on at 1:30PM, the
Director of Resident Services, stated that the

. was given at 8AM as the one time a
day order. The Director of Resident Care stated
that the medication was not given on the

at 7 AM and 2 PM as per the 3 times

aday order. The Resident Care Director stated
that there was an internal system in the Electronic
MOR that showed that on , Resident
#28 only received the . at BAM

Class 1l

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

429.42 Pharmacy and dietary services,-

A0S5S4

(A 058}
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{1) Any assisted living facility in which the agency
has documented a class | or class Il deficiency or
uncorrected class [} 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

igation in response to a int, shall, in
addition to or as an alternative {o any penalties
imposed under s. 428.18, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consultant
shall, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency defermines that such consuitation
services are no longer required.
{2) A corrective action plan for defi cuencxes
related to assi with the self- i ion
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. Haclass |, class i, or uncorrected class 1if
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 wiiting that the facility must
employ or contract the services of a pharmacist
licensed pursuant to Section 465.0125, F.8., or
registered nurse as determined by the agency

2. After d ping and i

action plan in compliance with Sectlon 428.42(2),

{A058}
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F.8., the initial on-site consultant visit must take
ptace within 7 working days of the notice of the
class | or i deficiency and within 14 working days
of the notice of an uncorrected class il
deficiency. The facility must have available for
review by the agency a copy of the ficense 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 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 frained 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 Rute is not met as evidenced by:
Based on interview and record review, the facifity
failed to correct deficient practices related to
medication. The facility is required fo obtain a

i nurse or i o
develop and implement a plan of correction untit
these services are deemed no longer necessary
by the Agency for Health Care Administration.

Findings:

Areview of the facility's survey history revealed
that the facifity was cited for Medication Storage
and Disposal and Medication Labeling and
Orders on .

Areview of the Medication
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Observation Record (MOR} for Resident #28
revealed that the resident was prescribed

. . )8mg, 1 tablet by 3
times a day, one tablet at 8 AM, one tablet at 2
PM and one at 7 PM for L and

Areviewofthe | MOR for
Resident #28 revealed that he received the
R 1 tablet by 3 times a day

from to

Avreview of the MOR for Resident
#28 revealed that Resident #28 was ordered

) Bmg 1 tablet by 3timesa
day then it was changed to . 5mg, 3
tablets by daily (the three pills 1o be taken
at once).
Areview of the MOR from o8
revealed that Resident #28 received
one tablet 3 times a day.

A review of the MOR revealed that Resident #28

did not receive the from
K
On -202026 at 1:30PM in an interview with

the Director of Resident Care she stated that
Resident #28 was hospitalized from

, 2025.
Areview of the MOR revealed that on
1) . he received 1 five milligram
tablet of , 3 times a day. Further

review revealed that from 10 -30,
2025, Resident #28 received 3 tablets of
. {Smg per tablet) Jone time a day.
Additional review revealed that on .
, Resident #28 received .
tablets at once and one 5mg tablet at 8 AM and
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one 5 mg at 2 PM. Areview of the MOR
revealed that the 7 PM order was not given on
. The 7 PM order was discontinued.

The MOR revealed that on .
Resident #28 received a totat of 25 mg of

R . On . . Resident
#28 received an extra 10 mg of
than the ordered 15 mg per day.

Areview of the MOR revealed that
both orders were carried out. Both orders
overlapped, the one for 3 tablets of 5 mg each at
one time in the day and the one for one five mg
tablet 3 separate times during the day. As a
result, documentation showed that on

, Resident #28 received 25 mg fotal of
the . when he should have only
received 15 mg.

Int an interview on at 1:30PM, the
Director of Resident Services, stated that the

R was given at 8:00 AM as the one
time a day order. The Director of Resident Care
stated that the medication was not given on the

at 7 AM and 2 PM as per the 3 times

a day order. The Resident Care Director stated
that there was an internal system in the Electronic
MOR that showed that on . Resident
#28 only received the , at 8:0 AM.

Class #ll

{A058}
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