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Initiat Coraments

Are-linsensure survey was conducted at Isa Adutt
Home Care, inc. on . Deficiencies
were identified at the time of survey.

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing 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.
{p) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
or
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
the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
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

i as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.8,, maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.
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Continued From page 1

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have the Medication
Observation Records {(MOR) accurate for one out
of six sampled residents {Resident #5.)

Findings included:

Observation on at 12:20pm Staff B
attempted to give Resident # 5 Beznonate 100mg
order for 1:00pm, and Resident # 5 refused the
medication.

A review of the MOR showed that for Resident
#5, Staff B initialed as if the Benzonate 100mg
was given. There was no notation that the
Benzonate was refused by Resident #5.
{photographic evidence obtained)

During an interview on at 12:30pm
Staff B was asked why she initialed the MOR with
an "MR", staff stated that "MR" was medication
refused. When asked what the initials to her
name were, Staff B stated how else is she to
document a refusal. When asked if there was a
second page to the MOR, Staff B said | see,

During an interview on at 12:55pm
the Administrator did not answer when asked how
she would know if a resident was refusing their
doses and when to contact the doctor. When
asked if the visiting nurses signed and initial the
MOR, she said thal she didn't know that that
needed to be done.

Class il

59A-36.008(7) FAC Medication - Labeling and
Orders
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(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.S., and
Rule 84816-28.108, 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
organizers 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,  , not to 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
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
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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 label from the
pharmacist or place an "alert” label 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
documented in the resident's medication
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
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.8., and
Rule 61N-1.006, 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 wers 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
iabel containing the following:
1. Practiioner’'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 466.0276(2)(c), F.8.,
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Continued From page 4

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 Rute is not met as evidenced by:
Based on interview, and record review the facility
failed to follow the labeled medications order for
one out of six sampled resident (Resident #2).

Findings included:

During an interview on at 6:30am
Staff C stated that all residents received their
medications at 6:00am.

A review of the medication observation records
{MOR) showsd that Resident # 2 medications
were otdered for 8:00am.{photographic evidence
obtained)

During an interview on at 6:36am
Staff C stated Resident # 2 had suffered from

when asked why the medications were
given to her two hours early.

During an interview on at 12:40pm
the Administrator stated that she understood .

Class #ll

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to

A058
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section 429.28{(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

suppfies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e) Facilities must make available linens and

personat laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that the living environment was
free from hazards. There were unlocked
chemicals in the laundry, a25 boat on the
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outside with exposed propeller, Tree debris,
unlocked fuel in the shed outside, and several
wild cats.

Findings included:

Observation on at 6:32am showed
that in the unlocked Jaundry room there were
cleaning supplies and detergents. (photographic
evidence obtained)

Observation on al 6:37am showed
that on the outside of the facility there were 4 cals
waiting for food. There was bowls and a bed in
the of the facility for the cats, and next to the
generator and adjacent were resident were
observed smoking.

During an interview on at 6:38am
Staff B stated that the cats were neighborhood
cats and they just fed them.

Observation on at 6:38am showed
that there was an unlocked shed containing 40
gatlons of gasofine. Next to the shed there was a
large pile of dried tree debris/wood and next o
the house and pile of wood there was a 25

boat with the propeller exposed to the rear of the
facility. The boat was connected to the house via
an electric extension cord.

During an interview on at 6:40am
Staff B stated that the boat belonged to her
brother-in-law who was also the owner. When
asked why there was an extension cord attached
to the boat, she stated to keep the battery
charged.

Observation on at 7:30am showed
that a black cat without a tail entered into the
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facility.

During an interview on at 7:40am the
Administrator stated that that black cat was
"Luna" but that she lived outside, when asked
about the black cat. When informed that the cat
was inside the house, the Administrator chased
the cat out. When asked about whether the cats
had been , the administrator stated no
only one had years ago. The
administrator further stated that she would have
them removed.

Class Hl

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11965168 BWNG 03/04/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4363 W 146 AVENUE
1SA ADULT HOME CARE
MIAMY, FL 33175
(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 182} Continued From page 7 A182

AHCA Form 3020-0001

STATE FORM

COXB11

1 continuation shoet 8 of 8



