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AG00; Initiat Coraments

A standard survey was conducted a H & H Senior
Care LLC on . The provider had
deficiencies at the time of the survey,

A027, B9A-36.007(3) FAC Resident Care - Arrangement
88=D | for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. in
order {o faciitate resident access to health care
as needed, the facility must:

{a) Assist residents in making |, and
remind residents about scheduled | |

for medical, dental, nursing, or mental health
services.

{b) Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c) The facility may not require residents to
receive services from a | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to make
arrangements for health care for one out of six
sampled residents.

Findings:

Observation on at 7:10 AM found
Resident #2 seated on a recliner.

Areview of Resident #2's health assessment
dated showed diagnoses of
hematoma and . .The
nursing requirements showed the resident
needed . .+ The activities of daily
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fiving showed the resident needed supervision
with eating and self-grooming and assistance with
ambulation, bathing ., toileting and
transferring.
A review of Resident #2's records found no
documentation of a care plan provided by home
health or a third-party services that the resident
was receiving, | s
Interviewed on at 10:52 AM the
Administrator stated thatthe | | ., was
done outside of the facility and that it was the
family that took him to | s
Class #l
A052 428.256( ) 59A-36.008(3) Medication - A052

$8=D! Assistance with Self-Admin

428.256
{3) Assistance with seif-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefited by the manufacturer are considered

icati in previ i properly
labeled containers.
{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver o opt out of
being orally advised of the medication name and
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dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

(d) Applying | medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with seif-administration under this

section.

{g) Assisting with the use of & . including
removing the cap of a , opening the unit
dose of solution, and pouring the

P dose of ication into
the dispensing cup of the .
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, . . converting, or
.. medication doses, except for

measuring a prescribed amount of iquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

foute.

{c) Administration of medications by way of a tube
inserted ina , of the body.

{d) Administration of | preparations.

(&) The use of irmigations or debriding agents
used in the treatment of a skin condition.

{f) Assisting with . Lor
preparations.

{g} Assisting with medications ordered by the
physician or health care professionat with
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prescriptive authority fo be given "as needed,”
unless the order is written with specific
that preclude & judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of

ication by an unli person as ‘
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F A.C,, and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F 8.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.8., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
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doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presenice in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easier fo use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
(g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and “discretion” mean
i ing vital signs and ing or
assessing a resident's condition.
{n} Al trained staff must adhere fo the facility's
control policy and procedures when
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assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure Staff 8
{Caregiver) observed two (Residents #3 &
Resident #4) out of six sampled residents who
needed assistance with self-administration of
medications swallow their medications. Staff B
failed to name the medications and dosage for
Residents #3 and #4.

Findings:
i
Observation on al 7.26 AM Staff B

only named the medications and not inform
Resident #3 of dosage of each medication:

Zunveyl 5MG, . 5MG,
T MG,
100 MG, . Dr20 MG, and
1000 MG.
Observation an at 7:30 AM Staff B

updating medication observation record (MOR)
without observing Resident #3 swaliow
medications.

Areview of Resident #3's health assessment

dated showed the resident needed
assistance with seif-administration of
medications.

Areview of Resident #3's records found no
medication waiver to opt of being orally advised of
the medications and dosage.
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Observation on /3036 at 7:33 AM Staff B
popped a J 1000 MG tablet from
the pack into the palm of her while
wearing gloves and offered it to Resident #3 fo
swallow.

Observation on at 8:03 AM Staff B
offered Resident #4 medications popped from
pack.

Observation on at 8:04 AM Staff B
offered updating MOR without observing
Resident #4 swallow medications.

Areview of Resident #4's health assessment
dated showed the resident needed
assistance with self-administration of
medications.

Areview of Staff Bs personne! records showed a
hire date of and six hours of
with seif inistration of
training on and an annual training on
(2 hours).

Interviewed on at 10:52 AM the
Administrator stated that the staff was supposed
fo name the medications and dosage.

Class #ll

59A-36.008(8) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage

A0S52

A0S5
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residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;
3. The ication i i and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
8. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 58A-36.008, F.AC.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
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being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling

il i assisting with self- in ion
of medication, or administering medication. Suc
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) ication that has been dis i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
10 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
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{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy rmay retumn

i icinal drugs to the dispensi
pharmacy pursuant fo Rute 64B16-28.870,

g
FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure the centrally store medication
cabinet or closet was locked.

Findings:

Observation on at 7:36 AM the
medication cabinet was left unlocked with the key
in the fock and both Staff B and Staff D
{Caregivers) assisting residents.

Interviewed on at 10:52 AM the
Administrator acknowledged that the medication
cabinet was left unlocked.

Class il
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