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59A-36.010{2) FAC Staffing Standards - Staff

{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heatth care provider documenting that the
individual dees not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to ancther
when the facllity is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a heatth care provider's statement that the
individuat does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

i a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience,
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to obsetve residents, to document
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observations on the appropriate resident's record,
and to report the observations 1o the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
o each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.5.

by

This Statute or Rule is not met as evidenced by:
Based observation, record review and interview,
the facility failed to ensure one (Staff C
Caregiver} out of four sampled employees was
capable in describe . .
) techniques consistent with
their level of education, training, preparation, and
experience.

Findings:

Observation on al 6:55 AM Staff C

was in the employee room.

Areview of Staff C's personnet records showed a
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Continued From page 2

hire date of and training on

Interviewed on at 6:09 PM when
asked to describe what she would do if a resident
needed . Staff C stated that she would do 10

.\ and three breaths. Staff C staff B
stated further that she would do 30
and 10 breaths.

Interviewed on at 6:39 PM the
Administrator stated that the staff was nervous.
The Administrator stated further that Staff C was
a nurse in her country.

According to the American Association,
"For healthcare providers and those trained:
conventionat using
-to- breathing at a retm of 30:2
-to-breaths.”

and

According to the American Red Cross: When
shouid you stop ? "If the person starts
breathing normally, place them in the recovery
position and continue monitoring untif emergency
help arrives. Do not resume unless
breathing stops again or the person becomes
unresponsive. Stop once trained medu:al

pr i arrive and take i

unitess they specifically ask you to contlnue Hyou
become completely exhausted from performing
effective . you can stop A

Class il

59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS,

AQ78
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{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. .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
National Academies, 2019, which are
incorporated by reference and available for
review at:

od.nih. t ion/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutrifional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities 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
Dby the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regt: dietetic ici

supervised by a licensed or registered diefitian, 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 license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
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three or more meals per day, including snacks,
as necessary to accommodate 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 regutar and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regutar and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility 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 itemns that enable
residents 1o 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 refusal
1o comply with a therapeutic diet and provide
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 morning meal.
Intervals befween meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
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residents without access to kitchen facilities,
snacks must be offered at teast 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 alf residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. 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 record review and
interview, the facility failed to follow a therapeutic
menu prescribed by a health care provider and
approved by a registered dietitian for one out of
six sampled residents on a puree diet,

Findings:

Observation on at 6:58 AM Staff D
{Caregiver) fed Resident #1 what appeared to be
a pebble-colored cereal with thickener added.
Photographic evidence obtained.

Avreview of Resident #1's prescription from her
primary care physician dated showed
puree diet.
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Avreview of Resident #1's hospice care plan dated
showed a diagnoses of |, |

Areview of Resident #1's health assessment

dated showed a diagnoses of

and ‘s . The

phys!cal status showed . The

- status showed memory loss. The
nursing status showed as needed hospice care.
The resident had | precautions. The
activities of daily living showed resident needed
fotal care with ambulation, bathing,
self-care, eating, toifeting and transferring. The
special diet instructions only showed lo low
fat/low

A review of Resident #1's records showed the
refusal to comply with a therapeutic diet form left
blark.

Areview of the puree menu approved by a
registered distitian showed assorted juices,
cooked cereal, poached egg, mitk, margarine,
and coffee or tea.

Interviewed on at 11:02 AM the
Administrator stated that it was not lunch time yet,
The Cleveland Clinic stated: * | is when
something other than air gets into your airways.
Often, it's something that you meant to swallow or
that belongs in your tract. This could
include: food, water or fiquid, ,and

The University of Mississippi Medical Center
states: "A , |, dietis used for people who
have difficulty swallowing. Foods on this diet are
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Continued From page 7

easier to chew and move around in your

This will reduce the risk of food and fiquids going
the wrong way. Foodsona , | _ pureed
diet are a pudding like texture that is smooth,
blended, or pureed. Eating foods not aliowed on
this diet will increase your chance of swallowing
problems and can result in food going into your
airway instead of your , . (food tube).
Food or liquid that goes into your alrway instead
of your puts you at risk for not getting
enough nufrition and/or getting sick

S A

Class It

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
(2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS.
{a) Personnel! records for each staff member
must contain, at a minimum, a copy of the
ication, with

fumished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:

A093

Atet
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1. Documentation of compliance with all staff

training and continuing education required by

Rule 59A-36.011, FAC,,

2. Copies of all licenses or certifications for all

staff providing services that require licensing or

certification,

3. Documentation of compliance with level 2

background screening for all staff subject to

screening requirements as specified in Section

429.174, F.8., and Ruie 50A-36.010, FAC,,

4. For facilities with a licensed capacity of 17 or

more residents, a copy of the job description

given to each staff member pursuant to Rule

59A-36.010, FAC,,

5. Documentation verifying direct care staff and
ink or icipation in resident

drills pursuant to paragraph 59A-36.007(8)(c),

{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
{c) The facility must maintain the written work
schedules and staff time sheets for the most
current 8 months as required by Rule
59A-36.010, FAC,

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 four sampled employees had
listed references on their job application.

Findings:

AHCA Form 3020-0001

STATE FORM

NGIM11

i coninuastion sheet 9 of 26



Agency for Healih Care Administration

PRINTED: 04/16/2028
FORM APPROVED

(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
@) Resident demographic data as follows:
. Name,

. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance .
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,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medicat examination form described
in Rule 59A-36.006, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or

{

1

2.
3
5
6.
7
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Observation on at 6:55 AM Staff C
was in the employee room.
A review of Staff C's personnel records showed a
hire date of 0/08/2021 and no listed references on
her job application.
Interviewed on at 11:02 AM the
Administrator acknowledged that Staff did not
have any listed references on her job application.
Class #ll
A 162 59A-36.015(3) FAC Records - Resident A162
88=D
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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 59A-36.012,
F.AC,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.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
living 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
writingthat | 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 50A-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, FA.C.

{}) For a facility whose owner, administrator, staff,
of representative thereof, setves 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 trust
fund to receive funds or other property belonging
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o 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 recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for
o (.. ) CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
hitp: w firules.c .asp?No
=Ref-04004. The absence 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 Famifies.
{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
pian and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{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 tiving 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
arrangement.
{g) Except for resident contracts, which must be
retained for 5 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
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of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
faciliies holding a fimited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-38.022, 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 an
accurate and complete healith assessment for
three (Residents #1, #2, #5) out of six sampled
residents. The facility failed to document or list
an assistive device on Resident #2's assistive
device care plan.

Findings:

)

Areview of Resident #1's prescription from her
primary care physician dated showed

puree diet,

Areview of Resident #1's health assessment

dated showed a diagnoses of

. , and ‘s . The
special diet instructions only showed lo low
fat/low . Mowever, there were no

diagnoses of , | and the special diet
instructions found no puree diet listed.

2
Observation on at 7:20 AM Staff B

and Staff D (Caregivers) assisted Resident #2
from a wheelchair by securing both elbows and
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escorting the resident to the common area and
seated on a recliner.

Areview of Resident #2's health assessment
dated , including the activities of daily
fiving showed the resident needed supervision
with ambulation, bathing, . toileting,
eating, transferring and assistance with
self-grooming.

Areview of Resident #2's assistive device police
dated found no wheelchair listed or
checked.

3)

Areview of Resident #5's health assessment
dated showed section nuraber under

. and _  were left blank. Photographic
evidence obtained.

Interviewed on at 11:02 AM the
Administrator stated that Resident #2 declined
and he had to contact the doctor.

Class il

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION,
{(a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
{b} Iftelephone setvice is not available during an
emergency, the facility must request assistance
from focal law enforcement or emergency

it personnel in maintaini

A182

A182
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communication

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility falled to ensure, three (Staff
B, Staff C, & Staff D Caregivers) out of four
sampled employees were capable of
implementing the emergency plan by starting the
portable generator to maintain reom
temperatures at or below 81 degrees in the event
of the loss of primary power for a minimum of 48
hours.

Findings:

Observation on at 6:55 AM Staff B,
Staff C and Staff D were in the facility.

Observation on at 7:21 AM Staff B
attempted fo start the pull cord portable gasoline
generator for more than four minutes.

Areview of Staff B's personnei records showed
one hour of implementing emergency
management plan training on

Observation on at 7:25 AM Staff B
requested the assistance of Staff D where she
was also unable to start the generator.

Areview of Staff D's personnet records showed
one hour of facility emergergency preparedness
& evacuation training on .

Observation on at 7:32 AM Staff C
went outside to provde assistance in starting
generator and returned without the generator
starting.

Observation on al 7:44 AM
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reduces the risk of transmission of

(&) The facility must implement a hygiene
program before and after the provision of
personal 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 transmissible
agents in s

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11966539 B WING 03/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
" 15877 SW 85 LANE
AMPARITO'S SENIOR CARE INC MIAM, FL 33193
o SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ThG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A182] Continued From page 15 A182
Administrator arrived in the facility.
Observation on at 7:47 AM the
Administrator started the portable generator after
turning on the gasoline switch and pulling the
cord two to three times.
Interviewed on at 7:47 AM the
Administrator stated that the gascline switch was
closed. The Administrator stated further that the
employees know how to start the generator but
did not turn the gasoline switch.
Class il
A000! Initial Comments A 000
A standard survey with a generator monitoring
was conducted at Amparito's Senior Care Inc. on
. The provider had deficiencies at the
time of the survey.
A 036 59A-36.007(10) CONTROL AD36
$8=D ' PROCEDURES
{10) CONTROL PROCEDURES.
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, 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
muttiple 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, record review and
interview, the facility to ensure Staff B (Caregiver)
provided services that reduces the risk of
transmission of for one
{Resident #2} out of six sampled residents.

Findings:
Observation on at 6:58 AM Staff B
placed gloves on both , picked up the key

{o the medication cabinet and opened it to
retrieve medications.

Observation on at 6:02 PM Staff B
touched up a fablet that dropped out of Resident
#2's and onto her shirt and offered the
medication to the resident to swallow.

Interviewed on at 6:39 PM the
Administrator acknowledged that Staff B touched
the medication.

A review of Staff B's personnei records showed a
hire date of and one hour of
control training on
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Class il
A052 429.256( ); 59A-36.008(3) Medication - A052
§8=D | Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (&} Taking the medication, in
its previousty dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident, For purposes of this paragraph,
an syringe that is prefitled with the proper
dosage by a pharmacist and an . thatis
prefited by the manufacturer are considered

icati in previ i property
labeted 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 to opt out of
being orally advised of the medication name and
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 self-administration under this
section,
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{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
i dose of ication info

the dispensing cup of the .
{4) Assistance with seff-administration of
medication does not include:
{a) Mixing, . .« converting, or
. medication doses, except for

measuring a prescribed amount of fiquid
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

route.
{c) Administration of medications by way of a tube
inserted ina . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the freatment of a skin condition.
{f) Assisting with N Jor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific
that preclude i judgment

on the part of the unficensed 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.
{8) i with the seff-admini ion of

ication by an unli person as i
in this section shalt not be considered
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administration as defined in s. 485.003.

59A-36.008

{3) ASSISTANCE WiTH
SELF-ADMINISTRATION.

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

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

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o 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
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 {o take medication as
prescrived:

1. The health care provider may prescribe a
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medication schedule that coincides with the

resident's presence 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 to use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activiies 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 vital signs and ing or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
control poficy and procedures when

assisting with the self-administration of

medication.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure two (#2, #3)
out of six sampled residents who needed

i with self- inis ion of i
were orally advised of the names and dosage of
each medication.

Findings:

i
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Observation on at 6:00 AM Staff B
{Caregiver) popped the medications ( .
Hydroc 5 MG, 2 3 Pot
25 MG) from packs an offered Resident #2
the medications without orally advising the
resident of the names of the medications and
dosage.

Areview of Resident #2's records found no
medication waiver to opt out of being orally
advised of the names and dosage of each
medication.

A review of Resident #2's health assessment
dated showed the resident needed
assistance with self-administration of
medications.

Areview of Staff B's personnel records showed a

hire date of . and six hours of
with seff- inistration of
training on and annual training on

for two hours.
2)

Observation an at 6:03 AM Staff D
{Caregiver) popped the medications { ,
0.5 MG, -Levo FR 50-200MG,
100000 W/G, . FUM 25 MG, and

. 30 MG) from packs and
offered Resident #3 her medications without
orally advising the resident of the names and
dosage of each medication.

Areview of Resident #3's records found no
medication waiver to opt out of being orally
advised of the names and dosage of each
medication.
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Areview of Resident #3's health assessment
dated showed the resident needed
assistance with self-administration of
medications.
Interviewed on at 6:39 PM the

Administrator stated that Resident #2 had

. When asked if any of the residents
had a medication waiver in their records to opt
out being orally advised, the Administrator did not
know what the waiver was for.

Class 1l

A 055 50A-36.008(6) FAC Medication - Storage and A055
$5=D | Disposal

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

it
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;

. The ication i i and dc
by the health care provider to be hazardous if
kept in the personal possession of the person for
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whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. 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 fo the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

, except that a icati
requiring refti ion must be kept
Refrigerated medications must be secured by
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
pill-o i , agsisting with self- in ion
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
{d) ication that has been di { 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
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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 facifity, 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
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i i drugs to the di it
pharmacy pursuant to Ruie 64B16-28.870, F.AC,

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to centraily store

ibed or over-the-counter icati
locked cabinet or closet.

ina

Findings:

Observation on at 6:58 AM found a
tube of D for the skin
unsecured and on the dresser in

Photographic evidence obtained.

Areview of the facility's policy on medication
states that all medications will be stored in a
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locked cabinet.

Interviewed on at 11:02 AM the
inis oF that the i
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