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Initiat Coraments

Arevisitto an re-licensure survey was
conducted at DLM Home Care Services ALF on

. The facility had uncorrected Class Iif
deficiencies at the time of the survey.

429.256(. ); 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

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

{¢) 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

A 000}

A052)

storage.
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{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of 2 . including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication 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 liquid
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 i

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 treatment of a skin condition.
{f) Assisting with . ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude b 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.
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{5) Assistance with the seff-administration of
ication by an unli person as i

in this section shalf 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 seif-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

- IR h

in wit
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, crally
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
seif-administration, trained staff may prepare and
make available such iterms 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
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enable the resident o take medication as

prescribed:

1. The health care provider may prescribe a

medication schedule that coincides with the

resident's preserice 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. Medicaticns 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 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.

(h) Al trained staff must adhere fo the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the Facility
failed to ensure proper assistance with
self-administration of medication for four
{Resident #1 Resident #2, Resident #3, Resident
#4) of four sampled residents that required

i with seif- in ion of i
by pre-pulling medications. Additionally, the
facility failed to follow conirol procedures
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when assisting with self-administration of
medication for one (Resident #2 ) of four sampled
resident.

Findings included:

During an observation of medications, conducted
on at 9:42 a.m., there was & clear
plastic bowt that contained one large and two
smalf plastic bowls with five small clear
medication cups labeled with the resident's first
names on top of the medication cart in the office
for Resident #1, Resident #2, Resident #3, and
Resident #4 (Photographic evidence obtained),

In an observation of the medication pass
conducted on at 11:02 a.m. Staff A
wore gloves to plate the food for lunch, carry
them o the table, filt glasses from the water
cooler and use the ice scoop in the freezer to fill
glasses with ice. Staff A wore the same gloves to
the medication cart to get pill bottles and an

for Resident #2 and took them to
Resident #2. Staff A did not tell Resident #2 the
dosage of the medication being given. StaffA
returned medications to the medication cart
before removing gloves.

During an interview on at 42 a.m.
the Administrator said they would stop pre-pulling
medications into the labeled pifl cups. At
11:11a.m. the Administrator said Staff A should
tell the resident the dosage given and should
have changed gloves before assisting Resident
#2 with medications.

Class Hll
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{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 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 self-administration of

ications or medication administration. 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 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

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

, the facility must, pursuant to Section

42941, F 8., 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 facifity
failed to have medication observation records

immediately updated each time a medication was
given to four (Resident#1, Resident #2, Resident
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#3 and Resident #4) of four sampled residents.
Furthermore, the facility failed to have parameters
on how often to take the as needed medication
for Resident (#2) of four sampled residents.

Findings included:

A medication observation record (MOR) review

conducted on at 10:00am revealed the

following:

" Residents #1's 5:00pm and 8:00pm

medications on were signed as given,

" Resident #2 had 5:00pm and 8:00pm, lunch,

and dinner medications on were

signed as given,

" Resident #3 had 8:00pm medications on
marked as given,

" Resident #4 had 5:00pm medications on
marked as given.

“  Additionally, Resident #2's medication

observation record did not note how often 1o take

the 500 milfigrams {mg}) as needed for

During an interview conducted on at
10:06 a.m. Staff A said they had.already signed
the MOR for the resident medications for the day
because they were busy in the afternoons.

During an interview on a2t 10:11 AM the
Administrator said they would no longer sign off
on medications before they were given and would
call the physician to get the directions for the

for Resident #2.

Photographic evidence obtained.

Class #Hl
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$8=D ! & Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

{1) Any assisted fiving facility in which the agency
has documented a class | or class Il deficiency or
ur class Il fenci i
medicinal drugs or over-the-counter preparations,
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 to any penaities
imposed under s. 429.19, be required to employ
the consultant services of 3 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 consultation
services are no longer required.

{2) A corrective action plan for deficiencies
related to assi with the self- in

of medication or the administration of medication
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner 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. if a class |, class I, or uncorrected class i
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 writing that the facility must
employ or contract the services of a pharmacist

AHCA Form 3020-0001
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ficensed pursuant to Section 465.0125, F.S., or
registered nurse as determined by the agency.

2. After ing and i ing a 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 | or i deficlency and within 14 working days
of the notice of an uncorrected class I
deficiency. The facility must have available for
review by the agency a copy of the ticense 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 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 record review and interview, the Facility
failed to ensure documented class Ili deficiencies
regarding medicinal drugs were corrected as
required.

Findings included:

Arevisittoa re-licensure survey was
conducted on at DLM Home Care
Services ALF revealed that the facility had
uncorrected and recited Class ill medication
deficiencies.
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Due to the uncorrected Class Hl deficiencies
concerming the facility's medication practices, the
facility shall be required to employ the
consuttation services of a licensed Pharmacist
Consultant or a Registered Nurse Consultant.
During an interview conducted on at
11:11 a.m.. the Administrator verbalized
understanding that the facility was required to
employ or contract with a licensed Pharmacist
Consultant or Registered Nurse Consultant due
1o the facility's uncorrected medication Class i
deficiencies. The Administrator said he knew
someone that could help him implement the
consultant services of a licensed Pharmacist or a
ficensed Registered Nurse Consultant to provide

ication oversite. He i i
that the consultant services at a minimum must
provide onsite quarterly consultation until the
inspection team from the Agency determined that
such consultative services were no fonger
required.

This written statement serves as notification of
the above stated requirement,

Class #ll
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