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initial Comments
Assisted Living Facility

A complaint survey, CCR# 2012010759, was
conducted on .

The Lake Wire Retirement Center assisted living
facility had unrelated deficiencies found at the
time of the visit.

58A-5.0185(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labsled medication
container; or a medication listing with the
prescription 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 shall maintain a daily medication
observation record (MOR) for each resident who
i i with self: inistration of

cations o medicati inistration. A MOR
must include the name of the resident and any
known . the resident may have,; the name
of the resident ' s health care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
(¢) For medications which serve as chemical

, the facility shall, pursuant to Section
429.41, F.8., maintain a record of the prescribing
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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
{ailed to maintain a chart for recording each time
the

medication is taken for 1 (#1) out of 3 sampled
residents.

Findings include:

Arecord review of resident's #1 medication
observation record (MOR) was completed on
.The | 2012 MOR was
missing the chart for recording each u‘me a
medication was given from | , 201210
,2012.0n PR OOam an
interview with the facllity’s owner was conducted.
The owner was unable to locate the original MOR
for 2012 issued from the resident’s
pharmacy The MOR the facility had on file was
dated from . 201210
30,2012 1t was hand transcrvbed by staﬂ from
the doctor's discharge orders from the hospital.

Class Il

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
provid i with self aly
medications as described in Rule 58A-5.0185,
F.AC., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
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assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

{a) Training must cover state law and rule
requurements wﬂh respect to the supervision,

and
medications in assisted living facilities;

and techni for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medtcauons to the right
resident, the imp: of
taking i ibed ition of
side effects and adverse reactions and
procedures to follow when residents appear fo be
experiencing side effects and adverse reactions;
documentation and record keeping; and

dication storage and di 1. Training shall

include d ions of proper techniques and
provide opportunities for hands-on learning
through practice exercises.
{b)} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a frainee who demonstrates
an ability to:
1. Read and understand a prescﬂptvon labe!
2. Provide assi with in
accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms, | dosage
forms, and ., . , ... and nasal
dosage forms,;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
©. Recognize the need to obtain clarification of an
"as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or

AQs4

AHCAForm

3020-0001

STATE FORM

OHKL 11

#f continuation sheet 3of 5



PRINTED: 10/19/2012
FORM APPROVED

LAKE WIRE RETIREMENT CENTER

315 WEST PEACHTREE STREET
LAKELAND, FL 33815

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
B WING
AL11942773
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

Xa) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)

{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
‘CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A0B4

Continued From page 3

facility employer of inability to assist in the
administration of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication; and

g. Recognize the general signs of adverse
reactions to medications and report such
reactions.

{c) Unlicensed persons, as defined in Section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtarn annually, a minimum of 2 hours of

i trammg on providing

with self-
and safe icati ices in an assisted
living facility. The 2 hours of continuing education
traming shan only be ptowded by a hoensed
g d nurse, oral

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assure that 3 staff members (#B, #D, #E)
out of 5 staff bers did not have ¢
proof that they maintained annually; a8 minimum
of 2 hours of continuing education training on

b with self bl
and safe ication practices in an
assisted living facility.

Findings include:

On , a record review for all staff involved
in providing assi with self -

was cond Staff bers #B,
#D, #E had the initial 4 hour course on

. There was no
documentatlon that these staff members had the
required annual minimum of 2 hours of continuing
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training on providil with
self-admlmstered medications and safe
ices in an assisted living facility.
On , at 1:50 p.m., an interview was
conducted with the owner. She stated there was
an oversight on the training. The facility thought
the staff was not due for the 2 hours of training
until 12012,
Class Il
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FLORDA AGENCY FOR HEALTH CARE ADVINSTRAION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
12012
Administrator
Lake Wire Retirement Center
315 West Peachtree Street

Lakeland, FL. 33815
Dear Administrator:
Re: CCR# 2012010759

‘This letter reports the findings of a complaint survey that was conducted on ,2012,bya
representative of this office.

sdentified

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
o1 your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive

consumer satisfaction survey system. You may access the questionnaire through the link under Health

Facilitles and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
] and lication of the survey process.

Thank you for the assistance provided to the surveyor. Should you bave any questions please call
Paul Brown, HFES, at 727-552-2000.

Sincerely,
Patricia Reid Caufman ’bj\
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 Mirer Lake Drive North, Suite 410 A
St, Petersburg, FL 33701

Phone (727) 552-2000; Fax (727) §52-1162

Headquarters

2727 Mahan Drive
Tailahassee, FL 32308
hitp:Hahca.myflorida.com




