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A000 [nitial Comments A000
Assisted Living Facility

A complaint survey, CCR# 20120010308, was
completed on

The Georgia's Place, assisted living facility, had
deficiencies found at the time of the visit.

A050 58A-5.0185(1) FAC Medication - Self A0S0
Administered Medications

Medication Practices.
Pursuant to Sections 429.255 and 429,256, F.S.,
and this rule Iloensed famlmes may assrst with
the of
medications to remdents in a facility. A resident
may not be compelied to take medications but
may be counseled in accordance with this rule.
(1) SELF ADMINISTERED MEDICATIONS.
{a) Residents who are capable of

Hf-administering their medications without
assistance shall be encouraged and allowed to

0 s0.
{b) If facility staff note deviations which could
reasonably be atmbuted to the improper
of ication, staff shall
consuit with the resident concerning any
problems the resident may be experiencing with
the medications; the need to permit the facility to
aid the resident through the use of a pill
orgamzer. prowde assnstanoe wrth
of

medications if such services are offered by the
facility. The facility shall contact the resident ' s
health care provider when observable health care
changes occur that may be attributed to the
resident ' s medications. The facility shall
document such contacts in the resident ' s
records.
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to assure 1 (Resldent
#2) of 5 resi whose
orders were reviewed and i iled
had the required self administration order for
and or communication when
the order should have been rescinded, placing
the resident at risk for misdosing herself or using
the prescribed s for unintended use
{potential overdose).

Findings include:

Review of Resident #2's file revealed she had
been admitted to the facilityon . .. ... . following
an overdose of medications while living
independently. The most recent health
assessment dated ... _ revealed the resident
needed medication administration,

Further review revealed the resident was ordered
—-......”100units : * nightly
before bed. There was no documentation found
that assessed the resident as capable of
administering her own 1or3xday
_.._-..i {glucose monitoring) which she told the
surveyor during an interview Tat
approximately 9:30 a.m.) that she did on her own,

Observation of the 1 for the resident
revealed __ _... was available for use for the
resident and further review of the medication
observation record revealed it was signed off as
given on a daily basis by non licensed staff.

Further interview of the resident revealed the staff
gave her the +flex pen every night and
observed her move the flex pen to the correct unit
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position and then watched her inject the
She said her sugar measured between
70-135 which she said was stable for her. She
also said she had been diagnosed as being

at approximately 18 months of age and
had beenon ... as long as she could
remember. Further interview with the resident
revealed she was very satisfied with all aspects of
care and services received at the facility.

During an interview with the administrator on

. at approximately 12:00 noon, she
acknowledged not having an order for the
resident to obtain her own glucose levels
and self administer her and further stated
that she would call the prescribing provider for the
order right away. If unable to obtain an order for
self administration (due to a history of |

then she would obtain the order for
nursing visits daily to give the ... .. injection and
clarification that facility trained med tech staff
could assist with the remainder of her medication
regime.

Class Il

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least
. trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.A. C and able to demonstrate to the

i the ability to ly read and

A 050

A052
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interpret a prescription label, must be available fo
assist residents with self-administered

with pi

described in Sectlon 429.256, F . S
{b) Assi with self i of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opemng a properly Iabe!ed meducauon container,

ified in Section
429 256(3), F S. In order to facmtate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. S(aff may also return unused doses
tothe ich
appears to have been contaminated, shall not be
returned to the container.
(c) Staff shall observe the resident take the
medication. Any concerns about the resident 's
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.
(d) 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 provudei may prescribe a

which coincides with the
resident ' s presence in the facility;
2. The medication container may be given to the
resident or 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 apill
to the of

subsectuon (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
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dispensed in an easier to use form, such as unit
dose packaging;

{e) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.

{f) Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment™ and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.

(4) Assi with self-administration 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
ini of medications by any injectabl

route.
{c} Administration of medications through
intermittent positive pressure breathing machines
ora .
{d) Administration of medications by way of a
tube inserted in a cavity of the body.
{e) Administration of _ preparations.
{f) Irrigations or debriding agents used in the
treatment of a skin condition.

or preparations.
{h} Medications ordered by the physician or
health care professional with prescriptive
authority fo be given " as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unficensed person, and at the request of a
competent resident.
(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the

A052
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reason for ini requires jud or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to assure 1 (Resident
#1) of 6 residents whose medication orders were
reviewed and reconciled- had the ordered
medications available and/or had made
documented efforts to obtain clarification of the
orders, and by inaccurately documenting on the
medication observation record (MOR), gave a
false representation to the prescribing provider of
what medications the resident was receiving
thereby placing the resident at risk for
complications.

Findings include:

Record review revealed Resident #1 had
diagnoses including . Further review
revealed orders for 100mg plus 25mg to
total 125mg orally every night. In order to fill an
order for per a phone call o the filling
pharmacy on . the prescibing physician
would need to order I work including

{whit cell count and neutrofils) on a frequent basis
prior to the order being filled.

Further record review revealed the resident
(admitted to the facility in 2002) had a
documented history of non compliance in both
getting the required labwork drawn as required
and for refusing to be seen by the physician- she
would simply refuse or leave the
center and go to a friends home nearby untif it
was time to return fo the facility. Unless the
center called the facility to make them
aware of the situation, they did not know the
resident was not getting the labwork and

A052
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acknowledgement that her med tech trained staff
including herself had not reconciled the
medications with the MORs but rather, they
checked the labels on the multipack packages
only and did not question the fact that there was
no avau!able Thrs happened she thought
b camein
multapack doses packages with a label placed on
the inside for each prescribed medication {on the
inside of each multpackage). Staff continued to
document that they were giving ....... | even
though that type of medication (with potentially
frequent changes based on lab results) came in
its own separate pill package. Staff did not pick
up on the fact the medication was not available
until notified by the phsyclan's office on

the last day it was filled,

Further interview with the administrator revealed
there had been ongoing communication problems
with the : provider since they no longer
provide case management to the resident
although they do provide the medication
management for her. Since the Ist filled script
was filled in , the resident has refused labs
again and the medication has not been filled
since then. Confirmation with the laboratory
during the survey revealed the most recent labs
were drawn on . the same day the order
was written and the lab confirmed they faxed the
results to the prescribing physician/ARNP the
same date which they confirmed the office
received. A telephone interview with the filling
pharmacist during the survey revealed the

order would have needed to be changed-
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titrated, rather than just starting at the 125mg
dose and that he had previously notified the
prescriber of this and felt they just didn't get it.

While it is the resident's right to refuse fo be seen
or to take her prescribed medications, the facllity
staff continued to document that they were giving
the on a daily basis even when it was not
available. This ... . . the prescribing provider
who requested {o be faxed a copy of the
MORs to them. The MOR documented
that facnlty staff were ass:stmg wrth alt prescnbed
- J h it was last

filed .

Class 1l

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 labeled 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
observabon record {MOR) for eaoh res:dent who
with self: of

or i ini ion. AMOR
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

A052
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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.
{c) For medications which serve as chemical

, the facility shall, pursuant to Section
429.41, F.S., 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 observation, interview and record
review, the facility failed to assure the daily
documentation of the medication observation
records (MORs) were correct for 2 (Residents #1
and #2) of 5 sampled residents whose MORs
were reviewed, which did cause 1o the
prescibing physician/ARNP wher trying to
determine exactly what specific medications
Resident #1 was receiving on a daily basis and
could cause . . if Resident #3's MORs
were reviewed.

Findings include:

Record review revealed Resident #1 had orders
for the following medications that were not
correct!y documented on the MORs:

- 1125mg, by mouth daily. It was scheduled
at 8:00pm on the L. cand ... . MORs.
The ... ... was blank. The handwritten MORs for

did nothave _ ... Ilistedonit.
Confirmation by the pharmacy by phone on
: revealed they had no current order for
the ... for . (because the prescriber had
not sent a requested titrated order- needed any
time when a person started and stopped this
medication. A non titrated order was written by

A0B4
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the prescriber on ___ . for 100mg plus 25mg
nightly).

Intervnew with the administratoron ... /12 at
12:00noon led an
acknowledgemenl that her med tech trained staff
including herself had not reconciled the
medications with the MORs but rather, they
checked the labels on the multipack packages
only and did not question the fact that there was
[ J— avallable Thls happened she thought
the p came in
multipack doses packages with a label placed on
the inside for each prescribed medication (on the
inside of each multpackage). Staff continued to
document that they were giving ... | even
though that type of medication (with potentially
frequent changes based on Iab results} came in
its own separate pill package. Staff did not
recognize the factthe _.___. j was not available
until notified by the physician’s office on
the last day it was filled. If the medication was not
available, the facility should have documented as
such on the MOR and/or clarified if the order was
still current.

Interview with the resident on jat

tley 1:00 p.m. she d
medlcatuon assistance at the faciity but she was
very suspicious of the surveyor and did not want

| to engage with any more conversation. She did

tell the surveyor when asked that the reason she
sometimes refused to see the doctor and have
... drawn or get her monthly shot (including
the day of the survey) was because she was
scared.

_ . DE 50mg/ml inject 1cc i larly
every 4 weeks (provided by center)
was documented in error as assisted with on a

A0B4

AHCA Form 3020-0001
STATE FORM

owes

GBNV11

#f continuation sheet 10 of 16




PRINTED: 10/29/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL11964389

A. BUILDING
B.WING

{X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

GEORGIA'S PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE

2101 7TH STREET, SOUTH
SAINT PETERSBURG, FL. 33705

(X4)ID
PREFIX
TAG

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

D
PREFIX

PROVIDER'S PLAN OF CORRECTION (X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A054

Continued From page 10
daily basis by unlicensed facility staff daily in
C.oand .

Interview with the administratoron . _at
approximately 12 noon revealed she had not
realized the staff were incorrectly documenting
that they were administering an injection on a
daily basis. She further acknowledged that she
had no licensed staff employed at the facility and
that the prescribed was delivered by the
pharmacy to the facility where it would be picked
up by the ; case workers and taken fo
the center where the injection would
be given monthly (if not refused by the resident).
She had no explanation as to why there was no
documentation of any drugs received by the

resident in __. . but believed this was during one

of the resident's frequent hospitalizations.

Review of Res;dent #2's 07 08 Ogand ..
MORs d the i
errors;

* 100units/ml, give 80 units
injection every night. Review of the MORs
revealed had no documentation to indicate the
resident gave her own 1 {seif
administered) injections each night.
Documentation on the MORs looked as if
unlucensed staff were giving the ___
they were not li and
not qualified to give injections).
1 30mg, fake 1 tab each night.
Review of the handwritien addition of the order
showed it was given beginningon __.__ .. and
. with no documentation to explain on the
back of the MOR why it was not given on the 24,
26, 27, 28, 29 or 30th or if it was simply not
documented after being given.
Per a phone call to the pharmacist during the
survey, the pharmacist told the surveyor the
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Temazapam was dicon _ . _and inits place
Tart 10mg tab were filled. The
medication was on hand but was not added to the
:MOR. Instead, the i continued
to be documented as being given when the
replaced it. Observation of the
medications on hand revealed no i
available but did have 2 1 gone from a
package dispensed on ... .. .. which would be
correct.
s 1mg, give 1 tab three times daily.
The package had a label noted see dose change.
The ... .. MOR did not have 1listed
on it although it was listed on the previous 2
months. Observation of the medication on hand
he medication was available and had
been filled on : with 5 pills gone from the
package of 90 pills.

The resident told the surveyor during interview on

_at approximately 12:00noon that she
had been diagnosed as ___ ) dependent

since about 18 months old and had
provided her own . ___:injections as long as she
could remember. She stated staff got the t
for her and that she herself put turned the flex
pen to the correct number of units (90 units of

nightly). She also said she had recently
had sleeping problems and had the order of
Tamazepam changed to She had only
positive comments about the care and services
received at the facility and said she received all
medications as ordered in a timely way and had
no medication concerns.
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58A-5.0185(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
of resi and to

resrdents to remain as independent as possible,
resrdents may keep their medications, both

D and thi ter, in their
possessuon both on or off the fac:lrty premises; or
intheir . . orapartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the
or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such arequest;

3.The i is and d

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;

5. The facility determines that because of
physical arrangements and the oondmons or
habits of resi the p of
medication by a Tesident poses a safety hazard to
other residents; or

8. The facility ' s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.

{b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, ,or area at all

A0B5
A 055
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times;
2. Located in an area free of dampness and
abnormal temperature, except that a medication
quiri ( ion shall be refri d
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staff responsible for filling
il " sting with self-admini
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and
4, Kept separately from the medications of other
residents and properly closed or sealed.
(¢} Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. if centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. * Such medication may be reused if
re-prescribed by the resident ' s health care
provider.
{d) When a resident ' s stay in the facility has

. ended, the administrator shall return afl

medications to the resident, the resident " s
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and walting at least 15 days, the resident’ s

‘ medications are still at the facility, the

shall be i and
may disposed of in with p

(e).
{e) Medications which have been abandoned or
which have expired must be disposed of within 30

A055
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days of being determined abandoned or expired

and disposition shall be documented in the

resident’ s record. The medication may be taken

to a pharmacist for disposal or may be destroyed

by the administrator or designee with one

witness.

{f) Facilities that hold a Special-ALF permit issued

by the Board of Pharmacy may return dispensed
dicinal drugs to the

pursuant to Rule 64B16-28.870, F A C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to assure discontinued or expired
medications were disposed of within 30 days of
lden:rf" cauon for 2 {Residents #1 and #2) of 5

se ions were
reconciled and by not removing them from the
residents medication area placed the residents at
risk of iving expired or dis {
medications that could result in ineffective results.

Findings include:

Review of Resident #1's medication orders and
observation of her available medications revealed

the ing expired i ined in a
 plastic bag labeled with the resident's labeled

name dated

* _ _ . discus 250mcg/saimeterol 50mg

container with no opened date. The expiration
date on the back of the case was _ .
*Ahand held inhaler, Proair was dated
{also expired)

a tube unlabeled of

Review and observation of Resident #2's
medication orders and observation of the
resident's available medications revealed the
following that may have been expired but
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{X3) DATE SURVEY
COMPLETED
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STREET ADDRESS, CITY, STATE, ZIP CODE
2101 7TH STREET, SOUTH

remained available for use:

—— ... 100units/ml. There were no
opened dates for 2of the . __flex pens
although both of them had been opened. The

s instruction insert read it was good for 42
days after opening. It could not be determined if

the was expired since they were not
labeled, but there were 2 additional unopened
labeled .. > .......: flexpens observed that

were available for the resident's use.

Interview wuth the admnmst!ator dunng the survey
o

she was unsure why the expwed medlcauons
were in a baggy in the resident's medication
drawer and additionally said the resident was not
receiving any of them, She said it was an
oversight to not have the opened date on the

...... The caregiver/med tech on duty also
could not explain why the expired meds were in
the resident’s medication drawer and also said
she was not receiving them.

Class 11l
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FLORIDAAGENCY FOR HEALTH CARE ADMINGTRATON

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Bettor Heaith Care for all Floridians SECRETARY
L2012
Administrator
Georgia's Place

2101 7th Street, South
Saint Petersburg, FL 33705

Dear Administrator:
Re: CCR# 20120010308

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

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
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
on 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

bttp://shca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

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

Faclhﬁes and Providers on thls page. Your feedback is encouraged and valued, as our goal is to ensure the
£ land ion of the survey process.

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

cerely,

atricia Reid Caufman
FW Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

5§25 Miror Lake Drlve North, Suite 410 A
St, Petersburg, FL 33701

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

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
httpiifahea.myflorida.com




