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Initial Comments
Assisted Living Facility

Arevisit to the complaint survey, CCR#
2012011344, was conducted on sin
conjunction with a complaint survey, CCR#
2012013444, see (Aspen Event 757D11).

The Elzaida's Tender Care, assisted living facility,
had deficiencies found at the time of the revisit.

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
frained 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 read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
descnbed in Section 429.256, F. S.
(b) with self. of
medication includes verbally prornptmg a resident
to take medications as prescribed, retrieving and
opemng a properly !abeled medacatlon container,
in Section
429 256(3) F S. In order to facllitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons, Staff may also return unused doses
to the i ion, which
appears to have been contammated shall not be
returned fo the container.
{c) Staff shall observe the resident take the

{A 000}
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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 provider may prescribe a
medication schedule 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 a pill

izer p 1o the requi: 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;
(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.
{HA with self-admini ion does not

include:
(a) Mixing, . converting, or

1 medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
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crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
(c) Administration of medications through
ir i positive p breathing
ora
{d) Admmlstrauon of medications by way of a
tube |nserted in a cavity of the body.
(e} A ion of Ip
(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 o be given * as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed 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
reason for inis fon requires jud:
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 follow the steps in
properly providing assistance with
self-administration of medication to one of two
sampled residents (Resident #1). Failure to
properly assist residents with self-administration
of medications can put residents at risk through
medication errors,

Findings include:

On . beginning at 11:00a.m, the surveyor
conducted medication recongiliation for Resident
#1:

*Medication Label: - 10gm/15mi -

{A 052}
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2 tablespoons by mouth twice dally. MOR
Orders: - 10gm/15mi 2 tablespoonful
(30ml) by mouth for 2 weeks ! date Dr.
Huang). The medication was charted as given
daily - through . Since it was
prescribed on :for 2 weeks, the
medication should have been discontinued

When interviewedon ... .- at 1:55 p.m., the
facility owner/primary care provnder sald "she
{Resident #1) takes the medi she
wants for Lincourt (pharmacy) must
have called the doctor for authorization since they
continue to send it.” Lincourt sent MOR effective
and did not update order to continue this

medication beyond the 2 week original
prescription.
The surveyor observed an excess supply of this
medication (accessible/not locked) on a shelf
leading to the owner's private quarters. On

- at 2:40pm, the facility owner/primary care
provider said, "She (Resident #1) doesn't always
tell me when she takes it. | see her take it once
in the morning & once at night, "
*Medication Label: _. .~ Milk of Mag cherry
355M - 2 tablespoons by mouth twice daily for 2
weeks - Hospital Order MOR Orders: 2
tablespoonfuls (30ml) by mouth twice daily for 2
weeks. The medication was charted as given
daily - through Since it was
prescrlbed on .. ... for 2 weeks, the
medication should have been discontinued

The surveyor observed both of the above
medications being kept on a kitchen counter
accessible to all. When interviewed on sat
1:50 p.m., the facility owner/primary care provider
said, She {Resident #1) takes whenever she
wants for

*Medication Label: P.RN. "Controlled

{A 052}
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Substance Dangerous Unless Used as Directed”
Hydroce tab Generic for !
I tablet Take 1 tablet by mouth every 6
hours as needed for pain Dr. Williams, Oswald
MOR: 1 < Orders: 1 tab every 4 hrs
{8am, 12pm 4pm, 8pm, 12 mid, 4 am). There
was therefore a discrepancy between Medication
Label Order {every 6 hours) and MOR (every 4
hours). The medication was charted as given at
8am, 12pm, 4pm, & 8pm - “self" was noted for
12 midnight & 4am doses. When interviewed on
» at approximately 2:00pm, the facility

owner/primary care provider said, "1 give her 2
med cups with one pill in each to take as she
needs overnight...2 separate doses. " Following
discussion with the AHCA Surveyor regarding
discrepancy in orders and the need for staff
observation of self-administration of the
medication at clearly specified times, the facility
owner/primary care provider said she will call the
doctor.
*Medication Label : d/c'd Butal/A: . __

| 1 tab every 4 hours as needed
(8am, 12pm, 4pm, 8pm, 12 mid, 4 am) charted as
given through ..-at 8am, 12pm, 4pm, & 8pm
- "self* was noted for 12 midnight & 4am doses -
D/IC - Wheninterviewedon . _at
approximately 2:15pm, the facility owner/primary
care provider said, "I gave her 2 med cups with
one pill in each to take as she needed overnight. "

Uncorrected Class Il

58A-5.0185(6) FAC Medication - Storage and
Disposal

(6) MEDICATION STORAGE AND DISPOSAL.

| {8) In order to accommodate the needs and

preferences of residents and to encourage
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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; or
in their or apartments, 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
i#:

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuam {0 such a request;

3.The i and d d
by the health care provnder 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 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 prior to admission
as required under Rule 58A-5.0181, F.A.C.

{b) Centrally stored medications must be;

1. Keptin a locked cabinet, locked cart, or other
focked storage receptacle, . or area at all
times;

2. Located in an area free of dampness and
abnormal , except that a

requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the

A 085
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refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;

3. Accessible to staff responsible for filling

pilk i isting with self: ini

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.

{c) 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 alf
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 shall be considered abandoned and
may di ofin 1ce with p ph
{e).

{e) Medications which have been abandoned or
which have expired must be disposed of within 30
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.
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(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed

icinal drugs to the di ing pharmacy
pursuant to Rule 64B16-28.870, FAC,

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facility failed to store medications in a locked
cabinet, locked cart, or other locked storage
receptacle, or area at all times.

Findings include:

AHCA staff conducted a tour of the facility on
Monday, . 2013 beginning at
approximately 10: OOam Surveyor observed two
liquid prescription medicines on a kitchen counter
accessible to all. When interviewed on at
1:50 p.m., the facility owner/primary care provider
said, "She (Resident #1) takes (the medication)
whenever she wants ...." The medicines
remained on the kitchen counter throughout the
day of AHCA ' s visit.

The surveyor observed an excess supply of liquid
prescription medicines (accessibie/not locked) on
a shelf in area leading to the owner’s private

| quarters, On .. at 2:40pm, the facility

owner/primary care provider was advised that the
medwat!ons need to be secured in a locked area.
die ined on the shelf thy

he
the day of AHCA ' s visit.
Class Il
|
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RORDAAGENCY FOR HEALTH CARE ADMINSTRATION

R(';%’%g%a Bettor Health Care for all Floridians E“ﬁ’é‘éﬁ?ﬁé’? =
2013
Administrator
Elzaida's Tender Care
804 South Belcher Road

Clearwater, FL, 33764

Dear Administrator:
Re: CCR# 2012013444 & Revisit

This letter reports the findings of a complaint survey and a state revisit survey that were conducted on
28, 2013, by a 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 relative to the revisit. Section 408.81 1(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

http://ahca. 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

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

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

ftricid Reid Caufman
fy Field Office Manager

PRC/kpr

Enclosure: State Form & Revisit Report

et
St. Petersburg Field Office
528 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701
Phone (727) 562-2000; Fax (727) 552-1161

Headquarters

2727 Mahan Drive
Tallahassee, FL 32368
hitp:/fahcs.myfiorida.com




