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Initial Comments
Assisted Living Facllity

A biennial state licensure survey with limited
nursing services (LNS) was conducted on

The Palms of Sebring, assisted living facility, had
deficiencies found at the time of the visit.

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
medlcat:on in accordance with Rule 58A-5.0191,
F.A.C., and able fo demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residen(s with serf-administered

in
descnbed in Section 429 256 F. S

(0} with of
medication mcludes verbally promptmg a resudent
to take i
openmg a proper!y Iabaled medicauon contamer,
ified in Section
429 256(3) F.S. In order to facﬂﬁate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and S$poons. Staff may also return unused doses
to the whicl
appears to have been contammated shall not be
returned to the container.
{c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
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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 hea!th care provnder may prescribe a

ides 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

ieaving the facility, with this fact noted in the

resident ' s medication record;

3. The medication may be transferred to a pill
todl of

subsechon {2), and given fo 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
|nterpreting vital signs and evaluating or
assessing aresident’ s condmon

{4) Assi with self- ion 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.
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{b) The preparation of syringes for injection or the
inistration of by any inj
route.
(c) Administration of medications through
i positive p g
ora. ..

{d) Admnmstrauon 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

(@) preparations.
{h) Meducations ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " uniess 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 ini ion requires j or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to follow proper procedures for having
unlicensed staﬁ assist with sef-administration of

giving ications ordered
"PRN" or "as needed" and requiring independent
yudgment on the part of the unhoensed person for
14 #3) of 8

Findings include:

Areview of medical record for resident #3
revealed a physician order dated I/ to
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receive cream for her right thumb and
right index finger to be given every 6 hours as
needed for pain.

Areview of resident#3's MOR for the month of

. revealed that resident#3 had periodic
use of the : cream, which was signed as
given by different Med-Tech staff.

During interviews conducted on at
approximately 11:10 a.m. though 1:30 p.m. with
Med-Tech Staff members E,G and H, who all
stated that before any resident receives their
PRN medications, they must notify the nurse
before the resident can received their PRN
medication and then they will sign the MOR after
the resident receives the medication.

Class Hll

A053 58A-5.0186(4) FAC Medication - Administration AQ53

{4) MEDICATION ADMINISTRATION.
{a) For facilities which provide medication
admmnsh‘ahon a staff member, who is licensed to
i mus( be avail to
in ace witha
health care provider s order or prescription label.
{b} Unusual reactions or a significant change in
the resident ' s health or behavior shall be
documented in the resident ' s record and
reported immediately to the resident’ s health
care provider. The contact with the health care
provider shall also be documented in the resident
*'s record,
{c) Medication administration includes the
conducting of any examination or testing such as
| glucose testing or other prooedure
y for the proper i of
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medication that the resident cannot conduct
himself and that can be performed by licensed

staff.
{d) A facility which performs clinical laboratory
tests for residents, including glucose

testing, must be in compliance with the federal
Clinical Laboratory Improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.S. A
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
i ' own ion about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, FL 32308;
(850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to ensure that residents have individual
glucometer, to test their sugar as directed
by their physician. Failing to provide the residents
with individual ines places the resi at
risk for

Findings include:

Observation of the medication area on
during the facility tour found the facility to have a
red plastic bin. In the bin was a glucometer,
for various residents, and a supply of
administration needles for the and

AHCA Form 3020-0001
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A 055

needles/lancets to stick the residents’ fingers.
Interview with the Nursing Director on

revealed that all the residents have their

sugar checked with the one machine. It was
revealed that none of the resident on have
their own machine labeled for individual use. By
using the same machine for all residents the
residents are placed at risk for , related
to contamination of the shared machine.

Class Il

58A-5.0185(6) FAC Medication - Storage and A055

Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
(a) in order to accommodate the needs and
and to

resfdents to remarn as independent as possible,
resndents may keep their medications, both

ip and th ter, in their
possessmn both on or off the facumy 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 resuients However,
both iption and th

ions for resi shall be ly 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 a request;

3. The medication is determined and documented
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;
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5. The facility determines that because of
physical arrangements and the conditions or
habits of resi the p ion 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, FAC,
{b) Centraliy stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, , or area at all
times;
2. Located in an area free of dampness and
abnormal temperature, except that a medication
quiring refri ion shall be refri
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
focated locked;
3. Accessible to staff responsible for filling
- ! s tasueviiilid

p

or administering medication. Such staff must

have ready access to keys to the medication

storage areas at afl 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 fo the

| resident or the resident ' s representative, as

| @ppropriate, 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.
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(d) When a resident ' s stay in the facility has
ended, the administrator shall return alt
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

dications shall be i band and
may di ofin with p

(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 med|catton may be taken

to aph for disposal or may be dest
by the administrator or designee with one
witness.

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

by the Board of Pharmacy may retum dispensed
dicinal drugs to the di

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

This Statute or Rule is not met as evidenced by:

Based on observation, interview and record

I rewew the facility failed to ensure that

{ ions were stored approp and
| disposed when expired, for five of elght sampled

\ residents, Residents #1, 2, 6, 7, and 8. The
facility places the residertts at risk for medication
errors by holding discontinued and expired

W medications.

| Findings include:

| Observation of the facility's medication carts and

1o be expired on
| the cart for floor 5 and 6 for Resident # 6 :
| 0.4mg tablet discard after . Onthe

i cart for floors 7 and 8 Milk of Magnes;a was not
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labeled for a resident, hand written on the bottle
was an opened date of , there is no

expiration on the bottle, and the back label is torn
off. The licensed practical nurse stated that
medications are only held for 30 day after opened
if no expiration. There was also )
spray 1.4 % expired on for Resident #5.
Medications expired were verified with the
Licensed Practical Nurse.
Observation of the refrigerator found for Resident
#2 100mg/ml injections filled on

. This was a once order pre-surgery and
was discontinued in of 2012, Belladona and
opium * expired on ‘and

in the same bag, filled on for
Resident #2, approximately 15 to 20
suppositories. A container of _ |
suppositories expiration, labeled with a

© only.

Observation of the supplies, stored ina
red bin at the nurses * station found the following:
Resident #1 has a vial of _withno
open date written on the vial, filled on .
labeled " keep in refrigerator *, and this is
currently in basket.

Resident #7 has Humalin 100 units that is
marked "Refrigerate” and "opened on "
The resident also had 1with no
open date on the bottte and marked “refrigerate”.
ident #7 is daily.
Ressdent #8 has no open date on
The vial has been used and was filled on
. There is a second vial of 1 100
units open and used with no open date. This vial
was filled on

was verified as out of date and not marked
with apen date with Staff F on I at
approximately 12:18 p.m.
Record Review of the facility policy for medication
storage 4.1 and medication storage 6.3 both
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reveal that expired and discontinued medications
are to be disposed of and reordered, if a current
order exists. Record review also revealed that the
facility is conducting quality assurance checks
that are to include checking for expired " PRN "
(as needed) medications.
Class il
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FLORIDAAGENCY FORHEALTH CARE ADMINISTRATION

RiCk SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
, 2013
Administrator
Palms of Sebring (The)

725 8. Pine Street
Sebring, FL. 33870

Dear Administrator:

This letter reports the findings of a biennial state licensure survey with limited nursing services (LNS) that was
conducted on , 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. 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

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

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
ional and lication 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.
rely,
(Jout 4 6*"*’)

Patricia Reid Caufman
( o Field Office Manager

PRC/kpr

Enclosure: State Form 3020

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:ilahca.myflorida.com

St. Petersburg Field Office

525 Mimor Lake Drive North, Suit 4104
Petersburg, FL 33701

Phone (727) 552+ 2000 Fax (727) §52-1161




