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Initial Comments
Assisted Living Facility

Alimited nursing services (LNS) monitoring visit
was conducted on

The Toby Wei A d Living F
facility had a deficiency found at the time of the
visit.

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

Maedication Practices.
Pursuant to Sections 429.255 and 429.256, F.S.,
and this rule, licensed facilities may assist with
the self- i or ini of
medications to residents 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) Res»dents who are capable of

their ications without
assistance shall be encouraged and allowed to

$0.
{b) I facility staff note deviations which could
reasonably be attributed to the improper
fion of medication, staff shall

consult 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 pili
organizer, provide assistance with

el of moedicati

or
medications if such services are offered by the
facility. The facifity 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
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Continued From page 1
records.

This Statute or Rule is not met as evidenced by:
Based on interview, observation and record
review the facllity failed to compiete the
self-administration assessment for one of two
resudents, Resndent #1. By not oompleung the
Resident #1 may

not be able to correctly administer the
medications needed, potentially leading to an
adverse outcome for the resident.
Findings include:
Record review of Resident #1's health
assessment form reveals that the resident needs

i with ini ion of

The health was last
updated on . Also listed under nursing
services on the health assessment is written "
supervision of meds *.
Interview with the resident on at
that the
resldent stated that he managed his own
medications. Observation of the resident’s |
this time revealed that the resident had 2

bottles of eye drops on his microwave and box
with his medications.
Interview with the Director of Nursing on
at i 12:00 PM led that the
resident does do some of his medications on his
own, but has not been assessed to be able to do
this, and there is no physician order stating that
the resident is able to administer his own
medications.
By not supervising and assisted with the residents
medications as recommended the resident is at
risk for an adverse reaction, related to taking the
wrong medication or dosage.
Class 1l

AQ50

f

AHCA Form 3020-0001
STATE FORM

oo THWO1

¥ continuation sheet 2 of 2




FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
,2013
Administrator
Toby Weinman Assisted Living Residence (The)
240 59th Street North

Saint Petersburg, FL. 33710
Dear Administrator:

This letter reports the findings of a limited nursing services (LNS) monitoring visit that was conducted on
i, 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
ttp://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 thls page. Your feedback is encouraged and valued, as our goal is to ensure the
ional and ion of the survey process.

P

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

ely,
Fp{ tricia Reid Caufman
Field Office Manager
PRC/kpr

Enclosure: State Form 3020

St. Petersburg Fisid Office

525 Mirror Lake Drive North, Sulte 410 A
St. Petersburg, FL. 33701

Phone (727) 552-2000; Fax {727) 552-1161

tHeadquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:f/ahca.myfiorida.com




