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A000 Initial Comments { Aoco

An Assisted Living Facility biennial standard f
abbreviated licensure survey was conducted on |
- . Palms Villa Retirement Home Inc., had
licensure deficiencies found at the time of the

visit. H

A 052 58A-5.0185(3) FAC Medication - Assistance with ~ A 052
$8=D Gelf-Admin

(3) ASSISTANCE WITH :
SELF-ADMINISTRATION. i
{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-5.0181,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.
(b) Assistance with self-administration of |
medication includes verbally prompting a resident |
to take medications as prescribed, retrieving and
opening & properly labeled medication container, |
and providing assistance as specified in Section |
429.256(3), F.S. In order to facilitate 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 medication container. Medication, which ¢
appears to have been contaminated, shall notbe |
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. '
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(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: i
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
organizer pursuant to the requirements 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; of
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;
{e) Pursuant to Section 428.256(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)(1), F.S., the
terms " judgment " and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
{4} Assistance 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 i
crushing a tablet as prescribed. {
(b) The preparation of syringes for injection or the |
administration of medications by any injectable
route.

AHCA Form 3020-0001
STATE FORM 6899 RF4J11 it continuation sheet 2 of &




PRINTED: 05/28/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11953544 BWING .
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, §TATE, ZIP CODE
2131 NW 28TH STREET
PALMS VILLA RETIREMENT HOME, INC OAKLAND PARK, FL 33311
(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR { SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
AD52 Continued From page 2 | ADB2

() Administration of medications through i
intermittent positive pressure breathing machines
ora

{d) Admnmstratlon of medications by way of a
tube inserted in a cavity of the body.

(&) Administration of preparations.
(f} Irrigations or debriding agents used in the
treatment of a skin condition.

{9) ,or | preparations. H
(h) Medlcatlons ordered by the physician or H
health care professional with prescriptive

authority to be given " as needed, " unless the
order is written with specific parameters that H
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 H
reason for administration requires judgment or
discretion on the part of the unlicensed person.
This Statute or Rule is not met as evidenced by !
Based on observations and interviews, the facility |
failed to ensure unlicensed staff followed required |
practices related to assisting residents with
self-administration of medications for 2 out of 2
observed residents (Resident #6 and #7). The
unficensed staff member did not bring the
medication containers to the residents and did not;
read the medication labels to the residents prior
to assisting the residents with self-administration
of the medications; the unlicensed staff member
initialed the medication observation record (MOR)
after assisting both residents rather than after
assisting each resident.

The findings include:

On at 12:20 PM, an unlicensed staff
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member was observed assisting Residents #6

and #7 with self-administration of their 12:00PM
medications. For both residents, she did not bring !
the medications in their original containers to the
residents, nor did she read the medication labels
in the presence of the residents. She waited until ;
after assisting both residents with H
self-administration of their medications to initial
both residents’ MORs to indicate they received

the medication doses.

in an interview conducted ... . at 1:220 PM with:
the Administrator present, the staff member
confirmed aformentioned and that this was the
method she had always used. The Administrator
acknowledged she should have either brought the
residents one at a time to the medication cart or
brought the medications in their criginal H
containers to the residents one at a time, read the |
labels to the residents prior to assisting them with
self-administration of the medications and
initialed the MORs for each resident immediately
after confirming the resident took the dose.

Class It

A 054 58A-5.0185(5) FAC Medication - Records . A054

88=D :
(6) 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 heaith 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
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receives assistance with sef-administration of |
medications or medication administration. AMOR
must include the name of the resident and any
known _ithe resident may have, the name |
of the resident”’ s health care provider, the heaith
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. H
{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 interviews and record review, the

facility falled ensure medication observation ¢
records (MORs) were accurate and up-to-date for |
1 out of 2 sampled residents (Resident #4).

The findings include: |

On at 3:05 PM, the following

discrepancy was discovered during medication
systems review related to Resident #4. An entry
noted on the resident's 2013 MOR
documented XR 50 milligrams daily; the ;
entry was initialed as the resident received this |
medication from « through

However, this medication was absent from the
resident's medication supply.

This was brought to the Administrator’s attention |
at that time. He contacted the pharmacy and H
responded this medication was determined to be
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not available due to lack of insurance coverage or
other available means to pay since

2013 but not taken off the MOR by the pharmacy.
He acknowledged facility staff continued to
document that the resident had received this
medication when they should have marked it as
discontinued or not available.
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.2013
Administrator

Palms Villa Retirement Home, Inc.
2131 NW 28th Street
Qakland Park, F1. 33311

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 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 after 2013 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.shtmi 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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381-5840.

/%//ZM{»WW

/Ié/;WArlene Mayo-Davis
¥ Field Office Manager

AMD/ls
Enclosure

Headquarters
2727 Mahan Drive
Taltahassee, FL 32308
hitpiifahca.myflorida.com

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Detray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496-5024




