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Administrator
Putnam Caregivers LLC
110 Roberts Court

Palatka, FL. 32177
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 by
representative(s) of this office.

Enclosed 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
tip://ahca.myflorida.com/Publications/Forms.shtml 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 surveyor. Should you have any questions pleasc call this office at
(386) 462-6201.

Sincerely,

Kriste J. Menne
Field Office Manager

KiM/amw

Enclosure
XG90

Headguarters

2727 Mahan Drive
Tailahassee, FL 32308
hitp:#/ahca.myfiorida.com

Alachua Field Office

14101 N W Hwy 441, Suite 800

Alachua, FL 32615-5669

Phone (386} 462-6201; Fax (386} 418-5300
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Initial Comments

An unannounced Abbreviated survey which was
turned into a Standard Biennial survey was
conducted on 2013 at Putnam
Careglivers Assisted Living Facility located in
Palatka, Florida. The facility was not in
compliance.

58A-5.0185(3) FAC Medication - Assistance with
Sel-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 atleast

. trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the

admini o1 the ability to 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,

{v) i with self-administration of
medication includes verbally prompting a resident
1o take medications as prescribed, retrieving and
opening a 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
o the ication container. ication, which
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

A000
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in the resident ' s record.
(d) When a resident who receives assistance with
medication is away from the facility and from
tacility 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 pilt
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; 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)(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
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
ini ion of ications by any injectabl
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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.

{€) Administration of | preparations.
{1} Irrigations or debriding agents used in the
treatment of a skin condition.

{Q) ,or | preparations.

{h) Medications ordered by the physician or
health care professional with prescriptive
authority to 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 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, interview and review of
the medication observation record (MOR) the
administrator failed to ensure that the unlicensed
staff was not administering medications to 2 (#3
& #4) of 3 residents observed during the
medication pass.

Finding:

1. Observations of the medication pass for
resident #3 on at 1:15 PM revealed
that the caregiver went to resident #3's . ... .. '
.. assist the resident with her medication, the
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resident aide opened the i medication
vial, poured it in the machine, turned the
machine on and gave the resident the mask.
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During the interview with the resident aide on

i at 1:30 PM, she stated that the nurse
who gave staff the training on assistance with self
administration of medication told her that the
resident was not suppose to put the medication in
the machine, that it was the responsibility of the
staff.

2. Observation of the medication pass for
resident #4 revealed that the resident aide poured
1 tablet of . 500 mg medication in
a cup and handed it to the resident the resident
swallowed the medication with water.

Review of the 2013 MOR revealed that

1 500 mg was to be given every 6
hours as needed. Continued review of the MOR
revealed that the staff has been giving the
medication on scheduled times at 7.00 AM, 1:00
PM, and 7:00 PM.

Continuation of the interview with the resident
aide revealed that she has been giving the
medication to the resident for

however the medication does not specify why the
resident is 10 take the medication. The resident
aide stated very casually that the prescription was
supposed to be changed so she decided to give
the medication routinely every 6 hours.

Class It

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

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and t¢ encourage
residents to remain as independent as possible,
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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 apariments, 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 shali 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 a request;

3. The medication is determined and documented
by the health care provider to be hazardous i
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 resid the } possession of
medication by a resnden( 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} Centrally stored medications must be:

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

2. Located in an area free of dampness and
abnormal , except thata icati
requiring refngeratton shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
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by keeping the area in which refrigerator is
Iocated locked,;

3. Accessible to staff responsible for filling
pifl-organi. isting with self- ini ion
or administering medication. Such staff must
have ready access 1o 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 all
medications to the resident, the resident ' s
family, or the resident ' s guardian uniless
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 disposed of in accordance with paragraph

).
{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.

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

AQ55

AHCA Form 3020-0001
STATE FORM

bl J78Q11

it continuation sheet 6 of 11




Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 06/10/2013
FORM APPROVED

AL11967581

A. BUILDING:

B WING

42y MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

PUTNAM CAREGIVERS LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

110 ROBERTS COURT
PALATKA, FL 32177

X4) ID
PREFIX
TAG

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

3]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

X85y
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A055

A081
88=D

Continued From page 6

by the Board of Pharmacy may return dispensed
icinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on interview, review of the medication
storage unit and the medication observation
record (MOR) the administrator failed to ensure
that medications that have expired was disposed
of within 30 days for 2 (#2 & #3) of 5 residents in
the sample.

Finding:

Review of the resident's medication on
2013 revealed the foliowing:

1. Resident #2 has Extra Strength (ES)
500 mg. dispensed from Extended Care
Pharmacy on and showing an
expiration date of Review of Resident
# 2 MOR revealed that the ES was
discontinued on . The facility has kept
the medication for over & months.

During the interview with the resident aide on

i at 10:30 am she stated that she is waiting
for the family members to pick up all of the
resident’s discontinued medications.

2. Resident #3 4 mg medication was
dispensed on ' and has an expiration
date of Review of the 2013 MOR
revealed the . .. ____-4 mg medication was to be
taken as needed (PRN).

Class It

58A-5.0191(2) FAC Training - Staff In-Service
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{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
tacility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with
Rule 59A-8.0085, F.A.C., must receive a
minimum of 1 hour in-service training in t
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1080, relating to borne

_ . may be used to meet this
requirement.
(b} Staft who provide direct care to residents
must receive a minimum of 1 hour in-service
fraining within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
recelve a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident .
neglect, and
{d} Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 50A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
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2. Providing assistance with the activities of daily
fiving.

(e) Staff who prepare or serve food, who have not
taken the assisted fiving facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f} All facility staff shall receive in-service training
regarding the facility ' s resident elopement
response policies and procedures within thirty
{30) days of employment.

1. Ali facility staff shall be provided with a copy of
the facility ' s resident elopement response
policies and procedures.

2. Altfacility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facllity failed to ensure that 3 of 3 empioyees
received 3 hours of in-service training within 30
days of employment.

Finding:

Review of the personnel files for (R.C., M.C. and
Rb.C.) revealed that all three employees has
been employed with the facility for over 30 days
and they have not received the training in
providing assistance with the activities of daily
fiving and resident behavior and needs.
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Standards

(2) RESIDENT CARE STANDARDS.

{a) Aresident receiving limited nursing services in
a facility holding only a standard and fimited
nursing license must meet the admission and
continued residency criteria specified in Rule
58A-5.0181, FAC,

(b} In accordance with Rule 58A-5.019, FAC,,
the facility must employ sufficient and qualified
staff to mest the needs of residents requiring
limited nursing services based on the number of
such residents and the type of nursing service to
be provided.

(c) Limited nursing services may only be provided
as authorized by a health care provider ' s order,
a copy of which shall be maintained in the
resident ' s file,

(d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who shall be available to provide such services
as needed by residents. The facility shall maintain
documentation of the qualifications of nurses
providing limited nursing setvices in the facility ' s
personnel files.

(e} The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on interview the facility ailed to employ or
contract with a nurse to provide limited nursing
services as needed by residents.

Finding:
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When the surveyor requested to see the contract
for the limited nursing services nurse the
administrator stated on at 3:00 PM that
he did not renew the contracted with the nurse
because the residents have not needed the
limited nursing care in the two years since his last
survey.
Class Itl
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