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A Q00! [nitial Comments 1 AQ00

; Complaint Inspection CCR
#2013000413 was conducted.

Emeritus Ocoee Agsisted Living facility had
deficiencies found at the time of the visit.

A052 58A-5.0185(3) FAC Medication - Assistance with | A 052
Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION,

. {a) For facilities which provide assistance with
self-administered medication, either: a nurse; or

i an unlicensed staff member, who is atleast .

; trained to assist with self-administered

! medication in accordance with Rule 58A-5.0191,

{ F.AC., and able to demanstrate to the

H ini the ability to ly read and
interpret a prescription label, must be available to

| assist residents with self-administered

| medications in accordance with procedures

i described in Section 429.256, F.S.

| (b) i with self-admini ion of
medication includes verbally prompting a resident

| to 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 medication container. Medication, 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
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:
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 apill

to the req of

subsect:on (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 P d and
dispensed in an easier to use form, such as unit

i dose packaging;
(&) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is

i requlred and understands the purpose for taking
! the medication.
{f) Pursuant to Section 429.266(4)(i), F.S., the

i 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
administration of medications by any injectable
route.
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A052 | Continued From page 2
| (c) Administration of medications through ;
intermittent positive pressure breathing machines
Lora
(d) Administration of medications by way ofa
tube inserted in a cavity of the body.
| (e) Administration of | preparations.
+ {f) lrrigations or debriding agents used in the
 treatment of a skin condition.
(g} B ,or _ |preparations.
{h) Medications ordered by the physician or
: health care professional with prescriptive
i authority to be given " as needed, " uniess the
. order is written with specific parameters that
preciude independent judgment on the part of the
¢ unticensed 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 record review and interview the faciiity
| failed to ensure when unlicensed staff provided
assistance with seif-administration of
medications, the staff followed the appropriate
procedure at all times and did not take 1.
Medication, in its dispensed, properly labsled
container, from where it was stored and brought
to Residents. 2. In the presence of the residents,
read the label, open the container, remove a
prescribed amount of medication from the |
container, and close the container. H

Findings:

Observation of 3 medication passes on
approximately 3:30 PM revealed when the i
 unlicensed staff provide each ofthe residents |

| A052
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A052

Continued From page 3

. with their medications she would remove their

medications out of their properly labeled

| containers and place them in a small cup. After

she placed the resident's prescribed medications
in the small cup, she took the cup to the resident
who it was prescribed for and handed the cup to
the resident to take the medication.

Interview with the unlicensed staff on iat
approximately 4 PM revealed she was not a
nurse. The unlicensed staff did not take the
Medications, in their dispensed, properly labeled
containers, from where they were stored and
brought to the resident. She did not in the
presence of each of the residents, read the
{abels, open their containers, remove a
prescribed amount of medications from their
container and close the container.

The unlicensed staff stated at the time that she

| had taken the medication training as required and
i was aware that she was to follow the above steps
1 when assisting the residents with their

medications.

Class il

Class i

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

: (5) MEDICATION RECORDS.

(a) For residents who use a pill organizer
managed under subsection (2), the facility shall

1 keep either the original labeled medication

container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the health care provider's
name, the resident ' s name, the date dispensed,

A052
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A054 | Continued From page 4
t the name and strength of the drug, and the

| observation record (MOR) for each resident who
| receives assistance with self-administration of

} known

! refusals to take medication as prescribed, or
medication errors. The MOR must be

i {c) For medications which serve as chemical

1 observation records (MORs) for 2 of 6 sampled

directions for use.
{b) The facility shall maintain a daily medication

orr ion ag ion. AMOR
must include the name of the resident and any

_ - the resident may have; the name
of the resident ' s health care provider, the health
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, i

immediately updated each time the medication is |
offered or administered. :

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 record review and interview the facility
did not maintain an up-to-date daily medication

residents (#5 and #6) who received assistance
with dicati

inistration of ns.

Findings:

Review of the Medication Observations Records
(MOR) for i revealed that they were left

blank and there was no explanation on the back
that indicated why as follows: H

| Resident #5 had Lumigan 0.01 Eye drops instill in :
| each eye at bed time was left blank on

.13

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11965368 8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
80 NORTH CLARK RD
EMERITUS AT OCOEE OCOEE, FL 34761
{X4}iD SUMMARY STATEMENT OF DEFICIENCIES (4] PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DAT!
DEFICIENCY)
A054

AFICA Form 3020-0001

STATE FORM

seon

EMVITT

1 continuation sheet 5 of 8




PRINTED: 05/30/2013

must submit a heaith care provider ' s statement

that the person does not constitute a risk of :

communicating Newly hired staff |
does not include an employee transferring from |
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable

hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.

; {b) All staff shall be assigned duties consistent
with histher levet of education, training,
preparation, and experience. Staff providing

; services requiring licensing or certification must
be appropriately licensed or certified. All staff

; shall exercise their responsibilities, consistent

{
{
i
{
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and 14. :
: Resident #6 Gabetin 250 mg/5 ml 3 times daily
was left blank on and . .at9PMandon
iat2 PM
The director of Resident Care confirmed the
above findings and stated that the staff forgot to
initial the MOR as required.
i Class Il
A078 58A-5.019(2) FAC Staffing Standards - Staff AQ78
(2) STAFF.
{a) Newly hired staff shall have 30 days to submit
i a statement from a heaith care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable .
including Freedom from
must be documented on an annual
| basis. A person with a positive test
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i with their qualifications, to observe residents, to
i document observations on the appropriate
resident s record, and to report the observations
| o the resident ' s health care provider in
| accordance with this rule chapter.

| {c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC

: (d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
¢ with this rule chapter. The contract between the
. facility and the staffing agency or contractor shall

| | specifically describe the services the staffing
agency or contractor will be providing to

; residents.
! {e) For facilities with a licensed capacity of 17 or
| more residents, the facility shail
| 1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and

. Maintain time sheets for all staff,

ThlS Statute or Rule is not met as evidenced by:
- Based on Record review and interview, the facility
failed to ensure that all staff were assigned duties |
; consistent with their leve! of education, training
and preparation and experience and did not
ensure a nurse administered medications to 1 of
4 sampled residents (#4) who were not capable
tof with the self inistration of her
| medications.

Findings:

Observations on at approximately 4 PM

| revealed that Staff A crushed medication for

; resident #4 who was on hospice. Staff took the

. medications and a small cup of yogurt to resident
[ #4's was lying in bed. Further
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| observations revealed that the staff used a spoon

| not aware that she could not feed the resident her

{0 take the crushed medication out of the cup and
fed the medication to the resident; she then took
some yogurt out of the spoon and fed it to the
resident. Resident #4 was __ | and was not ¢
capable of assisting with the self-administration of
her medications.

Interview with Staff A (who was an unlicensed
staff) at approximately 5 PM who stated she was

crushed medications.

Class 1l
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FUORIDA AGENCY FCR HEALTH CARE ADMINSTRATION,

AR Better Health Care for all Floridians B L DUDEK
12013

Administrator
Emeritus At Ocoee
80 North Clark Rd
Ocoee, FL 34761

Dear Administrator;
Re: CCR #2013000413

This lefter reports the findings of 4 state licensure survey that was conducted on 2013 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id

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 12013, to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey,

The Quality Assurance Questionnaire has fong been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
htip://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(s). Should you have any questions please call Lorraine
Henry at

Sincerel

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL. 32308
http:/fzhca.myflorida.com

Orando Field Office

400 W. Robinson St., Suite 5-308

Oriando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0998




