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0000 - initial Comments

Assisted Living Facility

On , & biennial re-licensure survey with limited nursing services (LNS) was completed in
conjunction with a complaint investigation, (CCR# 2017008813), at Inspired Living at Ivy Ridge.
Deficient practice was identified during the survey.

{License#f 12224)

P052 - Medication - Assistance with Self-Admin - 58A-5.0185 (3)

Based on observation, interview, and record review, the facility failed to provide assistance with
self-administration of medication in accordance with procedures described in Section 429.256, F.S. for
one (Resident #2) of three residents observed.

Findings included:

A medication observation was conducted at 10:30 AM on . Staff A, a certified nursing assistant
{CNA), was observed crushing a medication, , then mixing it with pudding. Staff A then
measured and poured 2 additional liquid medications, and Mapap, in to separate cups. StaffA
was then observed pouring the Mapap in to resident's mouth, without the resident using their hands in
the process, and then pouring in to the resident's mouth in the same manner. Staff A then
proceeded to scoop the pudding/medication on to spoon and fed it to the resident until alf was
consumed. The resident did not touch the spoon with their hands.

Areview of Resident #2's current health assessment, AHCA Form 1823, indicated that Resident #2
required assistance with seif-administration of medication.

An interview was conducted with Staff A at 11:01 AM on concerning the medication observation
with Resident #2. Staff A stated that some days Resident #2 spilis the medication cups when presented.
Staff A stated that on some days Resident #2 would not grab the cups at all. Staff A acknowledged that

they administered the three medications to Resident #2 during the medication observation.
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