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0000 - Initial Comments

Arevisit to a biennial survey was conducted at Harmony Place on . Deficiencies were found
to be uncorrected at the time of the survey.

p052 - Medication - Assistance with Seif-Admin - 429.256( ); 58A-5.0185 (3)

Based on observation, interview and record review, the facility failed to ensure that the process of
assisting residents with self-administration of medications, by unlicensed staff are followed properly for 1
of 1 residents observed (Resident # 1).

The findings included:

On at 08:55 AM, an observation of the medication assistance pass was conducted. It was
revealed that Staff A, an unlicensed staff, who was hired to work as a Home Heaith Aide, to provide
direct care. She was observed in the dining room providing a spoon with three (3} pills on a spoon next
to the plate of Resident # 1. Resident #1 refused to take the medication in the presence of Staff A. Staff
Awalked away from the table and left the pills in the spoon. The Staff advised the Surveyor at 09:10
AM, that the Resident had taken pills from the spoon. She was unable to provide the names of the
medication.

At this time, a review of the Medication Observation Record (MOR) revealed that Staff A had pre-signed
the MOR indicating that the resident had consumed the medication. The MOR indicated the following

medications were ordered: 70mg, |, 5mg, 325 mg,
1 mg, Oyster Sheit 500 mg, D21.25mg, B 500 mg, |,
1 %, . 0.25 mg, Trimcalone 0.1 %.
On at 11:00 AM, an interview was conducted with the Administrator's Designee. She stated
that she had provided an in-service medication training with all of the staff on . She

acknowledged that the proper process had not been followed by the staff because she did not announce
the names of the medication, nor did she dispense the medication in it's criginal packaging in front of the
resident, she did not assist with the | . and she confirmed that the Staff should not have
pre-signed the MOR.
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0181 - Emergency Plan Approval - 58A-5.026(2) FAC

Based on observation, interview and record review, the facility failed to have a Comprehensive
Emergency Management Plan (CEMP) approved by the local emergency management agency.

The findings included:

a) Upon request to review the CEMP approval letter for the year of 2019 from the Local Emergency
Management Division on , no current documentation was provided.

During an interview with the Administrator's Designee at 3:57 pm on it was stated that we
never got a response from the local Emergency Management Division initially to know if it was rejected.
It was further stated that we sent it by fax and it wasn't until later during the in-service that the local
Emergency Management Division provided that we found out they don't take them by fax. The findings
were discussed and acknowledged that facility does not have an approved CEMP, no further
documentation was provided for review.

b) On a review of the CEMP receipt was conducted. It was revealed that the most receipt
approval letter was dated on . The approvai letter is pending. Therefore, the facility was
unable to provide proof of a current approved CEMP.

On an interview was conducted with the Administrator's Designee. She stated that the
facility had to resubmit the plan to the local emergency management agency.
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