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Initial Comments.

An unannounced licensure complaint survey,
Complaint Number 2013004034, 2019004768
2019006090 and 2019006101, was conducted on

through and at
Presidential Place. The facility had deficiencies
at the time of the survey.

58A-5.0182(6) FAC; 429.28( ) FS420.27
Resident Care - Rights & Facility Procedures

58A-5.0182

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
58A-5.0181, FA.C.

(b} In accordance with section 428.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
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telephone numbers must be posted in close
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proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 58A-5.0181, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Admini and h
and requirements;

control, sanitation, and universal
precautions; and,
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

A030

AHCA Form 3
STATE FORM

20-0007

s

33KQ11

If continuation sheet 2 of 34




Agency for Health Care

PRINTED: 08/20/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965503

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

07/19/2019

NAME OF PROVIDER OR SUPPLIER

3880 SOUT!

PRESIDENTIAL PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE
# CIRCLE DRIVE
HOLLYWOOD, FL 3302%

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A030

Continued From page 2

{g) In addition to the requirements of section
429.41(1)(k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed raits, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a faciiity shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

A030
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autonomy, and interaction within the community.
(fy Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.
{0) Share a room with his or her spouse if both
are residents of the facility.
(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.
(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making ., |
for heaith care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled evel of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days ' notice ofa
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or
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facifity shall show good
cause in a court of competent jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

(2} The adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
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must ensure a resident ' s access to a telephone
to call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida,

429.27(1)(a), FS
Property and personal affairs of residents -
{1){a) A resident shall be given the oplion of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to have a written grievance procedure for
receiving and responding to resident complaints
and a written procedure to allow residents to
recommend changes to facility policies and
procedures. The facility failed to demonstrate that
such procedure is implemented upon receipt of a
complaint.
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The findings included:

Acopy of the grievance policy was reviewed. The
titte of the policy is Operations, Resolving
Resident Grievances Resident Grievance Form,
Customer Service Tracking Log. it revealed the
facliity's policy stating all grievances will be
tracked by the Resident Grievance Log.
Residents are: encouraged to voice grievances,
ensured confidentiality in voicing grievances, and
provided a process for resolving grievances with
the facility. The Resident Grievance form
provided revealed that it must be completed by
the Administrator or Designee. It provides for the
name, apartment number for the resident, the
date, name of the person filing the grievance, the
nature of the grievance, name of person involved
in grievance, name of witness, if any and
recommendations. The signature of person
completing the form is required along with the
date that the outcome was conveyed. The packet
also includes a Customer Service Grievance Log
with all of the above grievance form information,
including the action taken to resolve grievance.
{See policy).

On at 10:05 AM, an interview was
conducted with the Administrator and the Director
of Nursing (DON). They were requested to
provide the Grievance Log at this time. A review
of the grievance log revealed that the last
grievance logged was on .An
interview was conducted with the Administrator.
He stated he started working in the facility in

. At this time, the Administrator first
stated that they do not have any grievances. He
{ater stated that he handies all grievances
immediately and does not write them down,

On at 10:35 AM, an interview was
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conducted with the DON. She stated that
Resident # 4 resides in the Memory Care Unit.
She confirmed that the Reslident's daughter came
into the facility on . She says that the
resident's daughter made the facility aware that
the facility had been giving the resident |,
500 mg 1 tab twice daily in error from

- . She confirmed that the facility
did not log this concern/complaint in the
grievance log. The appropriate investigation
process was not conducted. Therefore, the
facility was unable to provide documentation of
receipt of this complaint nor any
resolutionfrecommendations.

Acreview of the Resident Council minutes was

conducted; the following concerns were raised for
with no documented follow-up or

documentation in the Grievance Log.

1) Big problem with faundry.

2) Aides are throwing wipes in toilet.

3) Chairs are hard to move in the dining room.

On at 12:00 PM, an interview was
conducted with the Resident Council President.
He indicated that the residents who attend the
meetings, do have issues, concerns and
problems that are expressed in the meeting. He
stated the major issue is within the dining room.
He says the residents complain about slow
service. He stated he doesn't know why these
concerns are not documented anywhere.

On at 12:00 PM, an interview was
conducted with the Administrator and the DON.
They were made aware of the findings. No
further documentation was provided.

Class Il
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A052| 429.256(. ), 58A-5.0185 (3) Medication - A052
$8=D | Assistance with Self-Admin
429.256
{3) Assistance with self-administration of
medication includes:
{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.
{b} In the presence of the resident, reading the
iabel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.
{c} Placing an oral dosage in the resident ' s
or placing the dosage in another container and
helping the resident by lifting the container to his
or her .
{d) Applying .., medications.
{e) Returning the medication container to proper
storage.
{f} Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga to perform -
tevel checks.
{i) Assisting with putting on and taking off
stockings.
{i) Assisting with applying and removing an
. but not with fitrating the
prescribed ,_  settings.
{k} Assisting with the use of a continuous positive
AHCA Form 3020-0001
STATE FORM e 3aKQH If continuation sheet 9 of 34
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airway pressure device but not with titrating the
prescribed setting of the device.

{) Assisting with measuring vitai signs.

{m) Assisting with , bags.

(4) Assistance with self-administration does not
include:
{a) Mixing, . ., converting, or
. medication doses, except for

measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

route.
{c} Administration of medications by way of a tube
inserted in a . of the body.
(d) Administration of , preparations.
{e) Irrigations or debriding agents used in the
freatment of a skin condition.

. ,or ., . preparations.
(g} 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
unficensed person, and at the request of a
competent resident.
{h) 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.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
{a} Any unlicensed person providing assistance
with seif-administration of medication must be 18
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. .- or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-5.0191, FAC., and
must be available to assist residents with

- N th

wi
procedures described in section 429.256, F.S.
and this rule.
{b} In addition to the specifications of section
429.256(3), F.S., assistance with
seff-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.
(e} In order to faciiitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to bave been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concemns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
heaith care provider and documented in the
resident’s record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facitity 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 that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
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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. may be i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in section 428.256(4), F.S.
1. As used in section 429.256(4)(g), 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.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and luating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure that unficensed
staff who assists residents with
seif-administration of medication follow the proper
protocol and procedure, for 1 of 3 Staff observed.
(Staff A).

The findings included:

On at 09:10 AM, an observation of the
medication assistance pass was conducted. It
was revealed that Staff A was hired on

as a Medication Technician. During
the medpass, she failed to announce the names
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of the medications and dispense the pills into a
cup in the presence of the following residents:

1. Resident # 4 received: [oX |
Tab a Vite, .. , . s

, Eloquis, ,
Florastar.

2. Resident# 6 recetved: ., D-3,
. . , and

On at 11:30 AM, an interview was

conducted with the Director of Nursing (DON).

She acknowledged the findings.

Class Il

58A-5.0185(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.

(a} The facility may not store prescription drugs
for seif-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64B816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident’'s name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect fo the use of piil

< i as i in ion (2), no
individual other than a pharmacist may transfer

A05B2
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medications from one storage container to
another.
{c} If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
(e} A nurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
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or ication inistration are filled
or refilled in a timely manner,
{g) Pursuant to section 465.0276(5), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary
p iption drugs that are di: by a heaith
care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident’s name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h} Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident's health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that the appropriate medication
order was obtained by the physician for the
appropriate resident. The facility also failed to
ensure that the correct resident's name was
verified on the medication that was dispensed by
Unlicensed Staff who assisted with
seif-administration of medication for 1 of 3
Resident records reviewed. (Specifically,
Resident # 4).

A058

The findings included:
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On . & review of the Medication Policy
has the issue date of , revision date
noted as . The Section is entitied
Health and Wetiness. The Poticy is the policy of
the ity to supervise or ini all
medications that the residents receive as ordered
by their physicians. The community provides
appropriate metheds and procedures for
obtaining, dispensing and administering of drugs
approved by Medical Director and consulting
Pharmacist.

Procedures: 2. Verbal orders are given to the
ficensed nurse who must document this in the
resident's chart and on a physician's order. The
front copy of the order is to be mailed or faxed to
the physician who must sign and returned within
10 days. The copy will be retained on the
chart until the front copy Is returned.

5. Licensed nurse or medication technician’s
must refer to the Medications Administration
Record (MAR) to obtain correct medication, time,
dosage, and route administration as ordered by
the physician for each individual resident.

On al 10:35 AM, an interview was
conducted with the Director of Nursing (DON).
She stated that on , the daughter of
Resident # 4 came into the facifity and reviewed
the medications that her mother was receiving.
She stated at that time her daughter made the
staff aware that her Mother had never taken

.+ . medication in the past, nor had she ever
suffered from . She stated they
conducted an internal investigation, and
discovered that Resident # 4 had been receiving
the medication, ., . in error. She confirmed
that the physician had given the medication
meant for another resident with a similar name, in
error to Resident # 4. She stated they
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contacted the physician. She stated

he discontinued the |, medication effective
immediately. She stated he did not request any
iabs. She stated they did not detect that the
resident had suffered any side-effects from the
medication. She stated that in 2017 they had a
Licensed Practical Nurse on duty, who would be
responsible for ensuring the accuracy of the
prescriptions for residents. The DON stated the

.. medication was given in error to Resident
#4 from before the
error was detected.

On at 12:00 PM, an observation and
interview was conducted with Resident # 4 in the
dining room of the Memory Care Unit. She was
very thin and frail. The middle area of the top of
her was totally bald and shiny. She was
unable to state the name of the faciiity, nor did
she know her room number.

Areview of the Florida Health Assessment form
{AHCA form 1823) was conducted. Resident #1
was admitted into the facility on . She
was admitted into the Memory Care Unit. She
suffers from ‘s . Sheisa
adult that suffers from
., . She requires assistance with
pathing, . and self-care grooming.
Further review of the AHCA form 1823 and other
documents in her records failed to identify the
resident as having a diagnosis of

A review of the prescription order revealed the
following. .., . 500 mg 1 tab by twice
per day, written by an internal Medicine
Physician. The script was dated . The
name on the script shows another patient. The
name on the script does not reveal the name of
Resident #4. Further review of the order revealed
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the Physician was not Resident #4's doctor, that
normally provides medical care .

The nursing notes in the record during the time
period from admission of through

do not indicate that the resident has ever
had any medical signs or symptoms of
or any other medical concerns related to

- Areview of the MORs revealed the
residentreceived |, daily from
- from the facility staff; until the order
was discontinued by Resident #4 Physician on

. Further review did not indicate any

changes in the resident's medical condition,
including a new diagnosis of

Areview of the pharmacy incident report was
conducted. The report was created by the
pharmacy on . They confirmed the
pharmacy had stopped service on patient on

. Upon report of incident, the pharmacist
reviewed prescriptions with quality team and #t
was determined that originat prescription from

was not for Resident # 4. Resident # 4

received an incorrect drug due to incomplete
patient i i fion by the i
The p ist reviewed the pr ( for
accuracy noting the uniqueness of the name and
a few letters not clearly written but saw approval
from accounts receivable. There were no drug
interactions noted and the drug prescribed was
commonly used in patients with the same
diagnosis. The pharmacist thought the
identity was correct and had been verified and
approved it. Prescription had refills and was
provided to patient on monthly basis. Upon
completion of refills patients primary doctor
reviewed medication list and approved additional
refilis on medication, serving as a new

A058
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not reflect any contact with Resident #4's
daughter to determine if she noticed any
side-effects from this medication.

Record review revealed the facility had made no
attempts to investigate the medication error
regarding Resident #4. The facility also falled to
notify the pharmacy regarding concerns/side
effects the family identified regarding this
medication. Further review, revealed Resident #4
was assisted with this medication by a Medication
Tech. Although, the facility has a DON, she was
unable to prove that she reviews ali of the
residents’ medications (including Resident #4} for
accuracy and that only licensed staff are
providing assistance to non-oriented residents

1 patients). The facility's DON
and Administrator failed to demonstrate any
interventions and/or steps implemented to
prevent reoccurrence of this medication error.

On at 10:00 AM, an interview was
conducted with the daughter of Resident # 4.
She stated she came for a visit to the facility and
watched the med pass. She stated that she
noticed that the Med Tech was giving her mother

<. .- She says she told them that her mother
never had to take |, |, because she never
had . She says they told her that there
were no side effects involved. She says that her
mother lost her hair, her worsened and
she lost

During an additional interview with Residenti4's
daughter on at 10:34 AM, it was
revealed that the facility never provided any
documentation regarding their own internal
investigation regarding this matter to ensure no
further similar incidents with other residents. It

A058

was also noted that the staff didn't even question
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or identify concerns regarding this medication
especially since her mother was not diagnosed
with . She confirmed again that she did
notice some side-effects for Resident #4 as listed
for the medication. The facility would not have
even been aware of the problem until she
intervened. She confirmed again that Resident #4
had never been seen by the Physician that
prescribed the medication {neither was Resident
#4 his patient) and this medication was not ever
approved by her, since it was also not on the
original medication list on the Health Assessment
upon admission. Therefore, ... . would have
been a new medication added for a significant
change and would have required notification to
Resident #4's daughter. This would have also
served as an opportunity to have prevented this
medication error for Residenti#4; as the daughter
would have been able to indicate the
error/concerns.

On at 03:05 PM, an interview was
conducted with the Physician {routine care
provider) that saw Resident #4. He stated that
he was not the Primary Care Physician that made
the wrong orderfor ,, . He stated that he
saw Resident # 4 every couple of months. He
says he was told the patient's daughter to ask fo
review the medications. He stated she
discovered that her mother was receiving the
wrong medications. He stated he never
prescribed |, to the resident. He stated
either the hospitat or the prior Nursing home sent
a list of medications to the facility. He says some
other physician made the mistake and mixed the
medications of resident. He stated the physician
that transposed the names was XXXX. He says
he does admit that he nor the facility
acknowledged the error untll the daughter pointed
itout.
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On at 10:35 AM, an interview was
conducted with the Director of Nursing. She
acknowledged the findings.
Class Il
A058| 429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy A058

88=G | & Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-
{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class Il deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

igation in response to a int, shall, in
addition to or as an alternative to any penalties
imposed under s. 429.19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or & registered or
ficensed dietitian, as applicable. The consultant
shail, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.
{2) A corrective action ptan for deficiencies
related to assistance with the self- i
of i or the ini ion of
must be developed and implemented by the
facitity within 48 hours after nofification of such
deficiency, or sooner if the deficiency is
determined by the agency o be life-threatening.

58A-5.033(3)
(3) EMPLOYMENT OF A CONSULTANT.
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{a) Medication Deficiencies.

1. Ifa class 1, class Il, or uncorrected class il
deficiency directly relating to facility medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant fo
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, £.S., or
registered nurse as determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class 1 or |l deficiency and within 14 working days
of the notice of an uncorrected class IIf
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required, The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:

AD05B8

Based on record review and interview, it was
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determined the facility failed to ensure that staff

ible for ing the ication system
and assisting residents with medications did so in
a safe and appropriate manner. As evidence of
the facility failure to ensure Resident #4 only
received physican prescribed medications by her
Primary Care Physician. Therefore, the facility
must employ the consuitant services of a licensed
pharmacist. The consuttant must provide at
minimum onsite quarterly consultantion.

The findings include:

On . & review of the Pharmacy
incident report dated was conducted.
The pharmacy recognized a medication error for
Resident# 4. The .., . medication, which is
used for a diagnosis of was.
given from - . The
pharmacy internal, audit revealed that the
500 mg twice daily, was meant for another
resident with a similar name, but was
administered to Resident # 4. The prescriptions
had refills and was filled every month. The
pharmacy apologized and provided consuitation
on the incident. They explained what happened
and the steps that they took to prevent this from
happening ever again. Dispensing pharmacist
and ician were by the
management, followed by proper quality control
documentation to record error on file. The
pharmacy technician is undergoing a retraining
process. Both employees were very apologetic for
the incident. Neither of these employees has a
history of this mistake

A review of the prescription order revealed the
following. ,, 500 mg 1 tab by twice
per day, written by an internal Medicine
Physician. The script was dated . The
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name on the script shows another patient. The
name on the script does not reveal the name of
Resident #4. Further review of the order revealed
the Physician was not Resident #4's doctor, that
normally provides medical care .

Areview of the Florida Health Assessment form
{AHCA form 1823) was conducted for Resident
#1. Resident #1 was admitted into the facility on
. She was admitted into the Memory

Care Unit. She suffers from "
Sheisa adult that suffers from

o . . She requires assistance
with bathing, . and self-care grooming.
Further review of the AHCA form 1823 and other
documents in her records failed to identify the
resident as having a diagnosis of

Record review revealed the facility had made no
attempts to investigate the medication error
regarding Resident #4. The facility also failed to
notify the pharmacy regarding concerns/side
effects the family identified regarding this
medication. Further review, revealed Resident #4
was assisted with this medication by a Medication
Tech. Although, the facility has a DON, she was
unable to prove that she reviews alt of the
residents’ medications {including Resident #4) for
accuracy and that only licensed staff are
providing assistance to non-oriented residents

/ patients). The facility's DON
and Administrator failed to demonstrate any
interventions and/or steps implemented to
prevent reoccurrence of this medication error,

During an additional interview with Resident#4's
daughter on at 10:34 AM, it was
revealed that the facifity never provided any
documentation regarding their own internal
investigation regarding this matter to ensure no
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further similar incidents with other residents. It
was also noted that the staff didn't even question
or identify concerns regarding this medication
especially since her mother was not diagnosed
with . She confirmed again that she did
notice some side-effects for Resident #4 as listed
for the medication. The facility would not have
even been aware of the problem until she
intervened. She confirmed again that Resident #4
had never been seen by the Physician that
prescribed the medication (neither was Resident
#4 his patient) and this medication was not ever
approved by her, since it was aisc not on the
original medication list on the Health Assessment
upon admission. Therefore, ., . would have
been a new medication added for a significant
change and would have required notification to
Resident #4's daughter. This would have also
served as an opportunity to have prevented this
medication error for Resident#4; as the daughter
would have been able to indicate the
error/concerns.

Class Il

58A-5.0191(6) FAC 429.52 (6), FS Training -
Assis Self-Admin Meds & Med Mgmt

58A-5.0191
{8) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- ini jon of ications as ibed in
rule 58A-5.0185, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
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meet the following criteria:
(a} Training must cover state law and rule
requsrements wnh respect 1o the supervision,
istration, and of
medicalions in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.
(b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability tor
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms, | dosage
forms, and | ., and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
c. Recognize the need to obtain dlarification of an
“as needed" prescription order;
d. Recognize a medication order which requires
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judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefitied by the
T by taking the ication, in its

previously dispensed, properly iabeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
jUsea to perform "
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
tevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the L. or
maniputation of the site; and,
n. Measurement of . s rate,
temperature, and | | rate,
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 bours of
continuing education training on providing

with self- ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
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training may be provided oniine.

(d} Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)}(0)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

429.52 (8), FS

{6) Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, ficensed pharmacist, or
department staff. The department shall establish
by rute the minimum requirements of this
additional training.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide evidence of the trained
unlicensed staff who, prior to the effective date of
this rule, { ), assist with the
self-administration of medication and have

y 4 hours of assi
with self-administration of medication training
must complete an additional 2 hours of
medication training on an annual basis, for 2 of 6
employee personnel records reviewed (Staff A
and Staff C).

The findings included:
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On a review of the employee
personnel records was conducted, it was
revealed that the cerificates for the assistance
with seif administration of medication were
inaccurate or incomplete.

1. Staff Awas hired on asa
Medication Technician (Med Tech). She assists
residents with self-administration of medication.
It was revealed that the training certificate dated
with 4 hours of training was not dated,
did not contain the credentials and ficense
number of a Registered Nurse (RN) or
Pharmacist which is required on the certificate.

2. Staff AC was hired on as a Med
Tech. She assists residents with
self-administration of medication. It was revealed
that the training certificate dated for 4
hours of training did not contain the credentials
and license number of a (RN) or Pharmacist
which is required on the certificate.

On at 02:50 PM, an interview was
conducted with the Director of Nursing (DON).
She acknowledged the findings.

Class Ili

429.23( & ) FS; 58A-5.0241 FAC Risk
Mgmt & QA,; Adverse Incident Report

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

(1} Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to

AD084
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assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

(2} Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, “adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident’s condition and results in:

1. B

2. or damage;

3. Permanent - 4

4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3} Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimite, or United
States mail, a preliminary report to the agency on
all adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility's
investigation of the incident.

(4) Licensed facilities shali provide within 15
days, by electronic mal, facsimile, or United

A185
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States mail, a full report to the agency on alt
adverse incidents specified in this section. The
report must include the resuits of the facility's
investigation into the adverse incident.

{8) . neglect, or . must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3} which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonabie belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shali report
this fact to such reguiatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The Department of Elderly Affairs may adopt
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rules necessary to administer this section.

58A-5.0241 Adverse Incident Report.

{1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 429.23(3), F.S., must be submitted within
1 business day after the incident pursuant to Rule
59A-35.110, F.A.C., which requires online
reporting.

(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1)
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to Rule 58A-35.110, FAC,,
which requires online reporting.

This Statute or Rule is not met as evidenced by:
Based on interview and record reviews, the
facility failed to complete the adverse incident and
reporting requirements. The facility faited to
establish a veluntary risk management and
quality assurance program. The facility also
failed to assess resident care practices, facility
incident reports and develop plans of action to
correct and respond quickly to identify quality
differences. The facility failed to report an event
that is reported to law enforcement or its
personnel for investigation for 2 of 4 resident
records reviewed. (Resident# 1 and #4).

The findings included:

1) 0n at 10:05 AM, an interview was
conducted with the Administrator of the facility .
He stated that he had contacted an Advocacy
agency regarding an injury of unknown origin for
Resident # 1, which was discovered on

. It was revealed that law
enforcement was contacted by the Advocacy
agency to investigate the allegations in the facility.
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On a review of the internal incident
report for Resident # 1 was conducted. The
report revealed the following. Resident # 1
resides in the Memory Care Unit 1. She was
discovered by the staff at approximately 5:30 PM,
The resident was found by staff. The location of
the incident is not noted on the internal incident
report. The resident was observed with

and reddened areas on his right  _, left , right
arm, left arm, left , right and torso. The
incident report noted that the physician was
notified at 8:15 PM. The family/responsible party
{Resident's Daughter) was also notified. The
Director of Nursing (DON) was notified at 8:18
PM. The internal incident report indicated that
the resident was interviewed by staff at the time
she was found with injuries, She was unable to
state what happened, based on her

2)0n , a review of the Pharmacy
incident report dated was conducted.
The pharmacy recognized a medication error for
Resident# 4. The .., . medication, which is
used for a diagnosis of was.
given from - . The
pharmacy internal, audit revealed that the
500 mg twice daily, was meant for another
resident with a similar name, but was
administered to Resident # 4. The prescriptions
had refills and was filled every month. The
pharmacy apologized and provided consuitation
on the incident. They explained what happened
and the steps that they took to prevent this from
happening ever again. Dispensing pharmacist
and ician were by the
management, followed by proper quality control
documentation to record error on file. The

A185
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process. Both employees were very apologetic for
the incident. Neither of these employees has a
history of this mistake

On a review of the physician order
was conducted. It was revealed that the
physician discontinued 500 mg twice daily
effective

On an interview was conducted with
the DON at 10:35 AM. She confirmed that in

, the Resident's daughter did come to the
facitity and made them aware that her mother
never took the medication |,  inthe past.
She stated that they did look into the allegations
and realized the resident had been receiving the
medication in error. She was requested to
provide the evidence of the 1-day and 15-day
Adverse incident reports. The reports were never
provided.

On at 12:05 PM, an interview was
conducted with the Administrator and the DON.
They were advised of the findings.

Refer to A 0052 for additional findings.

Class Ili
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