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Initial Comments.

Complaint investigations #2019009858 &
#201910968 were conducted on and

. Deficiencies were identified at the
time of survey.

428.26( ) FS; 58A-5.0181(2) FAC Admissions ~
Health Assessment

429.26
{4) If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facility. The signed and completed medical

ination report shall be i to the
owner or administrator of the facility who shalt
use the information contained therein to assist in
the ination of the i of the
resident’s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfiits the requi for a medical inati
under this subsection and s. 429.07(3)(b)6.
(5) Except as provided in s. 429.07, if a medical

ination has not been within 60
days before the admission of the resident to the
facitity, a ficensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to

ine the i of the i

The medical examination form shall become a
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permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
{6) Any resident accepted in a facility and placed
by the department or the Department of Children
and Familles shall have been examined by
medicai personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the
dividual has been bya iatr
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An i upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for
placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shail
provide to the facility administrator any
information about the resident that would help the
ini meet his or her responsibifiti
under subsection (1). Further, department
personnel shall expiain to the facility operator any
special needs of the resident and advise the
operator whom to cali should problems arise. The
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applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

require such assistance.

58A-5.0181

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care provider as specified in either

paragraph (a) or (b} of this subsection.

{a) A medical examination completed within 80

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

examination must address the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and

A008
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ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, , which is
incorporated by reference and avaliable onfine at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

(d} Medical examinations of residents placed by
the department, by the Department of Children
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in the case of

admission.

and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rufe.

{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida

Form, for residents who do not wish

to be administered

or ., . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure the
admission health assessment (AHCA form 1823)
was accurate and complete for 1 of 5 records
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Continued From page 5
sampled (#3).

Findings:

On at 1:40PM, resident #3 stated he did
not require assistance with Activities of Daily
Living (ADL) or medications. He stated he kept
his medications in his room.

Review of the record for resident #3 revealed he
was admitted on - His 1823 was dated
and included diagnoses of 's
. - and history of
JHis status documented
forgetfulness. He was assessed to be
independent with ADLs, except supervision with
ambulation. Page 4 of the 1823 indicated "Yes"
he required assistance with medications. In the
boxes below, there was an "X" in the box for
Needs Assistance with Self-Administration of
Medication. This had a line through it and “error"
written above but was not initialed or dated. There
was also an "X" in the box for Able to Administer
without Assistance. Review of the Medication
Observation Records for resident #3 for
. and alt indicated the
resident self-administered his medications.

{photographic evidence obtained)
On at 2:45PM, the nurse on duty
confirmed the health assessment and stated she

was not aware of the discrepancy.

Class Il

429.26(7) FS; 58A-5.0182(1) FAC Resident Care
- Supervision
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429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

" , or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with rule 58A-5.020,
FAC.

{b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident’s health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.
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{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide appropriate
care and supervision and did not follow the
provider orders for assisting with
seif-administration of medications and did not
ensure the resident was using medications as
ordered for 1 of 5 records sampled (#7).

Findings:

On at 1:40PM, resident #7 stated she did
not require assistance with Activities of Daily
Living (ADL} or medications. She stated she kept
her medications in her room. Observations made
during a visit to resident #7's room found a varlety
of medication botties visibie throughout the room.
Therewas an . , . concentrator between the
wall and bed and which she stated was empty (it
was in the off position). There were more than 9

e i in the room/s om.
Resident #7 stated ali of them were empty. At
4:10PM, the nurse on duty and the surveyors
went to the resident’s room and asked to
seeallofthe ,_, ( )tanksand to show us
they were empty. She started to open a smalt
portable tank with the  key, and it hissed.
Resident #7 said that was "just air” and not

.. - When it was explained that there was
only . ,_. inthetanks, and nothing else can
get in, she stated she didn't know that.

Review of the record for resident #7 revealed she
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was admitted on . The most recent health
assessment was dated and included
diagnoses of .
). She was assessed to be
independent with all Activities of Daily Living. She
was assessed to require Assistance with
Seif-Administration of Medication. There was also
an order dated for ,_ 2 liters/minute
via . continuous 24 hours/day.
Review of the Medication Observation Records
for resident#7 for . ,, ., . and |

alf indicated the resident self-administered
medications. The MOR indicated times
for medications but had no entries in the month of

where any medications were provided to

the resident.

On at 2:45PM, the nurse on duty stated
resident #7 self-administered her medications.
Upon review of the 1823, the nurse confirmed the
health assessment documented the requirement
for assistance with self-administration of
medications and the order forthe ., . She
confirmed she was not aware of the change in
orders for resident #7.

Class Il

A 056 58A-5.0185(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-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 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,

A025
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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
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

ication and any limitati must be ified;
for exarmple, "as needed for |, not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
heaith 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” abel 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
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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

ication or icati ini ion are filled
or refifled in a timely manner.
{g) Pursuant to section 465.0278(8), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary

1 drugs that are di by a health

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 interviews, record review the facility
failed to ensure that prescriptions for residents
who receive assistance with self-administration of
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medication are filled or refifled in a timely manner
for 1 of 5 sampled residents (#1).

Findings:

Resident #1 said on at 2:15 PM that he ran
outof . .. They facility staff forget to order
them.

Resident record review revealed an updated

health assessment report dated that fisted
diagnoses of high . , ,
and He

was under the care of hospice. According to the
health assessment he was independent in
eating, needed total care with bathing, and
needed assistance with ambulation, grooming,
. ransfersing and ambuiation. In
addition, he needed assistance with
seif-administration of medications. An order

dated indicated . daily to each
The Medication Observation Record
{ MOR) listed ., and had staff initials
circled from to . The page of the
MOR indicated . . . awaiting
pharmacy.

The MOR listed .

and was circled on to . The of
MOR indicated . not available awaiting

on pharmacy.

The MOR listed

. and was circled on
There were no potes that indicated the healthcare
provider was made aware the resident did not
have the ., and what measures were
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taken to ensure they were refilled timely.
In an interview with the nursing supervisor on
who confirmed the findings.
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