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AQCQ] Initial Comments

A relicensure survey with Limited Nursing Setvice
{LNS), a generator monitoring and a complaint
investigation (#2024000026) was conduted at
The Summitt of Winter Garden on . The
facitity had deficiencies at the time of the survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Gare
$8=D| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

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) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, FA.C.

{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, heaith 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.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
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 record reviews and interviews, the
facitity faled to give medications at the time
prescribed by a health care provider for 1 of 5
sampled residents (#5) and failed fo check the

{B/P) of 1 of 5 sampled residents
prior to giving a medication with a prescribed B/P
parameter (#5).

Findings:

Review of resident #5's health
assessment form (1823) revealed the resident's
medical history included
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memory | . type 2,
slesp | s D deficiency,
fo- B bone
. , right
Prostatic Hyperplasia and .
.. .- The resident needed assistance
with seif-administration of medications.

On a health care provider ordered to
change the time of the resident's night
medications to 10 pm and signed a medication
fist that contained an order for . B
milligrams (mg) take 1 tablet by once daily,
hold if B/P under

Areview of the resident's .

Medication Observation Record (MOR) revealed
the ; 10 mg at bedtime order was given
at 10 am and the . 800 my at bedtime
order was given at 9 pm on and

Areview of the . MOR revealed the
600 mg was given at 9 pm from

through

Neither the , nor . MCRs had B/P
readings to verify the . was to be given.

On at 2:28 pm, a request was made for
the weliness director to provide B/P readings.

On at 2:35 pm, the B/P readings given by
the weliness director were for only | f

N and . The wellness director said,
"we don't do daily B/P here, only monthly so |
don't know why there was a parameter set on
that" { !

On at 2:40 pm, the and
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. . findings were discussed with the
wellness director.

On at 3:05 pm, the weliness director said
the .\ 10 am was mistakenly timed by the
pharmacy. The welliness director then confirmed
the findings related to the

Class i

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection {2), the facility must keep
either the original labeled medication container;
ora ication listing with the iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

ications or medication inistrati
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;

2. The name of the resident's health care
provider and the heaith care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
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{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to ensure the Medication
Observation Record {(MOR) was accurately
updated for 1 of 5 sampled residents (#5.)

Findings:

Review of resident #5's health
assessment form (1823) revealed the resident’s
medical history included D deficiency.

The resident needed assistance with
seif-administration of medications.

On a heaith care provider signed a
medication list that contained an order for
D3 to take 1 capsule by twice weekly.

Areview of the resident's . and
MORs revealed the D3
was signed as given every day.

On at 2:40 pm, the finding was discussed
with the weliness director.

On at 3:05 pm, the weliness director said
the pharmacy delivered only enough tablets to be
given twice weekly so the nurses who signed the
medication every day did so in error.

Class i
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59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.AC.

(c) Centrally stored medications must be:

1. Kept in & locked cabinet; locked cart; or other
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locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormat . except that a i
requiring refri ion must be kept refrig
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's heaith care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

i3 ions that have been or
have expired must be disposed of within 30 days
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of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
‘ssued by the Board of Pharmacy may re(urn

icinal drugs to the di
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interview, the facility failed to centrally store
medication for 1 of 5 sampled residents who
received assistance with medications (#4.)

Findings:

A review of resident #4's record reveated a facility
admission date of LA health
assessment form (1823) indicated the resident
required assistance with self-administration of
medications.

On at 10:21 am, a bottle that contained

. 500 milligram {mg) tablets was
seen on a nightstand next to the resident's bed.
The resident said she took one sometimes in the
moming ifher  hurt,

On a health care provider ordered

., 500 mg by daily at
bedtime.
Areview of the resident's MOR
revealed she was given the medication at
bedtime from through

There was no order in the resident's record
allowing her to store the medication in her room
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and to self-administer it.

On at 2:28 pm, the findings were

discussed with the wellness director, who replied
"t didn't know that. She's fairly new and you know
sometimes they bring things in. 'l go talk to her”,

Class Ili

59A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,

i 3 inis ion, and of
medications 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,

ADBS
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including techniques 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 shalt issue a
training certificate to & trainee who demonstrates,
in person and both physically and verbally, the
ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, 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 clarification of an
“as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's heaith 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 prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i Assist with B
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jUsea to perform o
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the . or
manipuiation 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
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with ini: cath
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided oniine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

ly 4 hours of

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)(b)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

{6) Staff assisting with the self-administration of
medications under s, 429.256 must complete a
minimurm of 6 additional hours of training

AD084
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provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 of 1 staff (A) who assist with
PR ion of medicatt
completed the initial 6-hour training on providing
with self-admini jcati

Findings:

On at 11:17am Staff A stated during
an interview she has completed the initial and
continuing training on i with fcati
seif-administration.

A review of Staff A's record revealed a hire date
on . A 2-hour refresher completion for
s , and two 2-hour documents for
were the only medication training found.
There was no documented evidence of a 6-hour
initial training.

On at 4:58pm The Health and
Weliness Director (HWD) stated " don't do
personnel and would have to contact the
Business Office Manager, but he's out today. She
has to have it in order to work here.”

On at 5:12pm The HWD stated "
called the pharmacy rep who does our training. |
know she has it. They said they will have to look
through the files and will send it over.”

On 03{/27/2024 at 6:15pm The Administrator
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documentation.

Class Ili

confirmed the findings and provided no additional
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