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A000; Initial Comments A 000

Two complaint investigations (#2025014282 and
# 2025012811) and generator monitoring were
conducted on at Palmetto Landing,
Winter Springs. A deficiency was found at the
time of the visit.

A 025 429.26(7) FS; 50A-36.007(1) FAC Resident Care A025
88=D | . upervision

429.26
{7) The facility shall 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 ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth 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 freat the
condition.

59A-36.007 Resident Care Standards.

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

{1) SUPERVISION. Facilities must offer personat
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, F.AC.

{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.

{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 interviews and record reviews, the
facility failed to supervise, monitor and secure
confrolled substance medications for 1 of 2
sampled residents (#1) which could cause a risk
to all residents.

Findings:

In a review of resident #1's medication
observation record (MORs} and facifity records, it
confirmed resident #1 had a physician order on

for 4 packs of | containing
30 tablets. In further review 30 tablets (1 card
was missing from the medication cart on
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In review of the facility's medication storage
policy, it states all medications including the over
the counter are always kept in a locked storage.
When a is received in the community, it
is counted by two associates and added to the
sheet with current medication count

reflected in the amount on .Eachtime a
resident receives assistance with
self-administration of a ,thisis
documented and the amount of medication on

is updated on the count sheet, At
end of each shift the associate is responsible for
medication completing his or her shift and the

iate is responsible for ications who is
starting then next shift, count all and
confirm that the amount on matches what
was listed on the count sheet for each
medication. Both associates will sign a
reconciliation sheet to confirm the accurate count
of the on .

In an interview on at 10am with staff A,
she stated there were 4 medication cards when
the medication started on . She stated
then on when she started her shift and
counted the medication, she noticed 1 card was
missing and she immediately reported it to the
administrator and the nurse on duty. She stated
faw enforcement was called, and they came and
did an investigation. She stated the are
always locked up in the med cart and must be
logged in and out, with time and date. She stated
the only staff that have keys are the medication
techs and the nurses.

In an interview on at 10:30am with
resident#1's power of attorney, she stated the
facility alerted her right away when they realized
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the medication was missing. She stated her
mother did not miss any medication. She stated
the facility informed her they are not sure how the
medication went missing. She stated thisis a
one-time thing and her mother receives very good
care there. She stated her mother is very happy
fiving there and can relate her needs and
complaints to her with no issue. Sheri stated she
is very proactive and believes the staff is very
caring and trustworthy and she has no concerns
at all right now. She stated her mother is very
content there and the staff takes very good care
of her. She is bathed, dressed and groomed and
always receives her medication on time

In an interview on at 11:50am with staff
B, she stated the procedure is to get the keys
from the med tech before starting the shift and
count the medications including alt | | L s
before the start of the previous shift, that is policy.
She stated they are then fogged into the logbook.
If anything is missing staff will notify the nurse
and supervisor.

I an interview on at 12:45pm with staff
C, she stated aiways at the start of the shift,
counts the |, , . medication and makes

sure the proper amount is logged in and verify the
count, if there are any discrepancies the nurse
and supervisor are informed. She stated she had
never heard of any issues before this incident.
She stated resident #1 did not miss any
medications as she had enough cards to sustain
until the medications were delivered that day on
the 12th.

I an interview on at 1pm with the
administrator, she confirmed the above findings
and stated the nurse another staff person should
have counted the medication card when they
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receive the medication on as policy
dictates. Instead, only the nurse counted the
medication and cannot verify the count. She
stated law enforcement closed out the case
because they could not determine what happened
with the medication, whether the right amount
was sent to the facility or if a staff person took it.
She stated the facility policy was followed when
the incident was reported.

Photographic evidence obtained

Class 1l
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