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408.821 Emergency management planning;
emergency operations; inactive license.~
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to be able to log into the health facility
reporting systemn.

Findings included:

During a request 1o review the facility's ability fo
{og-in to the health facility reporting systers,

conducted on , the facility was not
able to log into the health facility reporting
system.

During an interview on at 7:45 AM,

Staff A stated she was not able fo log into the
health facility reporting system,

An attempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class il

ADBO0 Initial Comments AB0O

A complaint investigation {complaint number:
2026001236}, a revisit to biennial
survey, and. a generator monitoring visit were
conducted at Toria's Assisted Living Facility 1 on

. Deficiencies were identified at the
time of survey.

A052 428.256( ); 59A-36.008(3) Medication - AQS2
$8=D | Assistance with Self-Admin
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429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmagist and an . thatis
prefifled by the manufacturer are considered
medications in previously dispensed, properly
labeted containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{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 & . including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
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the dispensing cup of the
{4) Assistance with seff-administration of
medication does not include:
{@) Mixing. . .. converting, or
. medication doses, except for

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

i ion of icati by any inj

route.
{c) Administration of medications by way of a tube
inserted ina . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s Lor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
uritess the order is written with specific
that preclude i judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{f) 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.
{5) Assistance with the self-administration of

ication by an unli person as '
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008
(3) ASSISTANCE WiTH
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SELF-ADMINISTRATION,
{a) Any unlicensed person providing assistance
with seff-administration of medication must be
. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC,, and
must be available to assist residents with

ini ications i with
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
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
10 take medications as prescribed.
{c) In order to facilitate 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 have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health 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
facility staff, the following options are available to
enable the resident o 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 leaving
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the facility, with this fact noted in the resident's

medication record,

3. The medication may be transferred to a pill

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. Medications may be separately prescribed and

dispensed in an easier fo use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activifies detafled

in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S., the

terms "judgment” and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{h) All trained staff must adhers to the facility's
contro} policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to pop the pills out of the pill packs in front
of two (#1 and #2) of two sampled residents.
Additionally, the facility failed to orally advise two
{#1 and #2) of two sampled residents the names
and doses of the medication. Furthermore, the
facility failed to take the keys out of the
medication cabinet when left unattended.

Findings included:

A medication review with Staff A (unlicensed
Medication Technician) for Resident #1 and
Resident #2, conducted on at 8:30
AM, revealed Staff A brought the pills for Resident
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#1 from the front medication cabinet to the
office to use the computer. Staff A popped each
of Resident #1's pills out of the medicine packs
as she compared them to the medication
observation records. There was no residert
present. Staff A took the pilis to Resident #1 and
did not state the names and doses of the
medication. Staff A left the pills in the office
when she went to Resident #1. At 8:35 AM, Staff
A brought Resident #2's medication from the front
cabinet to the office. Staff A popped
Resident #2's medicine from the pill packs in the
office with no resident present. Staff A
scooped up the pilt packs for both Resident #1
and #2 and took the medications to the kitchen
counter. Staff A did not state the name and dose
of the medication fo Resident #2. Staff Aleft the
keys in the medication cabinet the entire time of
the medication pass.

During an interview on at 8:37 AM,
Staff A stated this was how she passed the
medications every day.

An aftempled interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class 1l

A 056 50A-36.008(7) FAC Medication - Labeling and A 056
§8=0 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

AHCA Form 3020-0001
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Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinat
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 to the use of pill
organizers as described in subsection (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
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 &
medication that the facility is administering or
providing assistance with seff-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
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observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly
do 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
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 81N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed 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 prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:
. Practitioner's name,
Resident's name,
Date dispensed,
Name and strength of the drug,
Directions for use; and,
Expiration date.
) 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.

FOO A WN

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the facility
failed to obtain a change in orders for one
{Resident #1} of one sampled resident.

Findings included:

A review of the medication observation records
for Resident #1, conducted on >
revealed Resident #1's scheduled medications
were due at 12:00 PM but were not given as
prescribed which included 1 milligram
{mg). . 15 mg, and

Arecord review for Resident #1, conducted on
, reveated there were no orders to
hold the . 1mg, . 15mg, and

. at noon Monday through Friday.

During an interview on at 8:39 AM,
Staff A stated she did not know aboui the
medicine orders, but she gave the medicine when
she was at the facility.

An aftempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class #Hl

A 152, 50A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D! Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 428.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,

AHCA Form 3020-0001
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and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 420.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
0 ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation record review, and
interview, the facility failed to provide a safe and
decent living environment and a facility free from
pests (roachss) for two (#1 and #2) of fwo
sampled residents.

Findings included:
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During a tour of the facility, conducted on

from 7:15 AM through 7:45 AM, the
kitchen behind the stove and refrigerator was
dirty. There was a roach on the trash can moving
around the opening. Under the kitchen sink and in
the trash cabinet had dirty areas. There was a
broken chair with one chair __ on the floor. There
was a light fixture in the living room that was
buemt out.

During an interview on at 7:25 AM,
Resident #1 stated she had seen roaches in the
facility.

During an interview on at7:15 AM,
Resident #2 stated she had seen roaches in the
facility.

An attempted review of the facility's pest control
visit reports, conducted on , revealed
no pest reports were avaialble o review.

During an interview on at 7:36 AM,
Staff A stated there were no pest controt visit
reports,

During an interview on at 8:13 AM,
Staff A stated she had seen roaches in the facility.
Staff Astated the light fixture in the living room
did not work.

An attempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Photographic evidence obtained.
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59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licenses's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to return pursuant o Rule 88A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not inciuded on the log described in paragraph
().
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{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 428.177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

(i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate,

(k) All fire safely inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
10 Section 428.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years,

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
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investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure all focal health department
inspection reports were available to review.

Findings included:

During an attempted review of the local health
department's inspection reports, conducted on

, revealed there were no health
department reports to review.

During an interview on at 7:36 AM,
Staff A stated she could find any local health
department inspection reports.

A review of a local health departments inspection
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report, conducted on , revealed the
facility had an unsatisfactory inspection on

at 3:45 PM for live roaches observed
in the facility's kitchen area.

An attempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.
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408.821 Emergency management planning;
emergency operations; inactive license.~
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to be able to log into the health facility
reporting systemn.

Findings included:

During a request 1o review the facility's ability fo
{og-in to the health facility reporting systers,

conducted on , the facility was not
able to log into the health facility reporting
system.

During an interview on at 7:45 AM,

Staff A stated she was not able fo log into the
health facility reporting system,

An attempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class il
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A complaint investigation {complaint number:
2026001236}, a revisit to biennial
survey, and. a generator monitoring visit were
conducted at Toria's Assisted Living Facility 1 on

. Deficiencies were identified at the
time of survey.

A052 428.256( ); 59A-36.008(3) Medication - AQS2
$8=D | Assistance with Self-Admin
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429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmagist and an . thatis
prefifled by the manufacturer are considered
medications in previously dispensed, properly
labeted containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{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 & . including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
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the dispensing cup of the
{4) Assistance with seff-administration of
medication does not include:
{@) Mixing. . .. converting, or
. medication doses, except for

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

i ion of icati by any inj

route.
{c) Administration of medications by way of a tube
inserted ina . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s Lor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
uritess the order is written with specific
that preclude i judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{f) 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.
{5) Assistance with the self-administration of

ication by an unli person as '
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008
(3) ASSISTANCE WiTH
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SELF-ADMINISTRATION,
{a) Any unlicensed person providing assistance
with seff-administration of medication must be
. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC,, and
must be available to assist residents with

ini ications i with
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
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
10 take medications as prescribed.
{c) In order to facilitate 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 have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health 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
facility staff, the following options are available to
enable the resident o 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 leaving
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the facility, with this fact noted in the resident's

medication record,

3. The medication may be transferred to a pill

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. Medications may be separately prescribed and

dispensed in an easier fo use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activifies detafled

in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S., the

terms "judgment” and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{h) All trained staff must adhers to the facility's
contro} policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to pop the pills out of the pill packs in front
of two (#1 and #2) of two sampled residents.
Additionally, the facility failed to orally advise two
{#1 and #2) of two sampled residents the names
and doses of the medication. Furthermore, the
facility failed to take the keys out of the
medication cabinet when left unattended.

Findings included:

A medication review with Staff A (unlicensed
Medication Technician) for Resident #1 and
Resident #2, conducted on at 8:30
AM, revealed Staff A brought the pills for Resident
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#1 from the front medication cabinet to the
office to use the computer. Staff A popped each
of Resident #1's pills out of the medicine packs
as she compared them to the medication
observation records. There was no residert
present. Staff A took the pilis to Resident #1 and
did not state the names and doses of the
medication. Staff A left the pills in the office
when she went to Resident #1. At 8:35 AM, Staff
A brought Resident #2's medication from the front
cabinet to the office. Staff A popped
Resident #2's medicine from the pill packs in the
office with no resident present. Staff A
scooped up the pilt packs for both Resident #1
and #2 and took the medications to the kitchen
counter. Staff A did not state the name and dose
of the medication fo Resident #2. Staff Aleft the
keys in the medication cabinet the entire time of
the medication pass.

During an interview on at 8:37 AM,
Staff A stated this was how she passed the
medications every day.

An aftempled interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class 1l

A 056 50A-36.008(7) FAC Medication - Labeling and A 056
§8=0 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
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Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinat
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 to the use of pill
organizers as described in subsection (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
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 &
medication that the facility is administering or
providing assistance with seff-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
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observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly
do 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
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 81N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed 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 prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:
. Practitioner's name,
Resident's name,
Date dispensed,
Name and strength of the drug,
Directions for use; and,
Expiration date.
) 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.

FOO A WN

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the facility
failed to obtain a change in orders for one
{Resident #1} of one sampled resident.

Findings included:

A review of the medication observation records
for Resident #1, conducted on >
revealed Resident #1's scheduled medications
were due at 12:00 PM but were not given as
prescribed which included 1 milligram
{mg). . 15 mg, and

Arecord review for Resident #1, conducted on
, reveated there were no orders to
hold the . 1mg, . 15mg, and

. at noon Monday through Friday.

During an interview on at 8:39 AM,
Staff A stated she did not know aboui the
medicine orders, but she gave the medicine when
she was at the facility.

An aftempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class #Hl

A 152, 50A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D! Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 428.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
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and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 420.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
0 ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation record review, and
interview, the facility failed to provide a safe and
decent living environment and a facility free from
pests (roachss) for two (#1 and #2) of fwo
sampled residents.

Findings included:
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During a tour of the facility, conducted on

from 7:15 AM through 7:45 AM, the
kitchen behind the stove and refrigerator was
dirty. There was a roach on the trash can moving
around the opening. Under the kitchen sink and in
the trash cabinet had dirty areas. There was a
broken chair with one chair __ on the floor. There
was a light fixture in the living room that was
buemt out.

During an interview on at 7:25 AM,
Resident #1 stated she had seen roaches in the
facility.

During an interview on at7:15 AM,
Resident #2 stated she had seen roaches in the
facility.

An attempted review of the facility's pest control
visit reports, conducted on , revealed
no pest reports were avaialble o review.

During an interview on at 7:36 AM,
Staff A stated there were no pest controt visit
reports,

During an interview on at 8:13 AM,
Staff A stated she had seen roaches in the facility.
Staff Astated the light fixture in the living room
did not work.

An attempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Photographic evidence obtained.

Class il
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59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licenses's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to return pursuant o Rule 88A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not inciuded on the log described in paragraph
().
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{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 428.177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

(i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate,

(k) All fire safely inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
10 Section 428.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years,

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
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investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure all focal health department
inspection reports were available to review.

Findings included:

During an attempted review of the local health
department's inspection reports, conducted on

, revealed there were no health
department reports to review.

During an interview on at 7:36 AM,
Staff A stated she could find any local health
department inspection reports.

A review of a local health departments inspection
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report, conducted on , revealed the
facility had an unsatisfactory inspection on

at 3:45 PM for live roaches observed
in the facility's kitchen area.

An attempted interview with the Administrator on
at approximately 8:50 AM, revealed
the Administrator was not available.

Class il

AHCA Form 3020-0001

STATE FORM

B21111

i contingation sheat 17 of 17



