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Initiat Coraments

A second revisit was conducted on at
Majestic Senior Care ALF on . The
provider had deficiencies at the time of th

survey.

B59A-36.008(8) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o 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
{ocked 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
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication i i and d

by the health 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

6. The facility's rules and regulations require

A 000}

A 055)
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
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
pifk- i assisting with seif inis
of or inistering Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to 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 health 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
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still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired.and
the disposal must be documented in the
resident's record. The medication may be taken
0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retumn

£ icinal drugs to the dispensi
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statuie or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to secure and locked
medication cabinet.

Findings:

Observation on at 7:23 AM found
medication cabinet uniocked with keys and |
lock on top of cabinet.

Areview of the facility'’s medication storage policy
showed the medication cabinet or closet will be
kept focked.

Interviewed on at 9:15 AM during the
exit conference, the Administrator wanted to know
if the agency staff was sure the medication
cabinet was locked.

Class I
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429.42 Pharmacy and dietary services.-

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

i igation in resp! toa int, shall, in
addition to or as an alternative to any penalties
imposed under s. 429.18, be required 1o employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consultant
shall, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.

{2} A corrective action plan for deficiencies
related to assi with the self- inistration
of medication or the administration of medication
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be life-threatening.

59A-36.023(3)

{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. Haclass |, class i, or uncorrected class il
deficiency directly relating to facility medication
practices as established in Rule 58A-36.008,
F.A.C., is documented by agency personnel
pursuant to an inspection of the facility, the
agency must notify the facility in writing that the
facifity must employ or contract the services of &
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pharmacist licensed pursuant fo Section
485.0128, F 8., or registered nurse as
determined by the agency.

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

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained fo ensure that proper
medication standards are followed and that such
consuttant services are ne longer reguired. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to correct one class 1l
deficlency cited under a revisit survey involving
unlocked medications. The facility failed to ensure
the centrally stored medication cabinet was
locked. Therefore, the facility is required to
contract the services of a licensed pharmacist or
registered nurse who will provide at least
quarterly consuitation until the Agency for Health
Care Administration determines that these
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services are no longer needed.
Findings:

Arecord review showed the facility was cited on
during a revisit survey for unlocked
medication cabinet.

Observation on at 7:23 AM found the
medication cabinet untocked with keys on top of
cabinet including lock.

Interviewed on at 9:15 AM during the
exit conference, the Administrator stated that she
{Administrator) hired a nurse. The Administrator
acknowledged that the nurse had to be retained
due to the uncorrected medication deficiency,

Areview of the facility's medication policy states
the medication cabinet will be locked.

Class il

59A-36.010(2) FAC Staffing Standards - Staff

{2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.

1. Evidence of a negative

{058}

ao7e
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examination must be documented on an annual
basis, Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of

testing materials satisfies the annual

examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individuat does not constitute a risk of

2. if any steff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, p! ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
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{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop & written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one (Staff C Caregiver) out of
four sampled employees was capable in
describing

techniques consnstent with the ievel of education,
training, preparation, and experience.

Findings:
Interviewed on at 9:07 AM when
asked to describe , Staff C stated when the

resident becomes unresponsive, Staff C stated
she would put the person on the floor and start
- Staff C stated that she would do 30

. When asked how many breaths,
Slaff C was unable to describe how many breaths
and where to give those breaths. Staff C stated
that she would wait for rescue to put the machine
in the person's

Areview of Staff C's personnet records showed

training on
Interviewed on at 9:15 AM during the
exit conference, when informed Staff C was
unable to describe , the Administrator stated,

"Are you sure?" The Administrator stated that
she (Staff C) was nervous and suggested asking
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Staff C again to describe
According to the American Association,
“"For healthcare providers and those frained:
conventional using , and
-fo- breathing at a ratio of 30:2
; -fo-breaths."
Class il
{A 152} 59A-36.014(3} FAC Physical Plant - Safe Living {A 152}
$8=0 | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 428.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, 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. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
10 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

famp, and waste basket; and,

5. A comfortable chait, if requested,
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{c) The facility must maintain master or duplicate
keys to resident bedrooms to 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, and interview, the facility
failed to ensure a safe and living environment,
free of hazards for five out of five sampled
residents.

Findings:

Observation on at 7:23 AM found the
employee room door wide open with a medication
bottle (brown in color) on top on the dresser
quickly retrieved by Staff D (Caregiver) and was
accessible to the residents.

Interviewed on at 7:23 AM Staft O
stated, "it (medication) was mine."

Interviewed on at 9:15 AM the
Administrator stated she had a lock for the
employee's room door and will put a lock on the
door. The Administrator requested to not give her
a deficiency since a lock wouid be provided.

Observation on at 7:48 AM found rust
inside and outside of the freezer out in the patic
area which stored meat. Photographic evidence
obtained.
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