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A000, Initial Comments A 000

A complaint investigation (2026003621) and
generator monitoring were conducted at
Watercrest Winter Park Assisted Living and
Memory Care on and B
Deficiencies were identified at the time of the
survey.

A 054 59A-36.008(5) FAC Medication - Records A054
88=D
{8) 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 1 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

cations or medication adminisiration. A
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 health 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

ication as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.S,, maintain a record of the prescribing
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physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to ensure the medication observation
record (MOR) was updated accurately for 1 of 20
sampled residents {#1).

Findings:

Review of Resident #1's | and

medication observation record revealed
medication charted as administered, drug not
available, and "other" when the medication was
discontinued.

100 milligram {MG) 1 capsule twice

a day for 7 days started on was charted
as administered on at 8 AM and at
8PM in error.
It was charted drug not available on at
5:00PM, s at 8PM and at8
PM.
It was charted “other” on at 8AM and

at 8 AM.

. Powder apply around every

morning and before bedtime for 7 days started
was charted as administered, drug not

available, drug not given, and "other" in the
MOR when the medication was discontinued.

The ication was charted ini on
at8AM, at8 AM,
. at 8 AM, - y at
8AM, - B at5 PM,
at5 PM, . R at 5PM,
at 5 PM, at 5 PM, ath
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PM, at§ PM, s . at
5PM, at 5 PM, at 5PM, and

at 5 PM in error.

The medication was charted "drug not available"

on at 5 PM, at§ PM, ath
PM, at5 PM, at8 AM, .
at 8 AM and at5 PM.

The medication was charted "did not give” on
at§ PM.

The medication was charted "othet” without a

note on at 8BAM, at 8 AM,
8 AM, at8 AM, at8 AM,
at 8 AM, at 8 AM, . at8
AM, at 8 AM and at 8 AM.
On at 4:45 PM the Memory Care Director
confirmed the findings and does not have any

ion to explain the si when a

drug was not available.

Class 1l

A D056 59A-36.008(7) FAC Medication - Labeling and A056
$8=D " Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unfess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
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
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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

[ 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
medication and any fimitations 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 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
facifity 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
observation record.

{e) A nurse may take a medication order by
telephone, Such order must be promptly
documented in the resident's medication
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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 fon are filled
or refilied in a timely manner,
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-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
iabel.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 interview and record review, the facifity
failed to make every reasonable effort to ensure
medications were filled in a timely manner for 1 of
20 sampled residents (#1).
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Findings:
Review of Resident #1's and

medication observation record reveal
medications not available.

Tab 3 milligram (MG) was charted drug
not avaitable on ' . , »
and to . it was charted "did
not give" on .
.\ 500 MG 1 tab twice a day was
charted not available on s s at
5PM, . and B
Cap 7.5 MG was not available
and .
tab 40 MG was not available '
and .
.. . TAB 2.5 MG 1 tab every morning and
before bed was charted not available at
5:00pm, at 5:00pm, at 5PM and

Tab 25 MG was not available .
, and - .
was not available
was not available
was not available s .
. , ,and .
D was not available on f

and

at 4:45 PM Memory Care Director
confirmed the findings and does not have
documentation of efforts to refill medications
before they ran out.

Class il
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A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78

§8=D
(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 fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented on an annual
basis, Documentation provided by the Florida
Department of Health or a licensed health 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

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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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, FAC.

{d) An assisted living facility o
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.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a 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 interview and record review, the facility
aflowed unficensed staff to prepare and
administer to 6 of 6 sampiled residents (#4,
#6, #10, #18, #19, #20).

Findings:
Review of the record for Residents #4, #6, #10,

history of , and all received

#18, #19, and #20 revealed they all had a medical
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On at 5:35 PM, unficensed caregiver K
said that for Residents #4, #6, #10, and #20 she
prepared their . by putting the needle
on it and dialing it to the prescribed units.
Caregiver K said she then injected the for
all the residents. Caregiver K explained that
Resident #4 was too to do it herself, 7
could do it but told the caregiver she needed to
do it all like the nurses did, #10 refused to do it
nimself, and #20 was not always able to do it
herself.

On at 8:54 AM, unlicensed caregiver L
said that for Residents #4, #6, #10, and #19, she
prepared the . by putting the needle on
it then dialing it to the prescribed units. Caregiver
L said that all the Residents then injected

themselves with the . Caregiver L
explained that Resident #4's shook so the
caregiver guided the Resident's to be able

to seff-inject. Caregiver L said that when a nurse
was not scheduled to work, the unlicensed
caregivers had to give

On at 12:51 PM, unlicensed caregiver N
said that for Residents #4, #6, #10, #18, and #20,
she prepared the . byputting the
needle on it then dialing it to the prescribed units
before injecting the Residents. Caregiver N said
the Residents were unable to do it themselves.

Class #ll
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