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AQCQ] Initial Comments A0D0
An unannounced change of ownership amd
emergency power plan monitoring survey was
conducted through atla
Colonia V ALF, Inc., an assisted living facifity in
Cape Coraf, Florida.
The following is description of the deficiencies.
A052) 429.256( ), 59A-36.008(3) Medication - ADB2
$8=D| Assistance with Self-Admin
429.256
{3) Assistance with self-administration of
medication includes:
{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an , . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.
(b) In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.
(c} Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by fifting 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 a . including
removing the cap of a . opening the unit
dose of solution, and pouring the
p i p dose of ication into
the dispensing cup of the
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Continued From page 1

{MyUsinga , o perform -~
level checks.
{i) Assisting with putting on and taking off
stockings.

{j) Assisting with applying and removing an

» but not with titrating the
prescribed . settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.
{) Assisting with measuring vitai signs.
{m) Assisting with , bags.

(4) Assistance with self-administration does not
include:
{a) 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 preparatlon of syrmges for mjec&lon or the

of by any inj

route.
{c} Administration of medications by way of a tube
inserted in a . of the body.

(d} Administration of , preparations.

{e} Irrigations or debriding agents used in the
freatment of a skin condition.
f - preparations.

(g Memcanons ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unficensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
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Continued From page 2

reason for administration requires judgment or
discretion on the part of the unlicensed person,

(5) Ass with the self-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any uniicensed 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, F.A.C., and
must be available to assist residents with

with
procedures described in section 429.256, F.S.
and this rue.
{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
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 concemns 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.
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A052| Continued From page 3 ADB2

prescribed:

medication record,

or

{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 fo take medication as

1. The health care provider may prescribe a
medication schedute 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
the facifity, with this fact noted in the resident's

3. The medication may be transferred to a pill
erganizer 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,

4. may be ( and

dose packaging.

the medication.

dispensed in an easier to use form, such as unit

{f) Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), F.S.

1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking

2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
ing vital signs and juating or

medication.

assessing a resident's condition.

(9) Al trained staff must adhere to the facility's
control policy and procedures when

assisting with the self-administration of

This Statute or Rule is not met as evidenced by:
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Based on observation, record review and staff
interview, the medication technician faled to
properly assist 1 (Resident #2) of 2 residents
observed for assistance with self-administration
of medication. The failure to properly assist the
resident resulted in Resident #2 receiving an
incorrect amount of prescribed medication.

The findings included:

On at 8:00 p.m., Medication Technician
{med tech) Staff D was observed assisting
Resident #2 with self-administration of
medications, including 2 oral and 2

medications (., . .). Staff D handed two
botttes of , tothe resident. She did not
read the label and prompted the resident to
self-administer the .

Resident #2 was observed instifling a drop of
medication from each bottle into both of her .,

Observation of the label of the bottles revealed
both contained 0.25%.

Review of the clinical record revealed a
physiclan's order for . solution
0.025%, 1 drop into both ., nightly and

B 0.006% ., solution 1 drop
into both ,  nightly.
On at 8:20 p.m., during an interview with
Med Tech Staff D she admitied she did not read
the label on the bottles fo the resident and did not
realize both bottles contained the same
medication. Staff D verified the resident received
the wrong dose of the and she faited to
assist the resident with the . 0.005%
as per the physician's order.
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A052| Continued From page 5 ADB2
Class Ili
A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78

$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 to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith 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
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
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, pre fon, and i

Staff providing services requiring licensing or
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Continued From page 6

certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to 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.AC.

{d) An assisted living facility Lo
provide setvices 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 wifl 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.S.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facitity faled to ensure 2 (Staff Aand D) of 2
direct care staff interviewed demonstrated
knowledge and understanding of

). The failure to
demonstrate an understanding of orders
places the residents at risk of receiving improper
care in the event requiring emergency action,
including . . { )
The facility also failed to maintain evidence of a

A078
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Continued From page 7

negative examination for 1 (Staff D)
of & staff reviewed.

The findings included:

Review of the personnel file for Direct Care Staff

Aand D revealed they respectively received an

hour of training on on
and

1.0n at 7:45 a.m,, during and interview
Direct Care Staff A was not able to explain what a
was. Staff A explained she would provide
to any resident found without a , or

On at 1:00 p.m., Staff A was presented
with the clinical records of Resident #1 who has a

in place and Resident #2 who is a full
code. Staff A was not abte to explain which of the
residents would receive in the event they
were found without a | or . StaffA
admitted she did not know about the yellow

form.

2.0n at 10:55 a.m., during a telephone
interview conducted with Direct Care Staff D, she
was unable to explain what a was and
when to administer to & resident found
without a , or

3.0n at 1:00 p.m., the office assistant
present during the interview with Direct Care Staff
A verified the lack of knowledge. She said she will
retrain the staff on

4. Review of the personnel files for Staff D

revealed a date of hire of . The personnet

file tacked documentation of a negative
screening or a statement indicating

A078
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A078| Continued From page 8 AD78

she was free from communicable

The absence of the health statement was verified
by the office manager on 11/19/19 at 1:30 p.m.
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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to update the facility roster to reflect
employment status for 2 (Staff B and D) of 6
current smployees. This has the potential for staff
with disqualifying offenses to have access to
adults at their place of residence.

CZ814
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C€Z814| Continued From page 1 CZ814
The findings included:
1. Review of the employee file for Staff B
revealed a date of hire of . Asof
the facifity roster was not updated fo reflect
employment at the facility.
2. Review of the employee file for Staff D
revealed a date of hire of . Asof
the facility roster was not updated to reflect
employment status at the facility.
On at 12:30 p.m., the office manager
verified Staff B and D were currently employed at
the facifity and not entered in the facility roster.
Unclassified
CZ816 408.809(2)(a-c); 59A-35.090(2)(d)-(3) czsts

88=C| Background Screening-Compliance Attestation

408.809
{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. lfthe | of

such a person are nof retained by the
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Continued From page 2

Department of Law Enforcement under s.
943.05(2){(g) and (h}, the person must submit
. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The |, shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h} and ensolled in the national
retained print natification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the ficensee or the person |, | . Untila
specified agency is fully implemented in the
clearinghouse created under s, 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:
{a) The screening and di ifyi
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
{b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and
{c) Such proof is accompanied, under penatty of
perjury, by an attestation of compliance with

CZ816
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chapter 435 and this section using forms
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Regquired Documents and Fees.
(d} An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp:/iwww. firules.ol asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening
requests will be provided through the Agency’s
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by
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regular mail. Pursuant to section 435.05(1)(d),
F_S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.

{c} The eligibility resuits of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on a review of the personnel files and staff
interview, the facility failed to have documentation
ofan ion of i with

screening requirement for 1 (Staff D) of 5 staff
reviewed.

The findings included:

Review of the personnel file revealed Staff D had

a hire date of and was the designated

manager for the facility. The personnet file lacked
fon of an fon of i

with the background screening requirements.

On at 12:30 p.m., the office assistant
verified Staff D failed to provide the required
documentation.

Unclassified.
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