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{A 000} Initial Comments

A second revisit to the re-licensure survey with
Limited Nursing Service (LNS) was conducted at
Williams Loving Care on

Deficiencies were identified at the hme of the
revisit.

{A025) 420.26(7) FS; 58A-5.0182(1) FAC Resident Care
$8=D| - Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

s or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

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

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule 58A-5.020,
FAC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel

A 000}
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independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMIANED UNCORRECTED

Based on record reviews and interviews, the
facitity failed to follow a health care provider's
medication order for 1 of 1 sampled resident (#3)
who required assistance with self-administration
of medications.

Findings:

Resident #3's record revealed a facility admission
date of . Her current 1823 health
assessment form, dated + indicated that
she requires assistance with seif-administration
of medications.

Her | Medication Observation
Record (MOR) contained an entry for
Glycopyroliate 1 milligram (mg) tablet, take one
tablet by two times a day. "Zero" was
documented for both doses on and ,
"stop" was written in, "D/C" was written in, and the

{A025)

entry was highlighted in blue.
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On at 1 p.m. caregiver A said the
instructions on the prescription {abel were to give
for only 10 days so she "D/C'd" it off the MOR.

The order and fill dates on the prescription label
were both and the directions for use were
to give for only 10 days however, the resident's
1823, dated . contained an order to give
the medication twice a day with no stop date.

In addition, despite the medication being filled on
with instructions to give for only 10 days,

the residents MOR revealed the

medication was signed as given twice a day from

At 1:10 p.m. a pharmacist at the pharmacy where
the medication was filled said the most recent
prescription for the medication was dated

and the directions for use were to give one tablet
twice a day with no stop date.

At 1:24 p.m. caregiver A said the “zero”
documented on the MOR meant the resident did
not take the medication.

At 1:35 p.m. a review of a pharmacy auto filt
facitity report revealed that the medication's
directions for use did not contain a stop date. The
administrator said the report, dated

represented the form used during the most recent
pharmacy delivery of the resident's medications.
and the form was used by the pharmacy and
faciiity to verify the accuracy and availability of the
delivered medications.

Photographic evidence obtained,

{A025)
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429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-
{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class Il deficiencies regardlng
medicinal drugs or over-th: ions,
including their storage, use, delrvery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

igation in response to a int, shall, in
addition to or as an alternative to any penalties
imposed under s. 429.19, be required to employ
the consultant services of a ficensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consultant
shail, 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 ptan for deﬂcxenc!es
related to assistance with the self- i
of i orthe i jon of
must be developed and implemented by the
facitity within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be life-threatening.

58A-5.033(3)

{3} EMPLOYMENT OF A CONSULTANT.

(a) Medication Deficiencies.

1. Itaclass i, class I, or uncorrected class il
deficiency directly relating to facifity medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, F.S., or

A058
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registered nurse as determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 420.42(2),
.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or |l deficiency and within 14 working days
of the notice of an uncorrected class Ili
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 [ater than 10 working
days subsequent to the initial 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 to ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's prior deficiencies,
record reviews, and interviews, the facility has
had an uncorrected class H deficiency regarding
prescribed medicinal drugs and is therefore,
required to employ the consultant services of a
ficensed pharmacist or a licensed registered
nurse.

Findings:
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On a revisit to a biennial licensure survey
was conducted. The facility was cited a class It
uncorrected deficiency when it held and did not
give resident #3 her medication without notifying
a health care provider.

On a second revisit to a biennial
ficensure survey was conducted. The facility was
cited a class Il uncorrected deficiency when it did
not give resident #3's medication as prescribed
by a health care provider.

Class lli

58A-5.0191(. .) FAC Training - Staff In-Service

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a pressrvice
orientation of at least 2 hours 1o ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident’s rights; and,

2. The facility's license type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shalf provide or
arrange for the following in-service training to

AD05B8
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facitity staff:
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . . The facility must use its

prevention policies and procedures when
offering this training.
(d} Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service fraining
within 30 days of employment that covers the
following subjects:
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1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handfing practices.

{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement respense policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on personnel record reviews and interview,
the facility failed fo ensure that 1 of 1 sampled
staff (D) received the required in-service training
as described in 58A-5.0191 ) FAC.

Findings:

Caregiver D was hired on . Her personnet
record contained a 4-hour preservice orientation
certificate of training, dated , however, the
certificate was signed only by the administrator
and not the employee, as required.

On at 1:45 p.m. the administrator
confirmed the findings.

{A081)
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