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Initial Comments.

Arevisit to compiaint investigation
{Complaint Number 2019013833), a second
revisit to complaint investigation
{Complaint Numbers 2019008264 and
2019012291}, a biennial survey with Limited
Mental Health, and a fifth revisit to

complaint investigation (Compiaint Number
2019002873} was conducted at American Well
Care Assisted Living Facility on .
Deficiencies were identified at the time of survey.

429.256(. ) 68A-5.0185 (3) Medication -
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, inctuding
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 lifting the container to his
oF 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

A 000}

{A052}

removing the cap of a , opening the unit
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dose of solution, and pouring the

i p dose of ication into
the dispensing cup of the .
{hyUsinga , to perform -
tevel 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.
(1) Assisting with measuring vital signs.
{m)} Assisting with . bags.

{4} Assistance with self-administration does not
include:
{a) Mixing, p > converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
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
treatment of a skin condition.
) . .or _  preparations.
{g) Medications 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
unlicensed person, and at the request of a
competent resident.
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{h) 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.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirernents of rule 58A-5.0191, F.A.C., and
must be available to assist residents with
seif-administered medications in accordance 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, 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 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
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facility staff, the following options are available to
enable the resident to 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 feaving
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. icati may be ol j and
dispensed in an easier to use form, such as unit
dose packaging.
{f} Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), .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
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the Facility failed to ensure proper
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according to the required steps in 429.256 Florida
Statutes and failed to follow control
standards for one Resident (#7 and #8) of one
two sampled residents that required assistance
with self-administration of medication.

Findings Included:

During an observation of a medication pass with
Staff E {an unlicensed Medication Technician) for
Resident #12, conducted on at
11:10am, Resident #12 told Staff £ that her

" level was 208. Staff E walked away. In
and around the area that Resident #12 performed
her own - testing, there were nine
used and filted test strips lying on
the floor. Staff E returned with an syringe
with four units of what appeared to be init
and the syringe to Resident #12. Staff E did
not have any medication viais or boxes and was
unable to read Resident #12 the medication label.
Staff E told Resident #12 that it was four units of

During an interview with Staff E, conducted on
at 11:20am, Staff E stated that
Resident #12, "doesn't know how to fill the
syringe, so 1 fili them for her and hopefully shet
get the pens soon”. Staff E showed the Surveyor
the kept in the refrigerator in the
medication room and there were two vials of
for Resident #12. There were no pre-filled
syringes or .\ for Resident #12
in the refrigerator. Staff £ showed the surveyor
the empty unused syringes for
Resident #12 and stated that, "I used these".

A record review for Resident #12, conducted on
, tevealed that Resident #12 required
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Continued From page 5

A record review for Staff E, conducted on

, revealed that Staff E had a certificate
of an unli six-hour icati ici
training course. Staff £'s record did not contain a
ficense to administer medications.

During an interview with the Administrator,
conducted on at 03:30pm, the
Administrator agreed that Staff £ did not have a
ficense to administer medications and did not
realize that unficensed staff could not draw up
and measure . The Administrator was
shown the floor surrounding the area where
resident self-performed " testing and
agreed that the used, -filled test strips lying
on the floor during the entire survey posed as a
potential health hazard, specifically the potential
spread of bloodborne | 1o residents and
staff.

Class Il

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

{2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a preservice
orientation of at ieast 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1.
(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the

pl the preservice ori i
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by

{A052)

{A081}
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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
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 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum 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 fo residents, who
have not taken the core training program, shalt
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident N

{A081)
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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 training
within 30 days of employment that covers the
following subjects:
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 minirmum of 1-hour-in-service training
within 30 days of employment in safe food
handfing practices.
{f) All facility staff shali 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 response policies
and procedures.
2. All facifity staff shalt 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:
Based on record reviews and interview the facility
failed to ensure that a elopement response
training was completed for 1 out 6 {
Administrator) employees.

Findings included:

An employee record review was completed for
the facility's Administrator on . During

{A081)
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this review the Administrators personnel record
failed to reveal evidence that he had received
elopement response training.
These findings were discussed in an interview
with the facility's Administrator on at
2:47 PM. During this interview the Administrator
stated, " | called my wife about this and she
believes it's at home with my other stuff. | will run
home real fast and see if { got it.”
At 4:13 PM on , the administrator
returned to the facility and informed the survey
team that he was unable to focate any additional
training transcripts at his home.
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