PRINTED: 04/21/2020
FORM APPROVED
Agency for Health Care

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED

AL11968590 R ———— 0412712020

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
211 SILVER OAKS RD NE

GLENVILLE PINES It ASSISTED LIVING FACILITY
PALM BAY, FL 32907

x4y SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x6)

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e GROSS-REFERENCED TO THE APPROPRIATE OATE

DEFIGIENCY)

A 000 Initial Comments AD00

A relicensure survey was conducted at Glenville
Pines Il on . Deficiencies were
identified at the time of survey,

A 032 59A-36.007(8) FAC Resident Care - Elopement AD032
$8=D | Standards

59A-36.007

(8) ELOPEMENT STANDARDS,

{a} i at Risk for it
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days,

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or {c).
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
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identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), E.S.

This Statute or Rule is not met as evidenced by:
Based on interview and facility records review the
facitity failed to ensure that as part of its
elopement response policies and procedures, the
facility conducted 2 resident elopement drills a
year, where all staff must participate.

Findings:

Interview on at 12 PM with staff A,
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Continued From page 2

hired . said the facility conducted 2
elopement drills a year.

Interview on at 12 PM with staff A and
B, hired .., who said she had never
participated in an elopement drill.

In an interview with the administrator on
at 1 PM who said the elopement drills
were conducted but not documented.

Class Ili

429.256( ), 59A-36.008(3) Medication -
Assistance with Seff-Admin

429.256

{3) Assistance with self-administration of
medication includes:

(a} Taking the medication, in its previously
dispensed, propetly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilted by the manufacturer, from where it is
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescriped 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.

A032

A052
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{g) Assisting with the use of a » including

removing the cap of a , opening the unit

dose of solution, and pouring the

p ' pl dose of ication into

the dispensing cup of the .

(hyUsinga to perform -

tevel checks.

{i) Assisting with putting on and taking off

stockings.
() 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 fitrating the
prescribed setting of the device.

{I) Assisting with measuring vitat 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 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
insertedina  , of the body.

{d) Administration of | preparations.

{e) Irrigations or debriding agents used in the
treatment of a skin condition.

f . Lor 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
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Continued From page 4

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

{6} i with the self- ini fon of

ication by an unli person as d ibed
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. .- orolder, trained to assist with self
administered medication pursuant to the training
requirements of rule 59A-36.011, F.AC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.266, 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

A05B2
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Continued From page 5

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
facitity 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 ieaving
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. icat may be p 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 420.256(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
the medication.

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

interpreting vital signs and fuating or
assessing a resident's condition.

{g) All trained staff must adhere to the facility’s

A05B2
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Continued From page 6

control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observations, interview and record
review the facility failed to ensure that unlicensed
staff followed the correct procedure when she
assisted 1 of 2 sampled residents ( 5) with
self-administration of medications

Findings :

Observations on at 10 AM during the
medication pass noted that staff A, an unlicensed
staff, assisted resident #5 in the following manner
. She reviewed the Medication Observation
Record (MOR), retrieved medications, put
medications in a cup and handed cup to resident,
observed resident take medications and signed
the MOR , She handed the cup to the resident
and told the resident 'I's your morning pills for

Inigh .\ *. She then secured
the medications. The staff did not read the label
out foud in front of resident.

In an interview with the administrator on
at 1 PM who said the staff must have
been nervous.

Class Ili

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

A05B2

AQ78
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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 net include an employee transferring without
a break in service from one faciiity 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 health care
orovider 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 col 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 fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre 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, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
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{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 observations , inferview and record
review the facility assigned staff duties that were
not consistent with their qualifications and aflowed
unlicensed staff to make judgement as to whether
or not a medication should be given for 1 of 2
sampled residents (#1).

Findings:

Observations on at 10:10 AM noted
unlicensed staff A , took the .\ of
resident # 1. The staff said the ,

was , since 102 was almost like 100 " hold
the medication™.

Resident record review for resident #1 revealed a
healthcare provider's order dated that

A078

indicated change . to 20 mg daily, hold
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TRAINING.

managers, direct

hour of training in
procedures regar

direct care staff ai
admissions must
training in the faci
regarding
employment.

{c} Training shati
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Health assessment report 1823 dated

 high , and
. . She needed assistance with self
administration of medications. The .
Medication Observation Record (MOR) listed
0 20 mg daily hold for .,
iess or equal to 100 and had staff initials

that medication was held.

at 1:30 PM revealed she thought it
was OK for the unlicensed staff to take the
before giving the medication.

(a} Currently employed facility administrators,

resident admissions must receive at least one

{b) Newly hired facility administrators, managers,

., iess or equal to 100.

es of s

that had code #9. The last
listed codes and #3 indicated

th the administrator on

AC Training -

care staff and staff involved in
the facility's policies and
ding .

ind staff involved in resident

receive at feast one hour of

ility's policy and procedures
within 30 days after

consist of the information

A078

A0S0

AHCA Form 3020-0001
STATE FORM

s

NUVY T

# continuation sheet 10 of 1



PRINTED: 04/21/2020

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968590 R ———— 0412712020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
211 SILVER OAKS RD NE
GLENVILLE PINES It ASSISTED LIVING FACILITY
PALM BAY, FL 32907
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A090| Continued From page 10 A0S0

included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure 1 of 3 sample staff received one
hour of training in the facility's policies and
procedures regarding

Findings:
Interview on at 12 PM with staff B,
hired .., who said she did not know what

meant, she struggled as she tried to
decipher the meaning . She said "nurse”,
"department”. Finally, the Agency representative
explained to her ; she
remained

In an interview with the administrator on
at 1 PM who said the staff must have
been nervous; she was trained.

Class Ili
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