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Initial Comments.

A complaint investigation (complaint numbers
2020003182 and 2020003921) with an
control visit was conducted at Gold Choice
Deltona on . The facility had
deficiencies at the time of the survey.

59A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,
i 3 inis ion, and
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills

of

A0DC

A084

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TLE

(x5 DATE

STATE FORM

DUSN11

i continuation sheet 1 0f 7



Agency for Health Care

PRINTED: 08/20/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11969201

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

08/13/2020

NAME OF PROVIDER OR SUPPLIER

2310 N NORMANDY BLVD

GOLD CHOICE DELTONA

DELTONA,

FL 32725

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A084

Continued From page 1

necessary to provide such assistance.

(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability tor

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., includin,
a. Assist with oral dosage forms, | dosage
forms, and | ., . and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of stich orders;

e. Complete a medication obsetvation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly fabeled container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with B

jUsea to perform o

testing;

k. Assist residents with
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and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove
hosiery;
m, Placement and removal of
excluding the removal of the -
maniputation of the site; and,
n. Measurement of . s
temperature, and | | rate,
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 bours of
continuing education training on providing

i with ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided onfine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of ass

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)}(b)2.h.-n.

stockings and

, bags,
or

rate,

429.62

{6) Staff involved with the management of
medications and assisting with the
self-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, a licensed pharmacist, or
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agency staff. The agency shall establish by rule
the minimum requirements of this additional
training.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility falled to ensure 1 of 2
employses reviewed that assist with
seif-administration of medication received the
required 6 hours of training in providing

with the self- ini ion of
medication prior to assuming the responsibility.
{Employee A)

The findings include:

On at 9:36 AM, Employee A was
observed assisting Resident #2 with
seif-administration of medication.

Record review of the employee file for Employee
Arevealed she was hired on . Further
review of her employee file revealed there was
one certificate for a basic medication training for
another state agency.

During an interview with the Executive Director
{ED) on at 11:20 AM, she was notified
of the findings. During further interview with the
EDon at 1:46 PM, she stated she
spoke with someone from the company that
provided the medication training for Employee A
and was informed it was not the 8 hour training
required for assisted living facility staff.

Class Ili
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(1) APPLICABILITY, The requirements of this
emergency rule apply to all assisted living
facitities licensed under Chapter 429, F.S.
{2) DEFINITIONS.
"Staff" means all paid and unpaid persons serving
in healthcare settings who have the potential for
direct or indirect exposure to patients or

materials, including body subs(ances
(e.g. , tissue, and specific .
contammated medical supplies, devices, and
equipment; contaminated environmental
surfaces; or contaminated air. Staff may include,
but are not limited to, nurses, nursing assistants,
physiclans, techricians, .

, pharmacists, students and

!ramees contractual staff not employed by the
health care facility, and persons (e.g., clerical,
dietary, environmental services, laundry, security,
maintenance, engineering and facilities
management, administrative, billing, and
volunteer personnel) not directly involved in
patient care but potentially exposed to
agents that can be transmitted among from staff
and patients. This definition is consistent with the
Centers for Control and Prevention
definition of Healthcare personnel as defined in
Appendix 2.
{3) MANDATORY STAFF TESTING FOR
COVID-18.
{a)Beginning .., | , assisted living
facitities shall not admit into the facifity any staff
who has not been tested for COVID-19.
(b} Assisted living facilities shall require al staff
be tested every two (2} weeks thereafter with
testing resources provided by the state.
{4) EXEMPTION FROM TESTING.
Staff who have already been and
recovered from COVID-19 do not need to be
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tested if they can provide medical documentation
to the assisted living faciity.

{5) DOCUMENTATION.

{a) If testing is conducted off-site, then staff must
provide proof of testing to the assisted living
facifity,

{b) Assisted living facilities shall document all
staff testing, including the name of the individual,
time, and date of the test.

(c) Assisted living facilities shall require all tested
staff to notify the facility of the test resuits the
same day the results are received. Written
documentation of test results must be provided to
the facility upon receipt by the staff.

{d) Assisted living facilities shall keep copies of ajt

staff testing documentation on site.

{8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency may seek any remedy
authorized by Chapter 429, Part §, or Chapter
408, Part I, F.S., including but not limited to,
ficense revocation, license suspension, and the
imposition of administrative fines.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
faciiity failed to provide COVID-19 testing for alt
staff members as directed by the emergency rule
beginning . ., . mandating that all staff
admitted to work at the assisted living facility
{ALF) be tested for COVID-18 every two (2}
weeks with testing resources provided by the
state. The facility's failure to adhere to the
emergency rule put the 68 residents currently at
the facifity at risk for COVID-19.

The findings include:

During the interview with the Administrator on
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at 1:45 PM, the Administrator was
asked if the facility was doing COVID-19 testing
for health care professionals that visit the facility,
or obtaining documentation of their negative test
results. The Administrator stated she tests some
contractors but some do the test on their own.
She stated the receptionist screens all health
care providers that visit the facility and asks if
they were tested. She stated the receptionist only
allows providers in the facility if they have
negative results. She stated the receptionist does
not keep a record and does not get a copy of the
negative test resufts.

On at 1:50 PM, the Administrator
provided the employee screening log and marked
the providers the facility did not test. A review of
the log revealed from through

there were 19 health care professionals who
visited the facility that were not required to
present documented evidence of a Negative
COVID-1¢ test. (Photographic evidence obtained)
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