Agency for Health Care

PRINTED: 10/21/2020

FORM APPROVED

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

AL11968018

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/08/2020

NAME OF PROVIDER OR SUPPLIER

118 ZACALY

AGING HOME PARADISE LLC
KISSIMMEE, FL 34743

O WAY

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

A 000

A 054
88=D

Initial Comments.

The re-licensure survey was conducted at Aging
Home Paradise on . Deficiencies were
identified at the time of survey,

59A-36.008(5) FAC Medication - Records

(5} MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmagcy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
(b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

i or medication inistrati
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as pt , or medication errors,
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, .S, maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain an up to date Medication
Observation Record {MOR) that listed all the
residents’ medications for 2 of 2 sampled
residents (#1 and #2).

Findings:

1. Observations at 12 PM during the
medication pass noted, staff D assisted resident
#2 with seif- administration of . which
included helping her with her .. ftest
Her . Tesultwas 184, Staff D wrote the
results in a notebook. After the staff injected the

to resident #2, she documented his
dosage, time and date on the same notebook as
well. The entries were dated and signed by the
staff.

Resident record review for resident #2 including
the Medication Observation Record (MOR)
revealed the MOR did not list the

2. Observations at 12:20 PM during
the medication pass noted, staff D assisted
resident #1 with self- administration of .
which included helping him with his o
test. His . resultwas 214. Staff D
wrote the results in a notebook, after the resident
injected the ; she documented his

dosage, time and date on the same notebook as
well. The entries were dated and signed by the
staff.

Resident record review for resident #1 including
the Medication Observation Record (MOR)
revealed the MOR did not list the
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(r an interview with the owner on at
12:30 PM who said the was not listed on
the MOR because all the documentation
pertaining to the and . . were
kept in the same notebook.
Class Ili
A 055 59A-36.008(6) FAC Medication - Storage and A055

$8=D| Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is and dos

by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
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habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
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medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observations and interview the facility
failed to ensure medications that are centrally
stored medications were kept in a locked cabinet;
focked cart; or other locked storage receptacle,
room, or area at all times. Refrigerated
medications must be secured by being keptina
iocked container within the refrigerator, by
keeping the refrigerator locked, or by keeping the
area in which the refrigerator was located locked
for 3 of 3 residents, who bad refrigerated
medications (#1, #2, and #6).

Findings:

Observations during the medication pass on

at 12 PM, noted staff D entered an
office that was unjocked, to refrieve for
resident #1. Observations noted the door to the
room was not focked, nor was the refrigerator or
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the container were the medication was kept.
Continued observations of the medication pass
noted that staff D assisted resident #2 with her

, her medications were in the same
refrigerator as resident #1.

Observations on 1202 a1 12:20 PM noted
there were several boxes, .\ inside the
unlocked refrigerator. The medications were
tabeled for residents # 1, #2 and #8, all

The ications were indivi but
not focked container.

In an interview with the owner on at
12:20 PM who said she had brought a lock for the
fridge but had not installed it.

Class Il

A 056 59A-36.008(7) FAC Medication - Labeling and A D56
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.

(a} The facility may not store prescription drugs
for seif-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64B816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident’'s name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect fo the use of piil

< i as i in ion (2), no
individual other than a pharmacist may transfer
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medications from one storage container to
another.
{c} If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
(e} A nurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

A058
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Continued From page 7

or ication inistration are filled
or refilled in a timely manner,
{g) Pursuant to section 465.0276(5), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary
p iption drugs that are di: by a heaith
care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident’s name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h} Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident's health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observations and interview the facility
failed to ensure it did not store prescription drugs
for assistance with selff-administration, unless
they are properly labeled and dispensed in
accordance with chapters 465 and 499, £.S., and
rule 64816-28.108, FA.C.

Findings:

Observations during the medication pass on
at 12:15 noted that staff D retrieved

A058

for resident #1. She retrieved a
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that was not labeled.

She then assisted resident #2 with -
that was not labled either. In an interview
with the staff at that time, who said the 's

were kept separately. Therefore, she knew
whose medications were whose.

Ir an interview with the owner on at
12:20 PM who confirmed the findings,

Class Ili

A Q78 59A-36.010(2) FAC Staffing Standards - Staff AOT8
88=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 § 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
pasis. Documentation provided by the Florida
Department of Health or a licensed health 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
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Continued From page 9

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
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.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
provide services 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 will provide to residents.
() For faciiities 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 alf 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.8.

A078
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Continued From page 10

This Statute or Rule is not met as evidenced by:
Based on records review and interviews the
facitity fatled to ensure staff performed their
assigned duties consistent with their level of
training, preparation, and experience and allowed
one unlicensed staff (D} to administer a
medications by an injectable route {

injection) to 1 of 2 sampled residents {(#2) .

Findings:

Observations on /202 at 12 PM staff D
assisted resident #2 with self-administration of
medications that included testing.
Staff D washed , wore gloves, retrieved
medication from unlocked room and unlocked the
fridge. Staff D (unficensed) turned the .

dial to 10 Units and injected the into the
resident's abdomen. The staff stated the resident
became easily distracted and when she
self-injected, she would forget to take the pen out.

In an interview with the owner on
12:30 PM who confirmed the findings.

at

Class Il

58A-36.011(7) FAC Training - Nutrition & Food
Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to

A078
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administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure the person in charge of food
services completed 2 hours of continuing
education annually in topics pertinent to nutrition
and food service.

Findings:

In an interview with the owner on at1
PM, who said she was responsible for the
day-to-day food service. She provided a
certificate of training related to nutrition dated

that indicated 1 hour of continuing
education annually.

There was no evidence to confirm she completed
2 hours of continuing education annually in topics
pertinent to nutrition and food service yearly.

Class Il

A181| 59A-36.019(2) FAC Emergency Plan Approval
88=D
(2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
county emergency management agency.

{a} If the county emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan

A08BS
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resubmitted to the county office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in rule 59A-36.014,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annual basis, Any
substantive changes must be submitted to the
county emergency agency for review and
approval.

1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the county emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The county emergency management agency
is the final i ive authority for
management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the county emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure it reviewed its emergency
management plan on an annual basis.

Findings:

During review of emergency plan on
at 11:45 AM the administrator said she submitted
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Continued From page 13

the plan for review and approval and had not
received any communication from the Office of

E The ini

provided a letter dated that indicated the
CEMP met requirements. However, there was no
documentation that the plan was reviewed
annually as required.

Class i

435.12(2){b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse .~
(b) Until such time as the , ,  are enrolled
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 & 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 all employees within the clearinghouse.
Initiat 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

D for i - ission o
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

A181
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CZ814| Continued From page 14 CZ814
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 interview the facility
failed to maintain the employment status of all
employees within the background screening
{BGS) clearinghouse.
Findings:
Interview with the owner on at 10:28
AM who said she had § staff.
Review of the facility's BGS roster on
at 10:30 AM revealed that there were 6 staff as
current employees. The roster was reviewed with
the owner, she confirmed that she had faited to
update the BGS roster and put an end date for
staff C.
Unclassified
CZ816] 408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢ cz816

88=C | Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

(2} Every 5 years following his or her licensure,
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
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Continued From page 16

person's ., are enrofled in the Federal
Bureau of Investigation's national retained print
notification program. Ifthe | of
such a person are not retained by the
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 |, | . 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 ficensure requirements of 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 standards and disqualifying
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 penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
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Continued From page 16

provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.

{2) Processing Screening Requests, Required

Documents and Fees.

(d) An ion of Compliance with

Screening Requirements, AHCA Form

3100-0008, . , herein incorporated by

reference, available at

http:/iwww firules.org/Gateway/reference.asp?No

=Ref-08106, and available from the Agency for

Health Care Administration at:

hitp:/fahca.myflorida.com/MCHQ/Central_Service
d_ 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 & pesition 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 qualified priorto | 1

the position.

{3} Results of Screening and Notification.

(a} Final results of background screening

requests will be provided through the Agency's

CZ816
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secure website that may be accessed by alf
health care providers applying for or actively
ticensed 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
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 results of employee screening
and the signed Attestation referenced in
subsection 89A-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 record review and interview the facility
failed to ensure that 2 of 2 personnel records (A
and B} contained an ion of C I

i qui . AHCA

with
Form 3100-0008,
Findings:

Personnel record review for staff Aand B hired
revealed no evidence to confirm that an
Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, had been signed by
either staff.
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In an interview on at 3:30 PM, with

the owner who said the form had been

overlooked.

Unclassified
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