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Initial Comments.

On -18, 2021 an unannounced 6th
month survey with limited nursing services and
complaint survey for allegations contained within
complaint numbers 2020016137 and
2020017778, were conducted at Sabal House an
assisted living facility in Cantonment, FL. A
focused control survey and generator
assessment were conducted in conjunction. At
the time of the survey, deficient practice was
identified.

429.256(. . ); 59A-36.008(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, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident ' s medications or dosages change.

{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
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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.

{g) Assisting with the use of a . including
removing the cap of a . opening the unit
dose of solution, and pouring the
p i p dose of ication into
the dispensing cup of the .
{hyUsinga , to perform -
ievel 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.
{) Assisting with measuring vitai 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
inserted in a , of the body.
{d) Administration of , preparations.
(e} The use of irrigations or debriding agents
used in the treatment of a skin condition.
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{f) Assisting with . Lor .,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that prectude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{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 uniicensed 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.A.C., and
must be available to assist residents with

ith

wi
procedures described in section 429.256, F.S.
and this rue.
{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
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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
facility staff, the following options are available to
enable the resident fo take medication as
prescribed:

1. The health care provider may prescribe a
medication schedute 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 leaving
the facifity, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
erganizer 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. may be ( 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 detalled
in section 429.256(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
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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
controf 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 foliow

control procedures during medication pass for
three of three observations.

The findings include:

On 2021 at approximately 11:28 AM, Nurse
D. a licensed practical nurse (LPN) was observed
during medication pass of Resident #6. After
completion of administration, Nurse D did not
perform hyglene prior to moving on to the
next resident.

On at approximately 11:30 AM, Nurse
D, LPN, was observed passing medication of
Resident #9. During this medication
administration Nurse D was observed placing the
fid of a medication bottle in her scrub pocket while
resident was taking medication. After the
resident completed taking the medication, she
removed the lid from her pocket and replaced it
on the medication bottle and again failed to
perform hygiene.
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On at approximately 11:35 AM, Nurse

D, LPN, was cbserved passing medication to
Resident # 10 after completion of administration
Nurse D helped resident with putting on shoes,
again prior to leaving room failed to perform
hygiene.

A review was conducted of the policy, "Standards
and Guidelines: Resident Care & Heaith," Policy
Number: "RC," lssued , last Revised

Under the heading " washing Clinical Duties
& Kitchen Duties," the policy stated:" Proper
washing techniques must be used by staff to
assure sanitary conditions. must be
washed before and after: Using gloves for any
task and Preparing and administering
medications. ”

On at approximately 2:30 PM, an
interview was conducted with Nurse D concerning
hygiene and medication administration,
Nurse D stated "l should have washed my "
when questioned what she should have done

after helping resident with her shoe.

Class Ili

A081| 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
$8=D/| . staff In-Service

429.52(1)
{1)Each new assisted living facility employee who
has not previously completed core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
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needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a staternent that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule_ Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a pressrvice
orientation of at least 2 hours to 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. Facifity
administrators or managers shall provide or
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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
negtect, and | . The facifity 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 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
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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 shalf 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 interview with the Resident Care
Coordinator and personnel file review the facility
failed to ensure that all staff serving food received
education for safe food handling for 1 of 3
{Medication Technician A) personnel files
reviewed.

The findings include:

Areview was conducted of the personnel file for
Medication Technician A. After reviewing the
education section, the surveyor was unable to

iocate training for safe food handling.

On at 2:00 PM, an interview was
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conducted with the Resident Care Coordinator. At
that time, she stated that Medication Technician A
did not have that education compieted. She
stated that she would make sure that Medication
Technician A gets signed up for that education.
Class Ili
AN277| 59A-36.022(2) FAC LNS - Resident Care AN2TT

$8=D | Standards

{2) RESIDENT CARE STANDARDS.

{a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in rule 59A-36.006, F.A.C.

{b} In accordance with rule 59A-36.010, FAC.,
the facifity must employ sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided,

{c} Limited nursing services may only be provided
as authorized by a health care provider's order, a
copy of which must be maintained in the
resident's file.

{d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
or aurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner, The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files.
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services (LNS).

The findings include:

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facifity
failed to ensure monthly assessments were
completed by a qualified registered nurse
according to () nursing services must be
conducted and supervised in accordance with
chapter 464, F.S. and the prevailing standard of
practice in the nursing community for 2 of 2
resident (# 3 and #5) reviewed for fimited nursing

On about 1:00 PM, Resident # 3 was
observed in her room. Shehad . per

going at 2 liters per minute. She says the
nurses help herwiththe |, . She was asked
about the CPAP (continuous positive airway
pressure) machine and said the nurses help with
that as well. She was observed to have her
wrapped and was she was asked what it was for.
She said an outside agency does these.

On 8:55 AM, an interview was
conducted with LPN { Licensed Practical Nurse
LPN) RCD ( Resident Care Coordinator) She
was asked about the wraps on Resident #3's

- She said the wraps were done by an outside
home health agency. She was asked to bring in
information from the outside agency for viewing
regarding the wraps. Review of assessment titled
Review of LNS Monthly Nursing Assessment
Form for #3 had a completion date of
signed by RCD, and APRN (Advanced Practice
Registered Nurse) there is no mention of
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problems with lower . ,. and no indication that
there is any problem with lower _ requiring
care by home health agency which was ordered
on .

Resident #5 was observed to have a Review of
LNS Monthly Nursing Assessment Form signed
by RCD and also by APRN on .Heis
being seen for Hospice services.

Atelephone interview was conducted with
Advanced Practice Registered Nurse (APRN) on
about 12:06 PM regarding how monthly
assessments of residents receiving LNS services
and coordination of third party services was
provided by her since she is with the
facitity to provide LNS services. She stated, ‘¢
co-sign the LNS form. | do not examine or see
the residents. No, 1 do not see them. My
responsibility Is just to cosign the assessment
form." She was asked how an assessment could
be completed without seeing the resident and
how is coordination of third parties conducted.
She stated, " | did not know that | was supposed
to complete an assessment on the LNS residents
or coordinate services. My conversation with the
Director of Clinical Services before signing the
contract was that all | would need to do is co-sign
the assessment form with the nurse there." She
was asked again how an assessment could be
completed without seeing the resident. She then
said, "That is not what | was signing. My
understanding is the assessment form is just
signature page. | am not paid to do the
assessments. when | was told it was just the
signature page. No, | did not understand | was
supposed fo coordinate 3 party nursing services."

A review of the contract by the APRN indicated
she would perform LNS assessments for the
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current facility. it is signed and dated by the
APRN on .

The RCD and the Director of Clinical Services
{DCS)was interviewed at approximately 12:24
PM, on . They were asked, "What do you
expect your nurse to perform?” The
DCS stated, "They are to complete an
assessment on the LNS person to include

to skin assessment and they are to document
on the monthly assessment form." The RCD, said
"Yes, the APRN is just co-signing the LNS
monthly assessment form.” She was asked, " Are
LPNs allowed to conduct and assessment of
residents?" The DCS said "LPNs are not allowed
{o assess residents, that is the reason we need a
registered nurse (RN) to perform the
assessments”. She then said she understands
there are problems with LNS assessments. I our
current RN cannot complete assessments as
they are supposed to do we will need to hire
someone else today."

Professional Standard of Care is defined in
Chapter 766.102 as, “the prevailing professional
standard of care for a given health care provider
shail be that level of care, skill, and treatment
which, in light of all relevant surrounding

ci L is ized as and
appropriate by reasonably prudent similar health
care providers".

The Florida Nurse Practice Act, Chapter 464.003
defines Professional and Practical Nursing. The
Act states: (3){a) "Practice of professional
nursing” means the performance of those acts
requiring substantial specialized knowledge,
judgment, and nursing skilt based upon applied
principles of | . . bioclogical, physical,
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and social sciences which shall include, but not
be limited to: The observation, assessment,
nursing diagnosis, planning, intervention, and
evatuation of care; heaith teaching and
counseling of the ill, injured, or infirm; and the
promotion of wellness, maintenance of health,
and prevention of iliness of others. The
ini ion of ications and as
prescribed or authorized by a duly icensed
practitioner authorized by the laws of this state to
such ications and The
supervision and teaching of other personnel in
the theory and performance of any of the above
acts. (b) "Practice of practical nursing” means the
performance of selected acts, including the
i fon of and icati in
the care of the i, injured, or infirm and the
promotion of wellness, maintenance of health,
and prevention of iliness of others under the
direction of a registered nurse, a licensed
physician, a licensed p physician, a
ficensed podiatric physician, or a licensed dentist.
The professional nurse and the practical nurse
shaif be responsible and accountable for making
decisions that are based upon the individual's
p and exp in

nursing.

Class Il
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