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Initial Comments.

A re-icensure biennial survey, a complaint
investigation {complaint numbers: 2021004473
and 2021006387), a revisit to

2021006201 and 2021006688), a COVID-19
focused control visit, and a generator
monitoring were conducted at Angel Care
Assisted Living Facility on .
Deficiencies were identified at the time of survey.

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, 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 orai dosage in the resident 's

or placing the dosage in another container and
helping the resident by lifting the container to his
OF her
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{d) Applying .., medications.
(e} Returning the medication container to proper
storage.
{fy 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
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, s s 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 freatment of a skin condition,
{f) Assisting with ' , o

A05B2

AHCA Form 3
STATE FORM

20-0007

s

18411

If continuation sheet 2 of 17




Agency for Health Care

PRINTED. 06/23/2021
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11967748

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

06/09/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4301 318T ST SOUTH

ANGEL CARE ASSISTED LIVING FACILITY
SAINT PETH

ERSBURG, FL 33712

0@y D
PREFIX
TAG

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

o] PROVIDER'S PLAN OF CORRECTION
PREFIX
e

DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A052

Continued From page 2

preparations.
{g) Assisting with medications ordered by the
physiclan or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preclude i judgment
on the part of the unlicensed 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.
(5) Assi: with the self-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.
59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be
. .- or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 59A-36.011, FAC,, and
must be available to assist residents with

ith

wi
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
seff-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
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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 concemns 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 to take medication as
prescribed:

1. The heaith 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 leaving
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. may be i 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 428.256(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
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the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and juating or
assessing a resident's condition.
(9) Al 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 and interview, the Facility
failed to ensure proper assistance with
self-administration of medications according to
the required steps in 429.256 Florida Statutes
and failed to follow controf standards
while assisting with medications for four
Residents (#7, #8, #9, and #23) of four sampled
residents.

Findings included:

During & medication pass observation with Staff
D an unlicensed Medication Technician,
conducted on , the following was
observed:

-At 05:36am, Staff D did not read the name and
dose of the medications to Resident #7 for

. 16mg and 26mg. Staff
D did not observe Resident #7 take and swallow
the medications. Staff D turned immediately away
from the resident after handing her the
medications. Staff D did not remove her gloves
and sanitize or wash her before continuing
to Resident #8.
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-At 05:50am, Staff D did not read the name and
dose of the medication to Resident #8 for

. 125mceg. Staff D did not observe
Resident #8 take and swallow the medication.
Staff D turned immediately away from the
resident after handing her the medication. Staff D
did not remove her gloves and sanitize or wash
her before continuing to Resident #9.

-At 05:45am, Staff D did not read the name and
dose of the medications to Resident #9 for

. 10-325mg and . 400mg.
Staff D did not observe Resident #9 take and
swallow the medications. Staff D turned
immediately away from the resident after handing
him the medications. Staff D did not remove her
gloves and sanitize or wash her before
continuing to the next resident.

-At 06:56am, Staff D was popping medication out
of pill packs at the medication cart and there was
no resident present. The medications were
Resident #23's 1Bmgand .
7.5-328mg. After popping the pills from the pilf
packs, Staff D place the pill packs inthe
medication cart and closed and locked the cart.
Staff D then carried the pills down the hall toward
Resident #23's room.

During an interview with the Administrator,
conducted on at 10:20am, the
Administrator stated that all the Medication
Technicians took another six-hours medication
class, The Administrator stated that Medication
Technicians were to follow control by
washing their before and after medication
pass, sanitize their between residents that
have oral medication, and re-wash their

before and after assisting with inhalers,
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Continued From page 6

anything that they may be exposed to

The Administrator stated that they were to pop
pils from pill packs in front of the resident and
observe the resident swaliow the medication. The
Administrator stated that they must read the
name and dose of the medication to the resident
and follow their training.

Class i

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
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 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
basis. Documentation provided by the Florida
Department of Health or a licensed heslith 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

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
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written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health 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 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 record review and interview the facility
failed to ensure 2 (Staff B and Staff C) of 4
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sampled staff were free from communicable
and [

Findings include:

During a review of employee records conducted

on revealed that Staff B was hired on
, no documentation was provided to

assure Staff B was free from communicable

During a review of employee records condeuted
on revealed that Staff C was hired on
, no documentation was provided to
assure Staff C was free from communicable
or

During an interview conducted on at
11:10am the Administrator she stated Staff C did
not have a free from communicable

statement or updated

During an interview conducted on at
11:20am with Human Recources director he
stated if it's not in the file then | don't have it.

Class Il

A 093 59A-36.012(2) FAC Food Service - Dietary A093
$8=D | Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelfines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary

AHCA Form 3020-0001
STATE FORM Ll 18411 If continuation sheet 9 of 17
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Reference intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and available for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
Imedia/Files/Activity%20Fites/Nutrition/DRIs/New
%20l ial/SDRI%20Values%20: yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.
{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat fess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the

AD093
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preferences of the residents.

(d} Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a heaith care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be

AD093
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encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure regular and therapeutic menus
are reviewed annually by a licensed or registered
dietitian, a licensed nutritionist, or a registered
dietetic technician supervised by a licensed or
registered dietitian, or a ticensed nutritionist to
ensure the meals meet the nutritional standards.
Additionally, the facility failed to maintain a
substitutions log noting before or when a
substitution item is served. Furthermore, the
facitity failed to ensure meals were served at
appropriate times and snacks were being
provided to residents.

Findings Included:

During an interview conducted on at
5:29am with Resident # 3 he stated Sometimes
the food is lacking. If the cook does not show up
or they are short, we just get cereal or grits,

AD093

During an interview conducted on at
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10:47am with Resident #4 she stated the food
sucks and sometimes we do not have a cook and
do not get breakfast till 10am.

During an interview conducted on at
7:00am with Resident #5 she stated a couple of
days ago we did not get breakfast.

During a record review conducted on
revealed that the regular or therapeutic menus
have not been reviewed to ensure the meals
meet the nutritional standards since

During a record review conducted on
revealed the registered dietitian (RD) did not have
a valid up to date ficense.

During an interview conducted on at
5:50am with Staff D she stated there are no
snacks left out for the residents at night.

During an interview conducted on at
11:26am with the Administrator she stated she did
not have an updated menu or updated copy of
the RD license. The Administrator also stated last
Sunday the chef did not show up and
she had to prepare breakfast for the residents.

Class Ili

A 162| 59A-36.015(3) FAC Records - Resident
$8=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2.,
3. Race,
4. Date of birth,

AD093
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5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other heaith insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.A.C.

{c} Any orders for medications, nursing setvices,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusat of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

{HHA ., . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded
semi-annually.

{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.006, F.AC, if
such consent is not included in the resident's
contract.
{h) For faciliies that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of

A162
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the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.8,
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
FAC.
{0} The resident's . DH
Form 1898, if applicable.
{p) For independent living residents who recelve

A162
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meals and occupy beds included within the
ticensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.006, FAC.,

4. The resident's contract described in rule
59A-36.018, FA.C; and,

5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facility,

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a tonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r} it resident records for
facitities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to obtain a completed health assessment
documented completely on the Agency for Health
Care Administration Form 1823 (1823}

A162

form and failed to document resident
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. .. for two Residents (#7 and #21) of two
sampled residents

Findings included:

A record review for Resident #7, conducted on

, revealed that Resident #7's 1823 did
not have the date of the examination. There were
no documented . , .. in Resident #7's record.
Resident #7 was admitted on

Arecord review for Resident #21, conducted on
. revealed that Resident #21's 1823
was documented on the form and
not the required form.
During an interview with the Administrator,
conducted on at 02:15pm, the
Administrator agreed that Resident #7's 1823 did
not have the date of the examination and that
Resident #21's 1823 was on the
form and not the required form, The
Adrministrator did not provide any documented
for Resident #7.

Class Il
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