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AQCQ] Initial Comments

429.256

or her .
(d) Applying .,

storage.

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Beeva Place Assisted Living Facility. The
facitity had deficiencies identified related to the
Relicensure at the time of the survey.

A052] 429.256( ) 59A-36.008(3) Medication -
Assistance with Seff-Admin

{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 oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

medications.
(e} Returning the medication container to proper

{f} Keeping a record of when a resident receives
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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, , ., 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.
{f} Assisting with . ,or
preparations.
(g} Assisting with medications ordered by the
physiclan or heaith care professional with
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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.

5) i with the self ini ion of
fcation by an unii person as

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

in with
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
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.
{c) In order to faciiitate 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 429.256(4), F.S.
{0} As used in Section 428.256{4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
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medication.

{h) All trained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of

This Statute or Rule is not met as evidenced by:
Based on observations, interview and record
review, it was determined the facility failed to
ensure that unlicensed staff {Staff A), who provide
with the ini {

. folfow

- of

13 0n

The findings included:

refated to obtaining and dispensing medications
for Resident #1 and Resident #3.

at 9:06 AM, Staff A, an
unlicensed Home Health Aide, provided
i with the i i

If. i of

medication cup!

the morning,

2)0n

medications to Resident #3. At this time, the
foliowing actions were observed:

Staff A obtained the following medications from
it's labeled container and prepoured in a

25

milfigrams {mg) take one-haif tablet once daily in
10 mg take one tablet once
daily, 81 mg take 1 tablet once daily,

D 5000 U take 1 capsule once daily, .

0.5 mg take 1 tablet once daily, 30 mg
take one tablet twice daity, 1,000 mg
take one tablet twice daily. These medications
were not dispensed in the presence of Resident
#3 and were left sitting in the medication cup on
the kitchen counter awaiting for Resident #3 to
finish breakfast before being administered.

. at 9:10 AM, Staff A provided
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with the self- ini fon of
medications for Resident #1. At this time, the
following actions were observed:
Staff A obtained the following medications from
it's labeled container and prepoured in a
medication cup: C 500 mg take cne
tablet once daily and 220 mg take
two capsules once daily. These medications were
not dispensed in the presence of the resident
and were left sitting in the medication cup on the
kitchen counter awaiting for Resident #1 fo finish
breakfast before being administered.

On at 4:00 PM, the Administrator was
notified of the concerns regarding the failure of
Staff A to follow regulatory procedure/protocot
garding the asst with inistrath
of medications for Resident #1 and Resident #3,
The Administrator acknowledged the findings .

Class i

A081| 429.52(1 & 7) FS; 59A-36.011(.. . ) FAC Training
- Staff In-Service

429.52(1)

{1} Each new assisted living facility employee
who has net 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
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.
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(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 preservice
orientation of at least 2 hours to all new assisted
fiving 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 facifity 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. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
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hour in-service training in contral,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

effering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a 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 to 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 facifity.
2. Recognizing and reporting resident .
neglect, and | . The facility 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-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
() Staff who prepare or serve food, who have not
taken the assisted living facility core training must
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receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{fy All facility staff shall 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 facility's resident elopement response policies
and procedures.,

2. All facility staff shall 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 record review and interview, the facility
failed to ensure that 1 of 6 sampled staff (Staff D)
had documentation of completion of required
trainings.

The findings included:

Review of the personnel file for Staff D a Home
Health Aide, revealed a hire date of to
provide direct care to residents. Further review of
the personnel file revealed there was no
documentation of the following required in-service
trainings obtained within 30 days of employment.

1. Facility's ! @
hour)

2. Facility's Elopement Policy and Procedure (1
hour)

3. Facility's Emergency Procedures and
Reporting Adverse Incidents (1 hour}

4. Facility's Incident Reporting Training ( 1 hour)
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These findings were discussed with the
Administrator at 4:00PM on . She
acknowledge the findings and provided no
additional documentation.
Class Il
CZ814) 435.12(2)(b-d), FS Background Screening cz814

Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-
{2){o} 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 a 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 ail employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminaf history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
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
a social security number must provide an
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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 any changes in employment
status of all employees within the Agency for
Health Care Administration (AHCA) Background
Screening Clearinghouse within 10 business days
for 1 of 1 sampled staff, Staff &,

The findings included:

On the 24-hour facility staffing
schedule was compared to the AHCA
Background Screening Clearinghouse Roster.
The Roster reveated that the facility had not
entered an end date of employment for Staff £
Home Health Aide who had a date of hire of

and who is no longer employed by the
facitity.

On at 3:00 PM, an interview was
conducted with the Administrator who confirmed
Staff E worked here 3 years ago and no longer
works for the facility.

During an interview conducted with the
Administrator on at 4:00PM, she
acknowledged the findings and no additional
information was provided.

Unclassified

CZ814
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