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Initial Comments.

A Biennial Licensure Survey with LMH (Limited
Mental Health) specialty and a generator
monitoring survey was conducted at Eipa Home
Care Center on - Deficiencies were
identified at the time of the survey.

59A-36.007(9) ASSISTIVE DEVICES

(9) ASSISTIVE DEVICES, Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b} Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
(d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure they had
policies and procedures for resident's assistive
devices for one out of 4 sampled residents
{Resident #2).

Findings included:
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Continued From page 1

Observation on at 8:06 AM revealed
Resident #2 ambulating using a walker.

Review of Resident #2's heaith assessment
{AHCA Form 1823} revealed the resident needed
Assistance with all activities of daily living
including ambulation, bathing, grooming, eating,
tolleting, and transferring.

Review of Resident #2's record revealed no
documentation of assistive device policies and
procedures.

During an interview on at 8:59 AM the
Administrator stated "l dor't have the assistive
device policy for Resident #2 because he says he
just uses it to get up. He says he doesn't use it to
walk. He has been using it for about 2 weeks.”

Class i

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
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Continued From page 2

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 afl 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
oF her .
{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 icati
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.

into

{4} Assistance with self-administration does not
include:

{a) Mixing, ., converting, or
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., medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

{b} The preparation of syringes for injection or the
inistration of medications by any inj

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 Lor L,
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.

of

(5) with the self:
I by an unli 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
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Continued From page 4

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

; o h

in wit]
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, 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 faciitate assistance with
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 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,
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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.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and i
assessing a resident's condition.
{R} All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

ting or

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility staff failed to foliow the
correct procedure when assisting one out of four
sampled residents ( Resident #1) with self
administration of medications,

Findings as follow:

On at 7:16AM Staff B was observed
assisted Resident #1 with self -administration of
medications as follows:

Staff B provided Resident #1 with a cup with
medications in it. Staff B gave the cup to the
resident and obersved the resident take the
medication. Staff B did not recite medication
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Continued From page 6

name or pierce medications into pilt cup in front of
resident #1 when assisting with
self-administration of medication.

During an interview on at 10:36AM, Staff
B stated "He does not like when you tell him the
names of the medication.”

Review of Resident #1's record revealed no
documentation of a waiver.

Class Ili

429.52( )FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements,
{3) The agency, in conjunction with providers,
shaif develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at feast the following
topics:
{a) State law and rules relating to assisted living
facilities.
{b} Resident rights and identifying and reporting

. neglect, and | .
{c} Special needs of elderly persons, persons with
mental iliness, and persons with .

and how to meet those needs.

A05B2

AQ80

AHCA Form 3
STATE FORM

20-0007

s

5C8Y11

If continuation sheet 7 of 12




Agency for Health Care

PRINTED: 06/20/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11910810

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

05/31/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9950 SW 83 STREET

ELPA HOME CARE CENTER

MIAMI, FL

33173

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A 080

Continued From page 7

{d) Nutrition and food service, including
itation practices for prep:

storing, and serving food.

{e) icati rec ping, and

proper techniques for assisting residents with

self-administered medication.

{f) Firesafety requirements, including fire

evacuation drill procedures and other emergency

procedures.

(g} Care of persons with 's

related

g,

and

59A-36.011

(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
requirements established by the department
pursuant to section 428.52, F.8., shall consist of
a minimum of 26 hours of training plus a
competency test.

(b} Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passmg score for
the testis 75%. i who
have attended core training priorto

and managers who attended the core trammg
program prior to | . shalt not be
required to take the competer\cy test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part i, F.8., are exempt from this requirement.
{c} Administrators and managers shail participate
in 12 hours of continuing education in fopics
related to assisted living every 2 years.
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{d) A newly hired administrator or manager who
has successfully completed the assisted living
facliity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must;

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

(e} The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shail be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
faited to ensure the administrator met minimum
training and education requirements established
by the agency by rule. The administrator falled to
complete 12 hour continued education training
within 2 years of CORE examination completion
date. The adminisirator is required to retake the
core training and examination for assisted living
directors.

Findings included:

Review of personnel records revealed the
administrator completed CORE examination and
certification on

Further review of the administrators personnel
record revealed no documentation of 12 hour
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Continued From page 9

continued education training completed.

During an interview on at 9:50 AM, the
administrator stated "1 didn't know it had been two
years. | thought | completed it in 2021."

Class Il

59A-36.011(5) FAC Training - First Aid and

{6} FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medicaf technician or paramedic currently
certified under chapter 401, Part 1|, F.S., shall be
considered as having met the training
requirermnents for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of three sampled
staff (Staff B) knew how to adequately perform

)
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Findings included:

she completed the
and it wa
when describing

and
is no set number.”

According to the As

should be pe
and 2 breaths and

Class Il

88=D

an
TRAINING.

procedures regardi

direct care staff an:

regarding
employment.

{c} Training shail ¢
included in rule 59

Review of Staff B's personnel file showed that

and First Aid training on
s valid for 2 years.

During an interview on at 7:26AM ,

, Staff B stated "l call 911

and make space for the 911 to arrive. | do

breaths until they revive, there

merican Association,
rformed at 30 .
continued until the victim

revives or help arrives.

A 090 59A-36.011(11) FAC Training -

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and

ing .

{b) Newly hired facility administrators, managers,

d staff involved in resident

admissions must receive at least one hour of
training in the faciiity's policy and procedures

within 30 days after

onsist of the information
A-36.009, F.AC.
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Findings included:

Class Ili

A090| Continued From page 11

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of three sampled
staff (Staff B) knew information for

Review of Staff B's personnel file showed that

she completed the training on
During an interview on at 7:26AM when
asked to explain what a is, Staff B stated

" don't know what that is.”

) training.
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