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

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . |
enrolfed 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 fo 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 alf 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission 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
individual taxpayer identification number.

are

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
facitity failed to ensure staff had their Level 2
Background Screening employment status
updated within 10 business days of hire on the
Agency's Background Screening Clearinghouse
website pursuant to Chapter 435 Florida Statutes
for 4 (Staff A, B, and C) of 4 staff records
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reviewed. This has the potential for staff with
disqualifying offenses to have access to
adults.

The findings included:

1. Record review found caregiver Staff Awas
hired on and was not included on the
facitity's Clearinghouse Roster.

Record review found Caregiver/medication tech
Staff B was hired on . Review of the
facitity's Clearinghouse Roster revealed Staff B
was not included at the facility's clearing house
roster .

Record review found certified nurse aide Staff C
was hired on and was not included at the
facility's Clearinghouse Roster.

2. Interview on at 1:30 p.m., the
Administrator said the facility's Chief Financial
Officer (CFO) was responsible for updating the
facitity's Clearinghouse Roster. He said he has
being out of the country traveling to Europe
recently and most probably forgot to update the
roster. He said he wilt communicate with him
immediately and let him know what needs to be
done.

Unclassified

CZ816| 408.809(2) 435.05(2) 5IA-35.090(2d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her licensure,

CZ814
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Continued From page 2

employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background 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
person’s | are enrolied in the Federal
Bureau of [nvestigation’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 shail 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 enrolled in the national
retained print notification program when
the Depariment of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be bome by
the licensee 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
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Continued From page 3

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.
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 meeting the requirements
for quatifying 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-35.080 Background Screening.
(2) Processing Screening Requests, Required
Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ 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
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employment, they have not been unemployed for
more than 90 days from a position 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
secure website that may be accessed by all
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 focated 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
unclaimed, 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.

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
facitity failed to ensure an attestation of
compliance with Background Screening
Requirements, AHCA Form 3100-0008 was
completed for 3 (Staff A, B, C ) of 4 staff
reviewed.

The findings included:
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form 3100-0008.

2. Interview on

of G

C€Z816 | Continued From page &

1. Record review showed caregiver Staff A was
hired on . Further review found no
evidence of an Attestation of Compliance AHCA

Record review showed caregiver /medication
technician Staff B was hired on . Further
review found no evidence of an Attestation of
Compliance AHCA form 3100-0008.

Record review showed certified nursing assistant
Staff C was hired on
found no evidence of an Attestation of
Compliance AHCA form 3100-0008.

. Further review

at 12:30 p.m., the

Administrator acknowledged the lack of

for ali staff

above.
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Initial Comments.

An unannounced change of ownership and
emergency power plan monitoring survey was
conducted on at Alder Terrace Adult Care
Center, an assisted living facility in Punta Gorda,
Florida.

The following is a description of deficiencies
found at the tirme of visit.

59A-36.007(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.
{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity.

{c} Schedufed activities must be available at least
6 days a week for a total of not less than 12
hours per week, Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unjess the
television program is a special one-time event of
special interest to residents of the facility, A
faciiity whose residents choose to attend day
programs conducted at adult day care centers,

A0DC
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Continued From page 1

senior centers, mental health centers, or other
day programs may count those attendance heurs
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interviews, the facility failed to provide an acfivity
program with a variety of activities, residents
participation in the planning of the activity
calendar, and failed to have the activity calendar
posted in the facility for 6 (Residents #3, #4, #5,
#6, #8 and #9) of 12 residents sampled.

The findings included:

1. Interview on at 10:18 a.m,, Resident
#3 said, "They do lots of bingo. { am not in to that.
|like sports baseball, football. | wish we had
some kind of sports event but no; they don't do
that. its bingo and bingo . | like five music and the
movie night.”

Interview on at 11:18 a.m., Resident #4
said, "They have live music on Wednesdays and
bingo every night . { don't like bingo. | don't like
playing bingo. Its not my thing. [ never liked it. |
fike dominoes. "

Interview on at 9:09 a.m., Resident #5
said the activities are lacking here. There are no
activities. He is not involved in participating in the
planning of the activity calendar.
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Interview on at 9:30 a.m., Resident #6
said there is only bingo for activities. The staff
don't ask her to participate in the planning of the
activity calendar.

Interview at 10:00 a.m. on , Resident #8
said there are no activities.

Interview at 10:45 a.m. on , Resident #9
said there are no activities except bingo. He
wants more sports activities.

2. Observation throughout the facility showed

., 's activity calendar was posted by the front
door of the facility. There was no activity
calendar posted.

3. Interview on at10:20 am., the
Administrator confirmed the | activity calendar
was posted. The activity calendar is posted
in his office. Many residents do not go into his
office. He said he had a volunteer who would
come to the facility and do arts and crafts with the
residents prior to COVID-19. Since then, he has
not continued this. He confirmed he does not
include the residents in planning the activity
calendar.

Areviewed of the activity calendar showed
one activity per day. Fives days there is bingo,
one day a week a singer comes to the facility and
on Friday nights there is movie night.

Class Il

AQ30| 59A-36.007(5) FAC; 429.28(  }FS 420.27
Resident Care - Rights & Facility Procedures
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59A-36.007

(5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S_, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.A.C.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aliow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents, The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

A030
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Continued From page 4

3. Medication storage;
4. Resident elopement;
5. Reporting resident , neglect, and

6. ini ive and he

and requirements;

. control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat R

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.~

{1} No resident of a facility shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

A030
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Continued From page 5

{a) Live in a safe and decent fiving environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personat dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
{iving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the tights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

corr , access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.

(e} Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.

{0) Share a room with his or her spouse if both
are residents of the facility.

(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
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religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |, |
for heaith care services, the provision of or
arrangement of transportation to health care
e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
within the ity.
{k} At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medicat reasons, the resident is certified by a
ician to require an iontoa
facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{l) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
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person without . interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grlevance procedure to faciiitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, Land
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or & focal
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Eider
Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
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{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shail not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observations, and interviews, the facility
failed to provide privacy for residents who live in a
semi-private room when staff are providing care
to their roommates for 4 (Residents #7, #9, #10
and #11) of 12 residents sampled.

The findings included:

1. Observation at 8:45 a.m. on + showed
Resident #7 has a roommate. There were no
privacy curtain or partition in the room. When
asked how the staff provide privacy when her
roommate needs assistance from the staff she
said "l turn my ." She confirmed the staff do
not bring any type of partition in the room to give
her or her roommate privacy during care.

Observation at 10:15 a.m. on showed
Resident #10 has a roommate. There are no
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curtains or partition in the room. An interview
was conducted with Resident #10 at this time.
He said if the staff have to give care to him or his
roommate he has to leave the room in order to
give his roommate privacy.

Observation at 10:30 a.m. on showed
Resident #11 has a roommate. There is no
privacy curtain or partition in his room. An
interview was conducted with Resident #11 at this
time. He confirmed they do not have any curtain
in his room. If his roommate needs privacy he
has to leave his room.

Interview on at 10:45 a.m., Resident #9

i hehasar . Observation at
this time showed there are no privacy curtain or
partition in his room. He confirmed they do not
have any privacy when the staff given them any
type of care.

Interview at 10:10 a.m. on ,the
Administrator said he has partitions for residents.
He will educate the staff to use them.

Class Il

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 not previousty 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

A030
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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

A081
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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 record review, and staff interview, the
facility failed to ensure staff had proper
documentation of in-service training's completed
within 30 days of hire for 3 {Staff A, B, and C) of 4
staff sampled.

The findings included:

1. Record review found caregiver Staff A was
hired on . Caregiver/medication
technician Staff B was hired on .
Caregiver/medication technician Staff C was
hired on . Further review found no
evidence of completion of a 2 hour pre-service
orientation for all 3 staff.
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2. Record review found no evidence of 1 hour
elopement training tailored to facility's elopement
policies and procedures for Staff Aand C.

3. Record review found no evidence of
control that was taifored to facility's
control policies and procedures for Staff A.

4. Record review found no evidence of a 1 hour
in-service training that covered Reporting
Adverse Incidents and Facility Emergency
Procedures including chain-of-command and staff
roles relating to emergency evacuation for Staff
C.

5. Staff A was observed serving food to residents
in the dining room during meal cbservation on

at noon. Record review for Staff A found
no evidence of a 1-hour-in-service training within
30 days of employment in safe food handling
practices,

6. Interview on at 1:.30 p.m., the
Administrator confirmed the lack of in-service
training. He said he will ensure StaffA, B, C
obtain the in-service training required as soon as
possible.

Class Il

59A-36.011(4) FAC Training - !
“)
). Purstant to section

{
381.0035, F.8., all facuh(y employees, with the
exception of employees subject to the

A081
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requirements of section 456.033, F.S., must
complete a one-time education course on

and , Including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure staff obtained training in

! for 1 (Staff A) of 4 staff records
reviewed

The findings included:

1. Record review revealed Staff A was hired as a
caregiver on . Further review found no
evidence of training for Staff A.

2. Interview on at 1:30 p.m., the
Administrator confirmed the lack of the  /
training. He said he will ensure Staff A will obtain
the in-service training required as soon as
possible.

Class i

A084) 59A-36.011(8) FAC 428.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011

(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the

A082
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Continued From page 16

if- ini ion of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
oroviding the right medications 1o the right
resident; common medications; the importance of
taking icati as pf ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear fo be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to.

1. Read and understand a prescription abel;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8,, and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and .., . . and

dosage forms;

b. Measure liquid medications, break scored

AD084
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Continued From page 16

tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the L, or
manipulation of the site; and,
n. Measurement of N s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
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must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of & additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and staff
interview, the facility failed to ensure that
unlicensed staff had the required 6 hours initial
training on providing assistance with self
administration of medications before they
assisted residents with their medications for 1
{Staff B) out of 2 sampled staff who assist with
medications.

The findings included:
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1.0n from 9:00 am. to 9:30 a.m,, Staff B
was observed assisting Residents #1, #2, and #5
with their self administration of medications.

During the course of the observation, Staff B said
she is a medication technician and has all the
appropriate training's.

2. Record review for caregiver/medication
technician Staff B, hired on , found only
evidence of a 2 hour continuing education in
providing assistance with self administration of
medication. There was no evidence of the initial 6
hour training.

3. Interview on at 1:00 p.m., the
Administrator said Staff B had the original 8 hour
training, but he could not find it at the time of
survey. He said he will email evidence of the 6
hours initial raining on providing assistance with
self administration of medications. No email was
received.

Class i
A 080 59A-36.011(11) FAC Training -

an

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
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
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admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to have evidence of a 1 hour in-service
training, within 30 days of employment, that
covers the facility's

{ ) policy for 1 {Staff A) out of 4 staff
sampled.

The findings included:

1. Record review for caregiver Staff A, hired on
, found no evidence of a 1 hour
training based on the facility's policy.

2. Interview on at 1:30 p.m., the
Administrator confirmed the lack of the

training. He said he will ensure Staff A will obtain
the in-service training required as soon as
possible.

Class Ili
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