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AQCQ] Initial Comments

A complaint investigation #2022008371 was
conducted at Chestnut Bay Assisted Living
Facilities on . The facility had deficiencies
at the time of the survey.

A Q07| 59A-36.006(1) FAC Admissions - Criteria
88=D
{1} ADMISSION CRITERIA.

(a} An individual must meet the following
minimumn criteria in order to be admitted to a
facitity holding a standard, limited nursing
services, or limited mental health license:

1. Be at least ..

2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of daily living,
with supervision or assistance if necessary.

4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by either
self-administration, assistance with
seif-administration, or administration of
medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.

A0DC

ACOT

b. The facility may accept a resident who requires
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Continued From page 1

the administration of medication if the facility
employs a nurse who wilt provide this service or
the resident, or the resident's legal
representative, designee, surogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a health care practitioner, or a
mental health practitioner licensed under Chapter
490 or 491, F.S.

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.:

10. Nothaveany , or4, A
resident requiring care ofa

may be admitted provided that:

a. The resident either:

(1) Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

(11} Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
practitioner;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

. If the resident’s condition fails to improve within
30 days as documented by a health care
practitioner, the resident must be discharged
from the facility.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:

A0O7
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Continued From page 2

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with o

c. Monitoring of gases,

d. Management of post-surgicat drainage tubes
and vacuum devices;
. The administration of
facility; or

f. Treatment of surgical '
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services fisted
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:

products in the

or

and performed

a . v .
in the facility;
b. .. performed in the facility.
13. Not require 24-hour nursing supervision,
unless the resident is receiving ficensed hospice
services pursuant to Section 429.26(1)(c), F.8.;
14. Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.A.C.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The

ini must base the ination on:
a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
Section 429.26, F.S.;
c. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license

A0O7
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Continued From page 3

uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facllities
established in rule Chapter 69A-40, F.A.C.
{b) A resident who otherwise meets the
admission criteria for residency in a standard
ticensed facility, but who requires assistance with
the administration and regulation of portable

... Or assistance with routine , care
of site . Pplacement, may be admitted
to a facility with a standard license as long as the
facitity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c} Nursing staff may not provide training to
unlicensed persons, as defined in Section
429.256(1)(b}, F.S., fo perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.
{d) Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted living facility pursuant to Section
429.26(1)(d), F.S.
{e} Resident admission criteria for facilities
holding an extended congregate care ticense are
described in Rule 59A-36.021, FA.C.

This Statute or Rule Is not met as evidenced by:

A0O7

Based on record reviews and interviews the
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facitity admitted 1 of 3 sampled residents (#1)
who exceeded the admission eriteria.

Findings:

Review of resident #1's record revealed a facility
admission date of . Review of the facility's
discharge log revealed the resident went home
with family on . An admission 1823 health
assessment form, dated + indicated the
resident’s diagnoses were N

type 2, . .

. The form also indicated the resident
was argumentative and difficult to reason with,
was at risk for . and elopement, and
required medication administration. A medication
fist attached to the 1823 indicated the resident’s

was to be checked twice a day via

During an interview with the administrator on

at 3:45 P.M., she said that despite the
indication on the 1823 that the resident required
medication administration, the resident's family
member sald the resident was able to check her
own - but, while at the facility, the
resident refused to do so. The administrator said
she then told the family that they would have to
call the resident's doctor and obtain an order fora
third-party provider to come teach the resident
how to check her . because the
facitity's unlicensed staff were not qualified to
check it themselves, The administrator said that
afthough she herself was a nurse, she was not
atways at the facility. The administrator said she
accepted the resident even though the 1823
indicated the resident was at risk for
and elopement and required medication

A0O7
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the resident did not , and because the
resndem was able to take her pitls. The
pointed out the exi of a chain
fock on both the front and doors that when

engaged, required a key to unlock them.
However, observations made during the
administrator's demonstration of the chain
mechanism revealed that when the chain was
engaged, the front door could be opened
approximately four inches before the chain
became taut. In addition, the facility's windows
were found to be secured with a lock that was
easily unlocked and allowed for the window to be
opened without further hindrance.

Class Ili

A028| 429.26(7) FS; 59A-36.007(1) FAC Resident Care
$8=D| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the

A025
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Continued From page 6

necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule
59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to provide care and services to meet
the needs of the residents by failing 1o follow a

A025
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heaith care provider's order for 3 of 4 sampled
residents (#1, #2 & #3).

Findings:

1. Review of resident #1's record revealed a
fagility admission date of . Review of the
facility's discharge log revealed the resident went
home with family on . An admission 1823
health assessment form, dated , indicated
the resident’s diagnoses were f

type2, ., B
- The form also indicated the
resident required medication administration. A
medication list attached to the 1823 indicated the
resident's .. was to be checked twice a
day via

Review of the resident’s record and both | and
MORs revealed there were no
. Tesults documented anywhere. A paper
iabeled "FBS" indicated only that the resident
refused her on .

During an interview with the administrator on
at 3:45 P.M., she said resident #1's family

member initially said the resident was able to
check her own .. but, the resident
refused to do it. The administrator said she then
informed the resident's family member that they
would have to call the resident's doctor and
obtain an order for a third-party provider to come
and teach the resident how to check her own

- and explained to the family
member that the facility's unlicensed staff were
not trained to do it. The administrator said that
although she herself was a nurse, she was not at
the facility all of the fime and therefore, was

A025

unable to check the resident’s
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Continued From page 8

When asked by the agency representative why
she did not contact a health care provider herself
to inform them that the resident's -

was not being monitored, she said because it was
not a health care provider who went to the facility
and because the resident's family member
wanted to be in control of everything. When
asked why the administrator accepted the
resident for admission even though the admission
1823 indicated the resident required medication
administration, which would require licensed staff,
she said because the resident was able to take
her pills.

2. Review of resident #2's record revealed a
facitity admission date of . An 1823, dated
. indicated the resident’s diagnoses were
{ 3, Carotid
‘s | . .12
e , and that the resident
required assistance with self-administration of
medications.

Review of the resident’s and ..,
Medication Observation Records (MORs)
revealed an entry for 2.5 mitligram
{mg) tablet, 1 tablet by three times a day.
Hold if \ (B/P)is >120.

Neither the MORs nor the resident's record
contained documented B/P results to indicate the
facitity checked the resident's B/P prior to giving
the medication.

During an interview on at 1:30 P.M. with
caregiver A, she said resident #2's B/P was
checked every day however, she could not
provide documentation of the results. The

A025

caregiver then provided undated B/P readings
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and said they were checked in
3. Review of resident #3's record revealed a
facility admission date of . An 1823, dated

, indicated the
heip with medications.

revealed an entry for
tab, 1 tablet by

and at 1 P.M. for .,
The MOR was signed

Neither the MORs nor

the medication.

and .

Class Il

AO052 429.256( ) 59A-36.

429.256
{3) Assistance with sel
medication includes:

dispensed, properly lal
an syringe that

stored, and bringing it

s an:ud that the resident did not need

Review of the resident's MOR

contained documented B/P results to indicate the
facility checked the resident's B/P prior to giving

During an interview with the administrator on
at 4:45 P.M., she provided undated B/P
readings and said they would have been faken in

$8=D | Assistance with Self-Admin

{a) Taking the medication, in its previously

dosage by a pharmacist and an
prefilled by the manufacturer, from where itis

resident's diagnoses were

5mg

twice daily in the morming
. >140.
as given by facility staff.

the resident's record

008(3) Medication -

Hf-administration of

beled container, including
is prefitied with the proper
thatis

to the resident.

A052
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Continued From page 10

{b} In the presence of the resident, confirming

that the medication is intended for that resident,

orally advising the resident of the medication

name and dosage, opening the container,

removing a prescribed amount of medication

from the container, and closing the container. The

resident may sign a written waiver to opt out of

being orally advised of the medication name and

dosage. The waiver must identify all of the

medications intended for the resident, including

names and dosages of such medications, and

must immediately be updated each time the

resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and

helping the resident by fifting the container to his

or her .

(d) Applying | medications.

{e) Returning the medication container to proper

storage.

{f) Keeping a record of when a resident receives

assistance with self-administration under this

section.

{g) Assisting with the use of a . including

removing the cap of a . opening the unit

dose of solution, and pouring the

p i p dose of ication into

the dispensing cup of the .

{hyUsinga , to perform -

ievel checks.

{i) Assisting with putting on and taking off
stockings.

{j) Assisting with applying and removing an

» but not with titrating the

prescribed . settings.

{k} Assisting with the use of a continuous positive

airway pressure device but not with titrating the

prescribed setting of the device.

{) Assisting with measuring vitai signs.

A05B2
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{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 iquid
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
insertedina  , 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 , Jor
preparations.
{0) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
uniess the order is written with specific

that preciude 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) with the self of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.
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59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. .- orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.256, F.8.
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 facilitate 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 concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident fo take medication as
prescribed:

1. The health care provider may prescribe a
medication schedute that coincides with the
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resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon ieaving
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. icat may be p 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 detailed
in Section 420.256(4), F.S.
(g) As used in Section 429.256(4)(n), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and juating or
assessing a resident's condition.
(h) 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 observations, record reviews and
interview, the facility failed to ensure the
unficensed staff, who assisted 1 of 3 sampled
residents with medications, followed the correct
procedures (#3).

Findings:

Review of resident #3's record revealed a facility
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. indicated the resident's diagnoses were

,and | . The form also

indicated the resident did not need help with

medications and was able to self-administer
them.

Observations made during a medication pass for
resident #3 on at 1:06 P.M. revealed
unlicensed caregiver A removed a bottie of an

liquid from a med cart. While standing at
the cart, she poured 15 milliliters into a measured
cup. She placed the bottle into the cart then
focked it. She took only the cup of liquid to the
resident's room. She then said to the resident "
need you to take your for me". The
resident sat herself up in the bed then took the
medication without help. The caregiver returned
to the cart then signed the MOR.

Caregiver A did not take the medication, in its
container, from the med cart and bring it to the
resident. The caregiver did not, in the presence of
the resident, orally advise the resident of the
medication dosage, open the container, pour the
fiquid into a cup, and close the container,

When questioned further following the med pass,
the caregiver said she did not take the bottle with
her and follow all of the required steps because
the resident was , about her meds and
gets upset if the botlle was brought into the room.
Continued review of the resident's record
revealed it did not contain documentation to
indicate this.
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Continued From page 16

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.AC.

(c) Centrally stored medications must be:

1. Kept in & locked cabinet; locked cart; or other

ADBS
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locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormat . except that a i
requiring must be kept refrigs
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's heaith care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

i3 ions that have been or
have expired must be disposed of within 30 days
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of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
‘ssued by the Board of Pharmacy may re(urn

icinal drugs to the di
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to return a medication to the
resident’s family when 1 of 2 sampled resident’s
stay in the facility ended (#1).

Findings:

Review of resident #1's record revealed a facility
admission date of . Review of the facility's
discharge log revealed the resident went home
with family on

During an interview with resident #1's family
member on at 10:36 AM. the family
member said that when resident #1's stay at the
facitity ended, the facility did not return the
resident's to the family.

Review of the resident's and

Medication Observation Records (MORs)
revealed an entry on both for 0.28
milligram {mg) tablet, one tablet by twice
daily. Documentation on both MORs indicated the
medication was discontinued.

During an interview with the facility's administrator
on at 4:30 p.m., she said when the
was discontinued, she destroyed them. She said
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she did not document the destruction in the
resident’s record and when asked how many
were destroyed, she said “all of them". She said
she never offered to give the resident’s family the

medication.
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