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Initial Comments.

A relicensure survey and complaint investigation
{complaint number 2021013247 and

2021012129) was conducted at Sarah House HI
on through

The facility had deficiencies at the time of the
investigation.

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 labeted
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered

ications in previously di properly
tabeled containers.
{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
OF her
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{d) Applying .., medications.
(e} Returning the medication container to proper
storage.
{fy Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
i p dose of ication into
the dispensing cup of the .
{4} Assistance with self-administration of
medication does not include:
(a} Mixing, s » converting, or
. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the freatment of a skin condition.
{f) Assisting with ' , o
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless 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
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dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
(5) Assi with the self-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any uniicensed person providing assistance
with seff-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

in with
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.
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prescribed:

or

{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

1. The health care provider may prescribe a
medication schedute 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 facifity, with this fact noted in the resident's
medication record,

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,

4. may be ( and

dose packaging.

dispensed in an easier to use form, such as unit

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.

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

medication.

vital signs and luating or

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

This Statute or Rule Is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure 2 of 2 Med Techs, Employee B
and E, observed providing assistance with
self-administration of medication confirmed the
medication was intended for that resident and
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opened the container, removing the prescribed
amount of medication from the container, and
closing the container in the presence of the
resident for 4 of 4 resident, Resident #7, #8, #9
and #10. The facility also failed to ensure 2 of 2
Med Techs observed, Employee B and E, oralfly
advised 2 of 4 residents, Resident #9 and #10 the
medication name and dosage they were given.

The findings include:

1.0n at 8:30 AM, the Med
Tech/Employee B was observed bringing a smalt
medicine cup with three pills to Resident #7 who
was sitting at a table.

On at 8:38, Med Tech/Employee B was
observed opening the Medication Cart and
removing plastic packages containing 11
medications for Resident #8. The Med Tech cut
open the plastic packs, removed the tablets, and
placed them in a small medicine cup. She then
took the small medicine cup with the empty
plastic package to the Resident #8 who was
sitting at a table in the facility dining room.

On at 8:50 AM, Med Tech/Employee B
was observed removing the bottles of medication
for Resident #9. She put the tablets in a small
medicine cup, then crushed them and mixed
them with two teaspoons of applesauce. She
opened the capsule and mixed it with waterina 3
ounce cup. She brought the medicine cup with
the crushed tablets in applesauce and the
3-punce cup to Resident #9 who was siting ata
table in the dining room. Resident #9 did not want
to take the ication. The Med Tech/Empl

B left the resident alone and returned several
minutes later and Resident #9 was willing to take
the medication. At no time did Employee B inform
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Resident #9 what medications she was taking.
2.0n at 8:15 AM, Med Tech/Employee
E was observed carrying a medicine cup with pifls
to Resident 10 who was sitting at a table in the
dining room. She gave Resident #10 the
medication without informing her of the names of
the medication she was taking.
During an interview with Employee E on
at 8:20 AM, she was asked if she was aware that
she needed to open the container of medication
in front of the resident and inform her of what she
was taking. She stated she was not aware.
Class i
A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78

$8=D
(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
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Continued From page 6

examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

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

{b}) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
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2. Maintain time sheets for alf staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.
This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to ensure 1 of 4 employees
reviewed, Employee D, submitted a written
statement from a health care provider within 30
days of hire, documenting she did not have any
signs or symptoms of communicable
The findings include:
Record review of the employee file for Employee
D, hired , found no evidence of a
communicable statement.
The Director of Operations was notified of the
missing documentation on /223 at 12:20 PM.
During a telephone call to the Director of
Operations on at 11:11 AM, she was
notified the documentation had not been
provided, She stated she would email the
information. An emait was received on
at 1:39 AM, that did not contain a communicable
statement.
Class Ili
A 083 59A-36.011(5) FAC Training - First Aid and A083
88=D
(5) FIRST AID AND
). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
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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 staff interview, employee record review
and a review of the facility schedule, the facility
failed to ensure a staff member who had
completed courses in First Aid (FA) and

, , ( )andhelda
current valid card documenting completion of
such courses was always working in the facility to
ensure the safety of the 21 residents.

The findings include:

Areview of the employee files for one employee
working at the facility for each shift found all three
employees (Employee B, C and D) did not First
Aid training and Employee C working the 3:00 PM
shift did not have a valid card showing she had
current training in

A review of the employee schedule Employee D

A083
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worked alone during the 11:00 PM to 7:00 AM
shift on and was scheduled to work
alone on and . Photographic
evidence obtained.

During an interview with the Director of
Operations on at 12:20 PM, she was
notified of the missing training and the need to
show evidence the facility has someone working
at all times with current First Aid and

training.

During further interview with the Director of

Operations on at 2:50 PM, she stated

she was not able to show she had someone

working at all times with current First Aid and
training.

Class Il

A 088 59A-36.011(10) FAC Training - ADRD
88=D
{10) AND RELATED

{"ADRD") TRAINING

REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC,,
Florida Buiiding Code Adopted, must ensure that
facitity staff receive the following training.

(a} Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | . and .,
shail satisfy this requirement. Facility staff who

A083

A 086
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A086 | Continued From page 10 A D086
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirement. Initial training, entitied "
and Related Level | Training,"
must address the following subject areas;
1. Understandung 's and related
2. Characterislics of H
3. Communicating with residents with 's
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S,, shall be
considered to have met the initial assisted living
tacitity and Refated
Level | Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled *
and Related Level il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.
and Related Level
Il Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
AHCA Form 3020-0001
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Continued From page 11

meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with s and Refated
. dated , incorporated by

reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
conlinuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.62, F.S., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S,, within three (3) months of
employment. "Incidental contact” means afl staff
who neither provide direct care nor are in regular
contact with such residents.
(g} Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized fraining program in
the subject matter of this program and have a

A088
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minimum of two years of practical experience in a
program providing care to persons with

or related

to ing

(h) With

and Related

B, hired
Level | training.

the facility on

{g). a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of 4 employees reviewed that

interacted with residents with

s
{ADRD), Employees B,

received the 4 hours of initial training within 3
months of employment.

The findings include:
Record review of the facility website revealed the
facitity advertises as providing care for residents

in need of memory care,

Record review of the employee file for Employee

. found no evidence of ADRD

During a phone interview with the Administrator of

at 12:15 PM, she was

asked to provide evidence of the ADRD training
for Employee B. She stated she did not provide
the training for her employees and did not
advertise as a memory care facility. She was
notified that at the time of the interview on

, the facifity website advertised they
provided Memory Care.
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59A-36.011(12) FAC Training - Documentation &
Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.
{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility’s
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training program agenda,
4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
focation of the training program,
8. The training provider's name, dated signature
and credentials, and professional license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini: fon with training fon and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alf facility in-service training,
which Is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure training completed by the
Administrator to meet the continuing education

A088
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nts was maintait inthe file

with the required amount of information.
The findings include:
Record review of the employee file for the

Administrator revealed she recieved core training
certification on

Further record review reveated for the period of

time from through the

Administrator had one 2-hour training on

on “Reopening the facility.” There were two

3-hour accounting in ALF training on

and the after the 2-year period and

a 4-hour Comprehensive Emergency

Management Plan training on that also
after . Additional trainings were not

{ocated.

During a telephone interview with the
Administrator on at 12:15 PM, she was
notified there was not 12 hours of training in her
employee file for the period of time from

through . Additional
certificates were presented via email for trainings
in Activities {1 hours) and COVID-19 (4 more
hours) taken within the timeframe requested,
bringing the total to 7 hours completed.
Additional trainings submitted did not document
the amount of time spent on the training to verify
the remaining 5 hours of training required.
Photographic evidence obtained.

Class Ili
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