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Initial Comments.

A re-icensure survey was conducted at Miami
Gardens Manor Inc 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 inciude 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, record review, and
interview, the facility failed to ensure the safe
usage of a resident's assistive device. The facility
failed to have policies and procedures that
include the requirements and methods for
assessing the physical condition of assistive
devices and to have documentation of each
assistive device a resident use included in the
resident’s record for one out of six( Resident #1)
sampled residents.
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Findings Included:
On at 12:10 pm, observed
Resident#1 sitting in a wheelchair at the table,
eating funch. After lunch, as the resident sat in
the wheselchalr, observed Staff B assist the
resident by pushing the wheelchair to the resident
bedroom.
Areview of Resident #1's record revealed no
documentation of the assistive device
{wheelchair) used by the resident in file.
In an interview with the Administrator on
at 3:15 pm, concerning the Resident
#1 assistive device, the administrator stated, "
will review the policies procedures”.
Class Ili
A 054) 59A-36.008(5) FAC Medication - Records A054
88=D
(5) MEDICATION RECORDS,
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the Issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
oations or medicati -
medication observation record must be
immediately updated each time the medication is
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Continued From page 2

offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.

{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update the medication observation
record each time the medication is offered or
administered for one out of six sampled residents
{Resident #1).

Findings Included:

On at 12:15 pm, observed the
Administrator provide assistance with
seif-administration of medications for Resident
#1. Observed the administrator punched the
tablet in a pill crusher, the Administrator crushed
the medication, and dump the crushed
medication into a small cup of orange juice. The
Administrator stated the name of the medication
and handed the cup of medication and orange
juice to the resident with water, the resident took
the medication and water. Observed the
Administrator start to initial the resident MOR for
12 noon, and the MOR was already Initial by Staff
B,
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Continued From page 3

In an interview with the Administrator on

at 1:18 pm she stated Staff B had
made an error and mistakenty signed the MOR
for noon instead of morning.

Class Ili

59A-36.010(2) FAC Staffing Standards - Staff

(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 § 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
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
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
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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 ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith 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 Lto
provide services 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 will provide to residents.
() For faciiities 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,
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.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a written statement from a health
care provider documenting that the staff did not
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have any signs or symptoms of communicable
and evidence of a negative
{ . )examination being conducted on an annual
basis for one of three sampled staff (Staff D).
Findings Included:
A review of Staff D personnet file showed a
negative statement dated
. There was no documentation of a
annual examination on file.
(r an interview with Staff D on at 3:.09
pm, she stated she will have Staff D get an
updated physical examination.
Class Ili
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