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Initial Comments.

A Complaint Investigation #2023007370 was
conducted at Inspired Living Ocoee Assisted
Living Facility and Memory Care on B
The facility had deficiencies at the time of the
survey visit.

59A-36.008(8) FAC Medication - Records

(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 nistration. A
medication observation record must be
immediately updated each time the medication is
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 recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

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

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to ensure that 1 of 3
sampled residents (#3) medication chart recorded
each time medication was given and written

ion of reason why ication doses
were missed was required.

Findings:

Resident #3's record review revealed an
admission date of . The last 1823
Health Assessment dated listed
medical history of

o LDy, PR .
generalized , . |, history of , history of
attempt, history of | , N
. , Low iron, mild | , and
; . She is alert and forgetful. She needs
assistance with activities of daily living (ADLs) in
bathing and - Independent with eating,
supervision with ambulation, grooming and
toileting. She needs assistance with
self-administration of medications.

A medication pass was observed for resident #3
on at 12:30 PM by Med Tech D. The
medications given at this time were

- 300-30 milligrams (mg) at 1 tablet
by 4x daily. Med Tech D read the
medication out foud to resident #3 and resident
#3 the icati . Med
Tech D handed resident #3 her over the counter
Asper creme to rolt on her ,arms, and

for, . . Med Tech D retrieved asper
creme and stored it properly into the secured
medication cart. Med Tech D correctly marked off
and signed the electronic medication observation
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record (MORs).
Areview of the MORs requested from
through current month for resident #3.
There were blank spaces for medications of
100mceg on , '
s and . There were
blank spaces on the MOR for 15mg
on
On at4:30 PM, an interview with the
Health Wellness Director and the new Memory
Care Director confirmed the findings after a quick
review of resident #3's MORs,
Class Ili
A 088 59A-36.011(10) FAC Training - ADRD A 086

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 61620-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facility staff receive the foliowing 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
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
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requirement. Initial training, entitled *

and Related Level | Training,"
must address the following subject areas:
1. Understanding ‘s and related

. Characteristics of H
. Communicating with residents with s

w N

4. Family issues;
. Resident environment; and,
. Ethical issues.
{b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant o sections 400,1755,
429.917 and 400.6045(1), F.S,, shali be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled *
and Related Levet il Training," within 9
months of employment. Facliity staff who meet
the requirements for ADRD training providers.
under paragraph {g) of this subsection, wit be
considered as having met this requirement.

and Related Level

1§ Training must address the following subject
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 detalled description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of

o w
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Persons with s and Related
" dated , incorporated by

reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annuatly 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 429.52, F.8,, 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) Faciiity 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 aff 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 training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related
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(h) With to requi in
(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 personnel record review and interview,
the facility failed to ensure that 4 of & sampled
staff (Health Wellness Director, Health Weliness
Manager, A, C) alf completed their 4 hours annual
update training in 's and
Related (ADRD); and 1 of & sampled
staff (B) completed the 4 hours Level 1

and Related
training within 3 months of employment as
required.

Findings:

1. The Health Weliness Director (HWD)
personnel record revealed a hire date of

. She completed her Level one 4 hours

training on and Level two

4 hours training on . The
fast 4 hours annual update for s
training was on {last year). There was
no documented evidence that the 4 hours annuat
update training was completed in
2023,

2. The Health Weliness Manager (HWM)
personne! record revealed a hire date of

. She completed her Level one 4
hours training on and Level
two 4 hours training on
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Continued From page 6

The last 4-hour annual update s
training was completed on . There
was no documented evidence that a 4-hour
annual update for 's tralning was
completed in 2022.

3. Resident Care Supervisor Staff A personnet
record revealed a hire date of . She
completed her Level one 4 hours
training on and Level two 4 hours
training on . The last 4
hours annual update 's training was
completed on . There was no
documented evidence that a 4-hour annual
update for training was completed in
2023.

4. Med Tech C's personnef record review
revealed a hire date of . She completed
her Level one 4 hours training on
and Level two 4 hours
training on . The last 4-hour apnual
update training was completed on
. There was no documented evidence
that a 4-hour annual update for 's
training was completed in 2023,

5. Resident Care Supervisor Staff B personnet
record review revealed a hire date of

She completed her Leve! two 4-hour

training on . and missed her Level one
4 hours training. There was no
documented evidence in the file that it was
completed by . as required.

On at 5:20 PM, an interview with the

Business Office Manager confirmed the findings.

Class Il
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Continued From page 7
59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable,

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the heaith care
practitioner's medical examination form described
in Rule 59A-36.006, FA.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a heaith
care provider's order.

{d) Documentation of a resident's refusat of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

{HA ., . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded

NGo e N
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Continued From page 8

semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that ., .. not be taken.
(g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident’s
contract.
{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in Rule 59A-36.018, F.AC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27 F.8.
(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |
. (. ..) CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has

A162
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made a good faith effort to obtain the required
documentation from the Department of Children
and Families.

{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.008,
F.AC.

{0} The resident's .DH
Form 1898, if applicable.

(p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

(g} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to ensure that 1 of 3
sampled residents (#3) medication orders were
followed and implemented by the facility that was

A162
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required by a heaithcare provider as required.
Findings:

Resident #3's record review revealed an
admission date of . The last 1823
Health Assessment dated listed
medical history of - .
. Dry PRIVEN .
generalized , . |, history of , history of
attempt, history of | , N
- . , Low iron, mild , and
; . She is alert and forgetful. She needs
assistance with activities of daily living (ADLs) in
bathing and .- Independent with eating,
supervision with ambulation, grooming and
toileting. She needs assistance with
self-administration of medications.

A review of the MORs requested from
through current month for resident #3.
There were blank spaces on MORs for
medications of . 100meg on

B & s and

There was no other documented evidence that
medication orders by the physician for

. 100 meg to be given at 1 tablet by

in the morning on an empty was.
being followed on 5 separate days, that was
missed within a 4-month timeframe. In addition,
there was no documentation that facility notified
the physician.

On at 12:50 PM, an interview with
resident #3 revealed she missed a few times for
her ,  medicationin and reported
it to the prior Memory Care Director and her
Guardian.
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On at4:30 PM, an interview with the

Health Wellness Director and the new Memory

Care Director confirmed the finding.

Class Il
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