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408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and
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Continued From page 1

providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
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Continued From page 2

providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure an in-person visitation policy and
procedure has been updated as of |

Findings Included:

During a record review of the facility's undated
Guest Policy conducted on revealed
the facility did not have an updated in-person
visitation poticy and procedure. (Photographic
evidence obtained)

During an interview conducted on at
2:31 pm with the Administrator, she confirmed
there was no updated policy for the facility.

Class Il

430.5025(4 & ) / :
Training

(4) Employees of covered providers must
complete the following training for s
and related forms of :
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have s
or related forms of .
{b} Within 30 days after beginning employment,
each employee who provides personal care fo or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
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1. The department shall provide training that is
available onlfine at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of . how to identify the
signs and symptoms of . and skills for
communicating and interacting with persons with

s or refated forms of

. Arecord of the completion of the

training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c} Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
to, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
(d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adutt family-care home, or an adult day care
center, each empioyee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a} and (b).
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Continued From page 4

The additional training must include, but is not
fimited to, behavior management, promoting the
person’s independence in activities of daily tiving,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues,
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with s
or related forms of , in addition

to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours.
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

ication ies, medical i
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning ... For this
subparagraph, the term “on-the-job training"
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee’s skills for
caring for a person with 's ora
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Continued From page 5

related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{f)1. An employee provided, assigned, or referred
by a health care services pocl must complete the
training required in paragraph (c), paragraph (d),
or paragraph {e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

2. A heaith care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a heaith care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, Lor
referred to provide services before |, | s
must complete the training required in this sectior
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. Proof of completion of
ing completed before .
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after , | , may complete training using
approved curriculum under paragraph (5)(d} until
the effective date of the rules adopted by the
department under subsection {6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide the required 1 hour training for
the and related for
2 employees (Staff C and the Administrator) of
the 3 sampled employees whose date of hire was
after

Findings included:

A record review for the Administrator conducted
on revealed that the Administrator did
not take the required 1 Hour training for the

and related
provided by Eider Affairs. The Admmustrator was
hired on

Arecord review for Staff C conducted on
revealed that Staff C did not take the
required 1 Hour training for the
and related . provided by Elder
Affairs. Staff C was hired on

During an interview with the Administrator

conducted at 11:59am she agreed that
herself and Staff C did not complete the required
1 Hour and related

training by Elder Affairs for anyone hired after
AHCA Form 3020-0001
STATE FORM e czwat If continuation shest 7 of 12
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Continued From page 7

Class Il
Initial Comments

A complaint (#2024000305, #2023017577,
#2024000795, #2024000805, and #2024001190)
in conjunction with a generator monitoring survey
was conducted at Oakview Terrace on

. Deficiencies were identified at the
time of the survey.

59A-36.008(5) 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 i 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 self-administration of

ications or medication inistration. 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,

CZ875
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Continued From page 8

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 observation and interview, the facility
failed to update the Medication Observation
Records (MOR's) during medication pass for one
(Resident #1) of 2 residents sampled.

Findings include:

A review of Resident #1 Medication Observation
Report conducted on , revealed that
Resident #1 MOR's had medications that were
not documented as given to the resident.
Resident #1's prescribed . 10mg,
40mg, .\ 10mg,

50mg, 50mg, 500mg and

p 25mg were not documented as given
on and . {Photographic
Evidence Obtained)

During the interview with the Administrator on

at 11:59am, the Administrator
reviewed Resident #1 MOR's and she agreed that
the Resident #1 had medications that were not
documented as given to the residents.

Class Il

58A-36.008(6) FAC Medication - Storage and
Disposal

A0B4

A058
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Continued From page 9

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o 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 apariments if either the room is kept
iocked 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
facility must maintain a fist of all medications
being stored pursuant to such a request;

The ication is ined and
by the health 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
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

ADBS

AHCA Form 3
STATE FORM

20-0007

s

czwant

f continuation sheet 10 of 12




Agency for Health Care

PRINTED: 02/12/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11932515

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
01/29/2024

NAME OF PROVIDER OR SUPPLIER

7220 BAILLIE DRIVE
NEW PORT RICHEY, FL 34653

OAKVIEW TERRACE

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

AD55

Continued From page 10

il . except that a
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & 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 or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; 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 to 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 health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 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).
(6 Medicati

that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken

ADBS
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Continued From page 11

to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to Rule 64816-28.870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep centrally stored medication ina
iocked cabinet or cart that was always secured.

Findings included:

During an observation of , conducted
on at 11:1tam resident was in her
room awake. In the bathroom there was a
medication for resident which included:

18meg Handihaler which continued to be
unsecured in and it had an expired
date. {Photographic Evidence Obtained)

During an interview with the Health and Wellness
Director, conducted on 12:55pm, she
agreed that medications were to be locked and
secured at all times and no resident should be
taking any expired medication.
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