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Initial Comments.

A revisit to a biennial survey was conducted at
Royal Destiny Home Care on .The
provider had deficiencies 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 include 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 ufilize 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, and record review, the
facitity failed to have policies and procedures that
include the requirements and methods for
assessing the physical condition of assistive
devices and procedures for recommending repair
or replacement for the continuing safety of a
resident’s assistive device for two out of four
{Residents #1 & #2) sampled residents.
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Findings:
Observation on at 6:45 AM showed

Resident #2 using a walker.

Observation on at 8:30 AM showed
Resident #1 seated in wheelchair.

Areview of Resident #1's records found no
documentation of an assistive device (wheelchair)
being used, No documentation of policies and
procedures that include the requirements and
methods for assessing the physica condition of
assistive devices and procedures for

1ding repair or £ for the
continuing safety of a resident's assistive device.

Areview of Resident #2's record found no
documentation of an assistive device (walker)
being used. No documentation of policies and
procedures that include the requirements and
methods for assessing the physical condition of
assistive devices and procedures for

rect vding repair or for the
continuing safety of a resident's assistive device.

Uncorrected
Class Il

A Q38| 59A-36.007(10) CONTROL AQ38
$8=D| PROCEDURES

{10) CONTROL PROCEDURES.
Facifities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement & hygiene
program before and after the provision of
personal services to residents whenever there is
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Continued From page 2

an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an s exposure to transmissible

agents in ' . N

, nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, , protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide services in a manner that
reduces the risk of transmission of

Findings:

Observation on at 6:32 AM in
showed two portable on the floor, with
what appeared to be inside. Photographic
evidence obtained.

Observation on at 8:52 AM in room
number one, showed a portable , with what
appeared to be inside, clipped to a white
faundry hamper, with resident clothes and
personal supplies inside. Photographic evidence
obtained.
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Interviewed on at 9:03 AM, the
Administrator stated that she cannot tell Resident
#1 anything because he gets upset. The
Administrator acknowledged that the

belonged to Resident #1.

Class Il

429.256(. .); 59A-36.008(3) Medication -
Assistance with Sel-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
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
prefilied by the manufacturer are considered
medications in previously dispensed, 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 fifting the container to his
or her

A036
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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

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 ' ,or
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

; o h

in wit]
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.

{A052)
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prescribed:

resident, a friend, or fa
medication record,

erganizer pursuant to #

or
4. may be

{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

mily member upon feaving

the facifity, with this fact noted in the resident's

3. The medication may be transferred to a pill

he 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,

and

dose packaging.
medication does not in

{g) As used in Section

terms "judgment” and "

dispensed in an easier to use form, such as unit

{f) Assistance with self-administration of

clude the activities detalled

in Section 429.256(4), F.S

429.256(4)(h), F.S., the
"discretion” mean
and evaluating or

preting vital signs
assessing a resident's

control policy

medication.

Based on observation,

ensure all frained staff

condition.

{R} All trained staff must adhere to the facility's

and procedures when

assisting with the self-administration of

This Statute or Rule Is not met as evidenced by:

record review and

interview, the facility failed to follow regulation
guidelines when providing assistance with
self-administration of medications and failed to

adhere to the facility's
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control policy and procedures for one
out of the Administrator.

Findings :

Observation on at 8:56 AM showed
the Administrator providing Resident #1
assistance with self- administration of

. Observed the ini or
removed the medication from package and
placed each medication into her , picked up
the medications with her and put the

medications into a small cup, and then handed
the cup o Resident #1. The Administrator
touched the medications. The Administrator did
not orally advise the resident of the name and
dosages of the medications.

Areview of Resident #1's records found no
documentation the resident had a signed waiver
to opt out of being orally advised of the
medications names and dosages.

Interviewed on at 9:03 AM when
asked if Resident #1 had a medication waiver to
opt out of being orally advise of the medications
names and dosage, the Administrator stated,
“No.”

Class Il
Uncorrected

A055 59A-36.008(6) FAC Medication - Storage and A 058
88=D| Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,

AHCA Form 3020-0001
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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;

3. 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
abnormat . except that a
requiring refri ion must be kept refrig

Refrigerated medications must be secured by
being kept in a locked container within the

AHCA Form 3020-0001
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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
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

AHCA Form 3020-0001
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Continued From page 10

issued by the Board of Pharmacy may return
i i drugs to 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 failed o
ensure medications were kept in a locked
cabinet; locked cart; or other locked storage
receptacle, room, or area at alf times.

Findings:

Observation on at 8:55 AM the
showed the Administrator left Resident #1's
medications unsecured in a white basket on the
resident bed.

Interviewed on at 9:03 AM when
informed that a pharmacist or nurse must be
used to train the employees, the Administrator
stated that she had to practice,

Class Ili

429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

{1} Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class lil deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
investigation in response to a complaint, shall, in
addition to or as an alternative to any penalties

ADBS

A058
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imposed under s. 429.19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ticensed dietitian, as applicable. The consultant
shail, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.

{2) A corrective action plan for deficiencies
related to assistance with the self-administration
of ication or the ini ion of icati
must be developed and implemented by the
facitity within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency fo be life-threatening.

58A-5.033(3)
(3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. If a class 1, class |I, or uncorrected class 1l
deficiency directly relating to facility medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ticensed pursuant to Section 465.0125, F.8., or
registered nurse as determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.S., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or Il deficiency and within 14 working days
of the notice of an uncorrected class Il
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
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days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule Is not met as evidenced by:
Based on observation , record review, and
interview on a revisit to a re-licensure survey, the
facifity failed to correct a Class Iif deficiency on
providing residents assistance with
self-administration of medications. The facility is
required to contract the services of a licensed
pharmagcist or registered nurse who will provide at
teast quarterly consultation untii the Agency for
Health Care Administration determines that these
services are no longer needed.

Findings:

A review of the facility survey records dated

revealed the facility had a deficiency
in providing residents assistance with
self-administration of medications for failure to
orally advise the residents of the medications
names and dosages.

Observation on at 8:56 AM showed
the Administrator providing Resident #1
assistance with self- administration of

icati Observed the inistrator
removed the medication from the package

AD05B8
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and placed each medication into her , picked
up the medications with her and put the
medications into a small cup, and then handed
the cup to Resident #1. The Administrator
touched each of the medications. The
Administrator did not orally advise the resident of
the name and dosages of the medications.

Review of Resident#1 records showed there was
no documentation the resident signed a wavier to
opt out of being orally advised of the medication
names and dosages on file.

Interviewed on at 9:03 AM, the
Administrator was informed the facility did not
correct the assistance with self-administration of
medication deficiency, and was recited. The
Administrator was informed the facility is required
to contract the setvices of a licensed pharmacist
or registered nurse who should provide at least
quarterly consultation until the Agency for Health
Care Administration determines that these
services are no longer needed.

The Administrator stated that she had to practice
providing residents assistance with
self-administration of medications.

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

AD05B8
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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 annuat
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

{A078)
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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 o contractor will provide to residents.

{e) For facifities 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 all 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 interview, the facility
failed to ensure the Manager completed the three
(3} hours Activities of Daily Living and Behaviorai
Needs training and the one (1) hour Elopement
training requirements.

Findings:

A review of the Manager's personnel records
showed no trainings in activities of daily living and
behavioral needs and elopement trainings.

Interviewed on at 9:03 AM the
Administrator acknowledged that the trainings
were not in the records.

Class Ili
Uncorrected
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