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CZ875 430.5025(4 & ) / N CZ875
88=D | Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upon beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online 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
communicatlng and interacting wnh persons with
's or related 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 empioyee 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 fo
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
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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
10, 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 horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
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 adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot 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 .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
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 &
minimum of one quarter-hour increments through
orn-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.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), 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
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health 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.
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{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 health 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 ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training 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 curricutum 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 personnel record reviews and inferview,
the facility failed to ensure 3 of 3 sampled staff
completed a 1-hour training program on

and Related s
{ADRD) within 30 days after beginning
employment (A, 8, C)

Findings:
Review of personnel records for unlicensed

caregiver A revealed a hire date .
uricensed caregiver B's personnel record

revealed a hire date and unlicensed
caregiver C's personne! record revealed a hire
date of
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The records did not contain documentation to
indicate the caregivers completed a 1-hour
training program on ADRD within 30 days after
beginning employment.

On at 3:14 pm, the administrator
confirmed the findings.

Class 1l
A000, Inttial Comments AGOD

A re-licensure survey and generator monitoring
was conducted at All Stars Assisted Living on

. The facility had deficiencies at the
time of the visit.

A052 428.256( ); 59A-36.008(3) Medication - AD52
$8=D Assistance with Self-Admin

429.256
{3) Assistance with seff-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 pharmagist and an . thatis
prefilled by the manufacturer are considered

icati in previ i properly
labeled 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 o opt out of
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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

or her .

{d) Applying .,  medications.

{e) Returning the medication container to proper
storage.

{f) 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 info
the dispensing cup of the .
{4} Assistance with seff-administration of
medication does not include:
{a) Mixing, . .« 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

inistration of medications by any inj

route.

{c) Administration of medications by way of a tube
inserted ina . 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 N Jor
preparations.

{g) Assisting with medications ordered by the
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physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude 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
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

ication by an unli person as
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be

. or older, trained fo assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.AC., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{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
1o take medications as prescribed.

{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
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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 congerns 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.

{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 o take medication as
prescribed:

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

3. The medication may be transferred to a pill
organizer 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,
or

4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activiies 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

i ing vital signs and ing or
assessing a resident's condition.

{h) All trained staff must adhere to the facility's
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STATE FORM 520 ULBGH i coninuastion sheet 8 of 16



Agency for Healih Care Administration

PRINTED: 12/19/2024
FORM APPROVED

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11965628 B.WING 12/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1131 W LAKE BRANTLEY ROAD
ALL STARS ASSISTED LIVING, INC
ALTAMONTE SPRINGS, FL 32714
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE

A082] Continued From page 8

control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews, and
interview, the Administrator failed fo follow proper

fcation - assi with self-administration of
an improper med pass for 2 of 2 sampled
residents. (#8, #10).

Findings:
Oon at 11:00am, observation revealed
the Administrator failed to perform hygiene

{before, during, and after med pass) according to
policy. The Administrator reviewed Resident #10's
Medication Observation Record {MORs)
unlacked the med cart and removed 4 bubble
packs. The medications were pre-popped into the
medicine cup at the cart located in the common
area near the tv and not prepared in the presence
of the resident. The medications were returned
to the medication cart which was left uniocked.
The Administrator entered the dining room where
Resident #10 was located. Resident #10
completed the med pass, the Administrator
returned to the med cart, updating the MORs,
The Administrator stated, o, | forgot to give him
his . He likes to wait unti! he's lying
down The Admlmsirator stated, he said | can
give them now. Observations revealed no
hyglene performed before or after administering
to Resident #10.

On at 12:30pm, observation revealed
the Administrator perform hygiene, review
the MORs for Resident #8, unlocked the med cart
and remove 2 bubble packs from the cart. The

A0S52
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medications were pre-popped into the medicine
cup at the cart ocated in the common area near
the tv and not prepared in the presence of the
resident. The medications were returned to the
med cart and Jeft unlocked. The Administrator
entered the dining room where Resident #8 was
located outside of the view of the med cart. After
returning to the med cart and updafing the MORs
the cart was left unlocked. There was no

hygiene performed after the med pass.

The Administrator was asked if she received
training for passing medication and to explain the
process.

On at 12:40pm, the Administrator
stated, yes, I've received the training for passing
medication. I checked the name of the patient,
checked the medication, checked the time, dose,
and route. She stated, do you want to point out
something | did wrong? I'm a nurse, an RN, but
not in this country. I'm considered a medication
tech.

The Administrator was informed that an
undicensed staff is required to prepare the
medication in the presence of the resident, taking
the packet, focking the cart when away from it
and performing hygiene before, during, and
after med pass.

On at 3:50pm, the Administrator
confirmed the findings.

Class il

A 056 59A-36.008(7) FAC Medication - Labeling and A 056
$8=D | Orders
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{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 498, F.8., and
Rule 64816-28.108, £ .A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pilt
organizers as described in subsection {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for |, not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with seff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
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directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "atert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.

{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner’s name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel.containing the following:

Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

Expiration date,

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary

Do W
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prescription drug, the resident's health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to follow physician
orders for 1 of 2 sampled residents (#10) as
required.

Findings:

Oon at 11:00am, observation revealed
the Administrator reviewed Resident #10's
Medication Observation Record {MORs) to
prepare for his med pass. Resident #10 was
observed in the dining room taking Jardiance 10
10

g tab, . 5mg tablet,
tablet, and tab 500 mg.
On at 11:05am, observation revealed

the Administrator administering Resident #10's

Arecord review of Resident #10 revealed an
admission date CA Health
Assessment Form 1823 indicated he needs
assistance with self-administration of
medications.

Review of the Medication Observation Record for
indicated Jardiance take one
tablet by once daily for at Bam,
take one tablet by in morning for
. at 8am, \ take one
tablet by once adayfor | !
, at8am, take one tablet by
twice for at 8am, 8pm, and
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instill one drop in each
twice daily at Bam, 8pm.

On 12:40pm the Administrator stated
Resident #10 likes to sleep in, so we give him his
meds once he gets up. His family asked us to
take things slow until he gets adjusted since he
doesn't want to be here. No, we do not have any
orders from the doctor stating we can change the
time from 8am and we have not notified the
doctor.

at 3:50pm, the Administrator
confirmed the findings.

{photographic evidence obtained)

Class il

A082) 59A-36.011(4) FAC Training - ! A082
88=D

(4)

( 1 }. Pursuant to section
381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456,033, F.8., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview
the facility failed to have documented evidence to
indicate 1 of 4 sampled staff completed a
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one-time education course on and
within 30 days of employment (A).

Findings:

Review of unlicensed caregiver A’s personnet

record revealed a hire date of . The

record did not contain documentation to indicate

she completed a one-time education course on
and

On at 3:14 pm, the Administrator
stated, "No, she doesn't have it."

Class il

A090, 59A-36.011(11) FAC Training - A0
S8=D

a1

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility’s policies and
procedures regarding .
{b) Newly hired faclility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, FA.C.

This Statute or Rule is not met as evidenced by:

Based on personnel record reviews and interview,
the facility failed to have documented evidence to
indicate 1 of 4 sampled staff received at least one
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hour of training in the facility's policy and
procedures regarding

) that included information in Rule
59A-38.008, F.A.C. (A)

Findings:

Review of unlicensed caregiver A's personnet
record revealed a hire date of . The
record did not contain documentation to indicate
she received at least one hour of training in the
facility's policy and procedures regarding

On at 3:14 pm, the Administrator
stated, "No, she doesn't have it."

Class Hll
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