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A000, Initial Comments A 000

Abiennial survey, a limited nursing services
itoring visit, a int i igati
{complaint numbers: 2024015314 and
2024015329}, and a generator monitoring visit
were conducted at Brookdale Bayshore on
. Deficiencies were identified at the
fime of survey.

A052| 420.256(  ); 59A-36.008(3) Medication - A052
88=D | Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered

cath in previ i properly
{abeled 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 lifting the container to his
or her
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{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

dose of ication into
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, . . converting, or
. medication doses, except for

measuring a prescribed amount of liquid
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 i

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 treatment of a skin condition.
{f) Assisting with s ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professionat with
prescriptive authority to be given "as needed,"
unless the order is written with specific

that preciude i judgment
on the part of the unficensed 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,
{n} Medications for which the time of
administration, the amount, the strength of
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{d) Applying |, medications,
{e) Returning the medication container to proper
storage.
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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) Assistance with the self-admini: ion of
ication by an unli person as

in this section shall not be considered

administration as defined in 5. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-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
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
to 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,
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 concerns 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.
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{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 to 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
orgarizer 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. icat may be sep iy P i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with seff-administration of
medication does not include the activities 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
interpreting vital signs and ing or
assessing a resident's condition.
{h) All trained staff must adhere to the facility's
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 and interview, the Facility
failed to ensure proper assistance with
self-administration of medications for one
{Residents #11) of one sampled resident that
required assistance with self-administration of
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medication, by failing to remove the prescribed
amourt of medication in front of the resident and
failing to advise of the medication dosage.

Findings included:

During an observation of the medication pass
with Staff A (unficensed Medication Technician)
for Resident #11 conducted on at
12:10pm Staff A placed the pill into the
medication cup at the cart in the hallway outside
of Resident #11's room where the door was
closed. Staff A then entered Resident #11's room,
gave the pill in a medication cup to the resident
and did not tell her the dosage of the medication.

In an inferview with a family member for Resident
#1 conducted on at 1:25pm they said
that Resident #1 was often provided the wrong
medication, and that the staff did not say what
medications they had given,

In an interview with Resident #1 conducted on

at 1:56pm they said the staff did not
tell them what medications they got and had
given them the wrong medication at times.

In an interview with the Administrator conducted
on at 12:19pm she said the
Medication Technicians should bring the
medication card fo the resident, pop the
medications in front of the resident and tell them
the name and dosage of the medication given.

Class #ll
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§8=D
(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 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented on an annual
basis, 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
individuat does not constitute a risk of

2. if any steff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit 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

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their

AHCA Form 3020-0001
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responsibilities, consistent with their
qualifications, fo 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, FAC.

{d) An assisted living facility o
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.

{e) For facilities 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.8.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the Facility
failed to obtain documentation of a negative

} examination annually as
required for one (Administrator } of four sampled
employees.

Findings included:
A record review for the Administrator, conducted

on revealed a hire date of
and no evidence of a current annuat
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examination.

In an interview with the Administrator conducted
on at 12:59pm when asked if a
current  examination result was on file for her
she said it was not as she had not had a new test
done.

Class il

£084 59A-36.011(5) FAC 420.52(6), FS Training -
88D | Assis Self-Admin Meds & Med Mgmt

59A-36.011

{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
self- ini ion of ications as i in
rule 59A-36.008, F.A.C., must mest the training
requirements pursuant to section 429.52(6), F.8
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,

i ini fon, and
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications 1o the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear 1o be
experiencing side effects and adverse regctions;

of

ADB4
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documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper i

including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse of licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with seff-administration in
accordance with section 429.256, F.S., and rute
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and | , s and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
“"as needed" prescription order;

d. Recognize a medication order which requires
Jjudgment or discretion, and fo advise the
resident, resident’s health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
praviously dispensed, properly labeled container,
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from where it is stored, and bringing it to the
resident for seif-injection;
i. Assist with N
j.Usea to perform
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the
levels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of . bags,
excluding the removal ofthe | or
manipulation of the site; and,
n. Measurement of . s rate,
temperature, and | , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 8 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education fraining on providing
assistance with self-administered medications
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior fo the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

42952
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{6) Staff assisting with the seif-administration of
medications under s. 428.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure staff had completed the initial
6-hour training or 2-hour annual update in
assistance with self-administration of medication
prior to assisting with seif-administration of
medication for one (Staff D) of four sampled
employees.

Findings included:

Arecord review for Staff D {(unficensed
Medication Technician with date of hire of

} conducted on revealed
no proof of completion of the initial 6-hour training
or 2-hour annual update in assistance with
self-administration of medication.

In an interview with the Administrator conducted

on at 3:09pm she said Staff D was a
Medication Technician {(MT) and all MTs should

have the initial 6-hour training and annual 2-hour
updates but she did not see it in the file.

Class #ll
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A 152 59A-36.014(3) FAC Physical Plant - Safe Living
§8=D | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities rmust;

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comforteble bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personat effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

A152
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be

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to maintain elevators in good working order.

Findings included:

Areview of the elevator inspection reports in each
of the three elevators, conducted on

revealed that all three slevators' satisfactory
inspections expired on

During interviews with Resident #1's family
member and Residents #1, #2, #5, #6, #7, #8,
#9, and #10, conducted on between
10:00am through 01:56pm, the Residents and
family member stated that the elevators have
been broken on and off for two - three months
and the one elevator was broken for a month.
Resident #1's family member stated that it fook a
fong time for work orders to be processed and
repairs o be made.

During interviews with Staff A and B, conducted
on between 11:00am through
11:10am, the staff stated that the elevators were
down for about a month and that the elevators
kept going down.

Areview of the slevator inspection
report, conducted on revealed that
there were violations issued for each of the three
elevators. Two elevators had three violations, and
one elevator had two violations.

A review of elevator service repairs, conducted on
. revealed that repairs were made fo
Elevator 1 {right elevator) on s
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s ,and . There
were no repair invoices for Elevator 2 (left
elevator) or Elevator 3 (service elsvator).

During an interview with the Maintenance
Director, conducted on at 12:02pm,
the Maintenance Director agreed that all three
elevators satisfactory inspection had expired on

. The Maintenance Director stated that
after the electric company makes their repairs,
then the elevator company will re-inspect the
elevators.

During an interview with the Administrator,
conducted on at 11:10am, the
Administrator stated that the elevator repair
company came to the facility almost every day for
issues. At 02:27pm, the Administrator stated that
there were hours where there were two of three
elevators down on various dates and times. The
Administrator stated that the service elevator only
went for the first fioor to the third floor and the
other two elevators went up the entirety of the
building. At 02:48pm, the Administrator stated
that the electric company were out during survey
because there were surge power issues. The
Administrator stated that when the power surges,
the elevators shut down and staff have fo go up
1o the roof to reset the elevators,
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