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43050254 & ) / :
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 interview and record review the Faciiity
failed to ensure employees who provided
personai care or had regular contact with
residents had a required 1-hour training in
and Related Forms of

Education within 30 days of hire for
three (Staff A, Staff C and Staff D) of four
sampled employees.

Findings included:

Arecord review for Staff A conducted on
(an unlicensed Medication Technician

and Resident Care Aide} revealed a hire date of
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and no evidence of the 1-hour
and Related
Education.

training in
Forms of

Arecord review for Staff C conducted on
(an unlicensed Resident Care Aide)
revealed a hire date of and no
evidence of the 1-hour training in 's
and Related Forms of
Education.

Arecord review for Staff D conducted on
(an unlicensed Resident Care Aide)
revealed a hire date of and no
evidence of the 1-hour training in
and Related Forms of
Education.

's

In an interview with the Assistant Administrator
conducted on at 12:40pm she said
she did not know about the training but would
make sure staff took it.
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Initiat Coraments

A biennial re-licensure survey with limited mental
health, in conjunction with a ftord
visit was conducted at Hyde Park Assisted Living
on . Deficiencies were identified at the
time of the visit.

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

429.256

{3) Assistance with seif-administration of
medication includes: (a) 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
prefilied by the manufacturer are considered

ications i i i properly

in p
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 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 .

{d) Applying medications.

AQ00

A082

{e) Returning the medication container to proper
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storage.

{f) Keeping & record of when a resident receives
assistance with self-administration under this
section.

{g) Assisting with the use of a
removing the cap of a

dose of solution, and pouring the

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 fiquid

medication or breaking a scored tablet or

crushing a tablet as prescribed.

ion of i by any

route.

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 , Jor

preparations.

{g) Assisting with medications ordered by the

physician or health care professional with

prescriptive authority fo be given "as needed,”

uniess the order is written with specific
that preclude &

on the part of the unlicensed person, and the

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

, including
, opening the unit

dose of ication into

{b) The preparation of syringes for injection or the

{c) Administration of medications by way of a tube

judgment

resident requesting the medication is aware of his
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discretion on the part of the unlicensed person.
{5) i with the self- inis ion of

i by an unti person as
in this section shalt not be considered
administration as defined in s. 485.003.

B59A-36.008

{3) ASSISTANCE WiTH
SELF-ADMINISTRATION,

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

. or older, trained to assist with seif
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.AC., and
must be avaifable 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,
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,

{e) When a resident who receives assistance with
medication is away from the facility and from
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{X3) DATE SURVEY

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. may be and

dispensed in an easier (o use form, such as unit

dose packaging.

{f) Assistance with seif-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

i ing 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 Statuie or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to bring a properly
labeled medication container to the resident,orally
advise the resident of the medication dosage
reguired, or notate the Medication Observation
Record {(MOR) when the resident received the
medication for one (Resident #2) of two sampled
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residents who required assistance with
self-administration of medication. The failure to
implement and follow required protocols for
medication assistance placed the resident at risk
for harm and exacerbation of health
conditions.

Findings included:

In an observation of medication pass with Staff B
conducted on at 9:10am she retrieved
the from the medication
refrigerator and brought it to the resident, She
told him his . was 154, He disagreed
and stated it was 229. She told him again it was
1564 and again he disagreed. She told him that
154 is what had been written down for his
testing, but she would check to be sure. She

returned to the resident with the testing
log that said his was recorded at 229.
The . boxhada that

was unreadable by Staff B. The resident set the
himself and injected himself in the

. There was no MOR for the for
Resident #2 for Staff B to confirm the units
0 be given.

In an observation conducted on at

9:10am the prescription box that contained the
. forResident#2 had a
that was faded and unreadable.

In an interview with Staff B conducted on
at 9:12am she said there was no
MOR to confirm the for
Resident #2 or document given. She was
unable to say how many units he required for a
of 229.

A record review of the Health Assessment for
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Residertt #2 dated conducted on
revealed he required assistance with

self-administration of medication, and had a

diagnosis of and .

In an attempted record review of the Medication
Policy conducted on no policy was
provided.

In an interview with the Medication Supervisor
conducted on at 9:12am she said the
MOR page for Resident #2 was missing and she
would have to contact the pharmacy or look in the
system for the orders.

In a record review of the new, handwritten MOR

for Resident #2 conducted on the
» was 4 units for a of
131-180 and 8 units fora of

181-240,

In an interview with the Assistant Administrator
conducted on at 11:55am she said if
she had been there for medication pass she

would have had Staff B hold the and
contact the doctor for the amount of
required based on the instructions

for Resident #2. She said there should be a label
and MOR to follow for the proper units of

1o be given, and to document when assistance
with self-administration of medication was given.
Additionally, she said disciplinary action would be
taken for staff involved. At 12:41 she confirmed
disciplinary action had been taken for Staff B and
the Medication Supervisor.

{Photo Evidence Obtained.)
Class 1t
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A 054 5DA-36.008(8) FAC Medication - Records AD54

§8=D
{5) MEDICATION RECORDS.
(&) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the pr 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
medications or medication administration. 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
. theresident 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 recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

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

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the Facility failed to maintain daily
Medication Observation Records (MORs) that
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were immediately updated each time the
medications were offered to residents who
received assistance with self-administration of
medications for one (Resident #2) of two sampled
residents.

Findings included:

In an observation of medication pass with Staff B
conducted on at 9:10am there was no
MOR available for the for
Resident #2.

In an interview with Staff B conducted on
at 9:12am she said the MOR page
was missing for Resident #2.

In an interview with the Medication Supervisor
conducted on at 9:12am she said the
MOR page for Resident #2 was missing and she
would have to handwrite it.
Arecord review, conducted on of the
Health Assessment AHCA Form 1823 for
Resident #2 dated revealed he
required assistance with self-administration of
medication.

In an interview with the Assistant Administrator
conducted on at 11:55am she said
that Staff B told her the MOR for Resident #2's
had been missing all month, and they
would have it replaced by the pharmacy.

Class #ll
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