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A000, Initial Comments A000
Revised

A complaint investigation (complaints
2025000423, 2025004175, 2025004890, and
2025011086} with a generator monitoring was
conducted at Wyndham Lakes Jacksonville on

and . Deficiencies were
identified at the time of survey.

AO30 59A-36.007(5) FAC; 429.28( ) FS420.27 A030
Resident Care - Rights & Facility Procedures

59A-36.007

{B) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.AC.

{b) In accordance with Section 429.28, F.S,, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and & written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1{888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{B88)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
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1{800)86- or 1{800)962-2873. The

telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.008, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibifities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

. control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required 1o perform any
work in the faciiity without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facifity, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
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residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bilf of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, 5o as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access fo a telephone, and
visiting with any person of his or her choice, at
any time between the hours of ¢ a.m. and 9 pan,
at a minimum. Upon request, the facility shalt
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
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representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
refigious beliefs or practices, nor any attendance
at retigious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care" means the management of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

- . and the performance of health
care safvices in accordance with s. 429.255
which are consistent with established and

i tandards within the ity,

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
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representative. The notice must state that the
resident may contact the State Long-Term Care
o Program for assi with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to i the resk of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shaf
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint reade to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
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retaligtory action cannot be faken againsta
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shatl be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or N under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to honor residents' rights
to a safe and decent living environment by
delaying necessary repairs to the fire alarm
system. This has potential to affect alt residents in
the event of an emergency.

AHCA Form 3020-0001
STATE FORM s avestt i continuation stiest 6 of 1t



PRINTED: 12/04/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11963719 e — 10/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10860 OLD ST, ROAD
WYNDHAM LAKES JACKSONVILLE
JACKSONVILLE, FL 32257
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A030| Continued From page 6 AQ30

Findings included:

A review of the Notice of Violation from the Fire
Safety Inspector dated revealed 2
violations that needed to be corrected by
Violation #1 - maintain fire alarm system (trouble
& annual) and Violation #2 - maintain fire
sprinkler system annual inspection. Photographic
evidence obtained.

In an interview was conducted with the
Administrator on at 10:10am, she
explained that following submittal of the
Comprehensive Emergency Plan (CEMP) to the
{ocal reviewing agency on . the Fire
Marshal responded and asked for an updated
and signed Fire Safety inspection form. The
Administrator stated that when the Fire Safety
Inspector came out, they were issued a notice of
violation for some fire safety equipment
maintenance that needed to be done. She stated
the corrections were fo have been done by
. She stated that the maintenance work

needed to correct the fire safety system

iencies had not been as of the
date of the survey,

Review of an email correspondence from the
Administrator {0 a vendor showed that there were
several units in the assisted living building that
required attention, including 806, 921, and 1215.
Additionally in the assisted living areas, the Fire
Alarm Control Panel (FACP) needed
maintenance. Photographic evidence obtained.

Class il

A 084 59A-36.011(8) FAC 420.52(6), FS Training - A084
Assis Self-Admin Meds & Med Mgmt
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59A-36.011
{6) ASSISTANCE WITH THE

SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
self-admini; ion of ications as ibed 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 ion, and of
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;
documentation and record keeping; and
medication storage and disposal. Training shal
include i of proper i
including technigues 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 or 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 fabel;

2. Provide assistance with self-administration in
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accordance with section 428.256, F.8., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, |
forms, and | . | and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
“as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to 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;
¢ Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and R that are prefilled by the

er by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
joUsea, to perform "
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the fitration of the
levels;
{. Apply and remove stockings and
hosiery;
m. Placement and removal of . bags,
excluding the removal of the L or
manipulation of the site; and,

dosage
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1. Measurement of . . rate,
temperature, and | , rate.
{c) Unlicensed persons, as defined in section
428.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
confinuing education training on providing

. with seff-admin .
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 to the
effective date of this rule, assist with the
self-administration of medication and have
successfully completed 4 hours of assistance
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 (6)(b)2.h.-n.

428.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a ficensed
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 record review and interview, the facility
failed to ensure that 1 of 3 staff members who
assisted residents with medication
self-administration had the required medication
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technician (Med Tech) training (Staff G).
Findings included:

Areview of Staft G's record revealed a hire date
of - In the record, there was a 6 hour Med
Tech training certificate dated . There
was nio further Med Tech training in Staff G's
record.

In an interview with the Administrator on

at 3:45pm, she stated she thought that Staff G
had all the training. Evidence of Staff G's annual
2-hour update training was not produced by the
end of the survey.

Class il
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AG00! Initiat Coraments

A complaint investigation {complaints
2025000423, 2025004175, 2025004990, and
2025011086} with a generator monttoring was
conducted at Wyndham Lakes Jacksonvilte on

and - Deficiencies were
identified at the time of survey.

A030, 50A-36.007(5) FAC; 420.28( )} FS 420.27
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES,

{a) A copy of the Resident Bilf of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admissicn package provided pursuant to Rule
59A-36.008, F.A.C.

{b) In accordance with Section 429.28, F.8,, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to affow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{¢) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(886)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
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proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

B control, sanitation, and standard
precautions,;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right fo unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at 8 minimum, a readily accessible
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telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by iaw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c}) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
corr L access to a , and
visiting with any person of his or her choice, at
any time between the hours of 8 am. and 9 p.m.
at a minimum. Upon request, the facility shalt
make provisions 1o extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and fo pursue
the highest possible level of independence,

and i ion within the
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the

A030
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facility fo provide safekeeping for funds as
provided in 5. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several fimes a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions, No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
the term "ad and appropri

health care” means the management of
medications, assistance in making |,
for health care services, the provision of or
arrangement of transportation 1o health care

.y , and the performance of health
care services in accordance with s. 428.255
which are consistent with established and
e i within the ity.
{k) At least 45 days' notice of relocation or
termination of residency from the facility unfess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care

A030
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Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order fora
facility to i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal, Each facility shal
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shalf ensure that
a written notice of the rights, . and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
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exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Famities, and . Rights
Florida.

428.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

, or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to honor residents’ rights
10 a safe and decent living environment by
delaying necessary repairs to the physical
structure and life safety system. This has
potential to affect all residents in the event of an
emergency.

Findings included:
AHCA Form 3020-0001
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1. Areview of theNatice of Violation from the Fire
Safety Inspector dated revealed 2
viclations that needed to be corrected by
Violation #1 - maintain fire alarm system (troub!e
& annual) and Violation #2 - maintain fire
sprinkler system annual inspection. Photographic
evidence obtained.

Areview of invoices and correspondence
documents regarding the needed fire safety
repairs revealed that on the annual
sprinkler and fire alarm inspections were
conducted and deficiencies were noted. The
facility had 2 companies give quotes on the cost
of the needed repairs. On , the
Administrator sent notice to their chosen fire
safety contractor that they were the fowest price
and asked when the work could be scheduled.
There was no evidence that the needed work had
been scheduled on or

In an interview was conducted with the
Administrator on at 10:10am. She
explained that following submittal of the
Comprehensive Emergency Plan (CEMP) to the
{ocal reviewing agency on . the Fire
Marshal responded and asked for an updated
and signed Fire Safety Inspection form, The
Administrator stated that when the Fire Safety
Inspector came out, they were issued a notice of
violation for some fire safety equipment
maintenance that needed to be done. She stated
the corrections were to have been done by
. She stated that the maintenance work

needed to correct the fire safety system

iencies had not been as of the
date of the survey,
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2. An observation of the residential areas was
conducted at 10:30am on . Uneven
flooring was observed in the common areas of
building 100. The interior haliway, that ran the
length of the building, and lead to ali of the
resident rooms, was uneven and buckling in
several places up and down the
hallway.vPhotographic evidence oblained.

An interview was conducted with the
Administrator on at 12:45pm. in the
interview, she stated that they had several
residents living in the 100 building. The vinyl
flooring had been redone twice and it still kept
coming up, buckling, because the floor base was
uneven. The giuing of the vinyl flooring to the
base flooring was not done correctly. They
needed to get a new vender to come replace the
flooring and do it correctly. They had several
complaints from the residents.

The Administrater produced emalt
correspondances showing attempts at getting the
building 1060's floor fixed. Emails dated .

L and from the Administrator to
i to

get the flooring repaired, and referenced the
recurrent issues they were having.

An interview conducted with a third party
caregiver at 1:14pm on . Inthe
interview, she stated she took care of some of the
elderly residents there, living in the 100 building.
and the floors were buckling. She had
complained to the facility and the facility said they
weren't going to fix it.

Observations of the 100 building on at
2:10pm. Immediately upon entry into the building,
it was noticeable that the vinyl ptank flooring that
AHCA Form 3020-0001
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ran down the only hallway in the building, was
coming up and buckling. Walking on the floor, it
was evident the there were air pockets in a
wavelike pattern, that when watked on, elicited a
bouncing sensation. In some places, it was about
2 inches off the base floor.

An interview was conducted with Resident #9 at
2:12pmon . She stated they put the
flooring in last and it immediately
started coming up because they didn't glue it
down properly. They have complained about it but
they won't do anything about it. Alot of people
that live in the building (100 building) had
problems walking and it was a trip hazard
because it was uneven.

An interview was conducted with Resident #10 at
2:15pm on . In the interview, he stated
he and his wife moved in . When they
moved in it was just a cement floor in the hallway.
Then the workers came and glued the vinyl plank
flooring down and they did not use enough glue.
He told them they needed to put glue on the
whole thing and they didn't. Then the flooring
came up and they still haven't fixed it. They said
they wouldn't. They were upset with this place but
they had no where else to go.

An interview was conducted with Resident #11 at
2:18pmon . In the interview he stated
there was a buckle in front of his door about 2
inches high. He got seasick when he went down
the hall, it was so bumpy. He moved inin |

and they had not fixed the floor or anything
eise since then. His door would not close properly
either.

An interview was conducted with Resident #12 at
2:20pm on . In the interview, she

AHCA Form 3020-0001
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expressed her . with the facility's

management. They wouldn't fix the floor. it was a
hazard. She told them it was dangerous.

An interview was conducted with Resident #13 at
2:22pmon . He too expressed his
dissatisfaction with the flooring issues.

An interview was conducted with Resident #14 at
2:25pm on . He expiained they would not
fix anything that was wrong with the building. The

door lock was broken, and had been broken
since he moved in on . They did the floor
twice and it was still the same as it was - all
bumpy and buckling. it was a unsafe for anyone
using a walker.

Aninterview with the Administrator at 3:45pm on
confirmed that the work needed to

correct the fire system deficiencies, or fix the

flooring in building 100, had not been initiated.

Class il

A 084 59A-36.011(8) FAC 429.52(6), FS Training - A084
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who w;li be provldmg assistance wnth the
as in
rule 59A-36.008, F., A C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses.
provided in fulfiiment of this requirement must
meet the following criteria:
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{a) Training must cover state law and rule
requirements with respect fo the supervision,
i ini ion, 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 to the right
resident; common medications; the importance of
taking icati as pl bed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatl
include i 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 or icensed 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 self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms,
forms, 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
judgment or discretion, and to advise the

of

dosage

s and
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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;

f. Retrieve and store medication;

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

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and R that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it {o the
resident for self-injection;

i. Assist with :

jUsea to perform

testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the titration of the
levels;

{. Apply and remove stockings and
hosiery;

m. Placerment and removal of . bags,
excluding the removal of the . 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.8., who provide assistance with
self-administered medications and have
successfully compieted the initial 8 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training may be provided online.
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{d) Trained unlicensed staff who, prior to 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.

429.52

(6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a ficensed
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 Rute is not met as evidenced by:
Based on record review and interview, the facility
falled to ensure that 1 of 3 staff members who
assisted residents with medication
self-administration had the required medication
technician (Med Tech) training (Staff G).

Findings included:

Areview of Staft G's record revealed a hire date
of . In the record, there was a 6 hour Med
Tech training certificate dated . There
was no further Med Tech training in Staff G's
record.

In an interview with the Administrator on
at 3:45pm, she stated she thought that Staff G
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had all the training. Evidence of Staff G's annual
2-hour update training was not produced by the
end of the survey.

Class #ll
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