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Initiat Coraments

A re-licensure survey and a generator monitoring
were conducted at Kayla's Place, Inc on

. Deficiencies were identified at the
time of the survey.

429.256(.  ); 59A-36.008(3) Medication -
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
prefiled by the manufacturer are considered
medications in previously dispensed, 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.

{¢) 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.
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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 2 . including
removing the cap of a , opening the unit
dose of solution, and pouring the

prescribed premeasured dose of medication 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 . ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude b 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.
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{5) Assistance with the seff-administration of
ication by an unli person as ‘

in this section shall 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 seif-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

in 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, crally
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
seif-administration, trained staff may prepare and
make available such iterms 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
facility staff, the following options are available to
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enable the resident o take medication as

prescribed:

1. The health care provider may prescribe a

medication schedule that coincides with the

resident's preserice 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. Medicaticns 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 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) Al trained staff must adhere fo the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to follow the correct
procedures assisting the residents with
self-administration of medication for one out of
four {(Resident #1) sampled residents.

Findings included:
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On at 11:00 AM, observation showed

that Staff B assisted Resident #1, who was
seated in his room, with the self-administration of
medication. Further observation showed that Staff
B washed her and donned gloves, Staff B
unlocked the medication cabinet and brought the
medication to the kitchen counter. Staff B
removed the medication from the package
and placed it into a small container, Then, Staff B
went to Resident 1's room and gave the
medication to the resident without orally advising
the resident of the medication name and dosage.

A review of Resident #1's record showed no
documentation that the resident had signed a
written waiver to opt out of being orally advised of
the medication name and dosage.

Areview of Staff B's personnel record showed
completed 6 hours on initial training for

with the seif- ins ion of
medication on and a 3-hour update
on
On at 12:55 PM, the Administrator

acknowledged that Staff B did not foliow the
correct procedure when assisted Resident #1
with medication.

Class #Hl

A093 59A-36.012(2) FAC Food Service - Dietary A093
88=D ! Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
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and available for review at:

hittp:y firules. Lasp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for

review at:

od.nih.gov/k ion/Dietary
R _Intakes.aspx. Tt ic diets must
meet these nutriticnal standards to the extent
possible.

{b) The residents’ nutritionai needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For faciliies with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritionat standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary {o accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
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comparable nutritional value based on the
seasonal availabifity of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged 1o
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with subsfitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
10 comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals befween meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
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{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tebles in the dining areas. A
supply of eating ware sufficient for alt residents,
including adaptive equipment if needed by any
resident, must be on .
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facifity must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure substitutions were noted on the
menu before or when the meal was served.

Findings include:

Areview of the facility’s posted menu showed that
for lunch, the resident should have been served
baked chicken {4 ounces), sweet potatoes (6
ounces), carrots {  cup), mixed salad (1 cup),
salad L {1T), and fruit cocktail.

On at 12: 06 PM, observed the
residents were served baked chicken, white rice,
red beans, mixed salad, and fruit cocktail.

On at 12:45 PM, the Administrator
acknowledged that the menu was not followed
and substitutions were not documented on the
menu.
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A 152 BOA-36.014(3) FAC Physical Plant - Safe Living A152

88=D! Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

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 appurienances are maintained in good

working order,

{p) 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, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. 1o ensure 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 personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) 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
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Continued From page 9

personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment, free of
hazards, and to ensure that all existing
architectural, mechanical, electrical, and
structural systems and appurtenances were
maintained in good werking order.

Findings included:

On at 9:00 AM observed that one of
the chairs in the patio area had a torn cushion. In
addition, there was one bed frame, five
wheelchairs, and one table in the patio. The
residents have access to the area.

On at 12:55 PM, the Administrator
stated that she would remove the hazards from
the residents’ common areas.

Class il

429.075(1) FS; 59A-36,011(3) FAC LMH -
Training

426.075

(1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mentat
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of

A182

AL243
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no less than 6 hours refated to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part | of chapter
408, Notification of approval or denial of such
request shall be made in accordance with this
part, part 1l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

B59A-36.011
{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.S., the
adrainistrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:
1. Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The fraining must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a iimited mental health license or within
6 months of employment in a fimited mental
heaith facility.
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for inis
managers pursuant to section 429.52(5), F.8.,
and subsection (1) of this rule.
2. A minimum of 3 heurs of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, bienmially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1) Mental health needs, services, behaviors and
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appropriate inferventions;
(1) Resident progress in achieving treatment
goals;
{11t} How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
1o section 428.52(5), F.S., and subsection {1) of
this rute.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have fo repeat the Initial fraining should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

ubg {a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the staff who had direct contact
with residents with mentat heatth conditions
received a minimum of six hours of specialized
training in working with individuals with mental
health diagnoses for two out of three (Staff B and
Staff C) sampled staff.

Findings included:
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Avreview of the facility's license revealed a limited
mental health specialty component.

Areview of Staff B and Staff C's personal records
showed no documentation of an initial training of
six hours within six months of hire received by an
authorized trainer. Staff B was hired on

, and Staff C was hired on

On at 12:50 PM, the Administrator
acknowledged that Staff B and Staff C received
initiat fraining of six hours by an unauthorized
trainer.

Class Hll
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