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ADQ00 Initial Comments A 000

Arelicensure, fimited nursing services,

emergency power plan monitoring, and heaith

facility reporting system survey was conducted at

Pineapple House at Sapphlre Lakes, (The) on
through

The survey was conducted in conjunction with a
revisit survey.

Deficiencies were identified at the time of the
visit.

A052 429.256( ) 50A-36.008(3) Medication - A052
$8=D Assistance with Self-Admin

429.256
{3) Assistance with self-administration of
medication includes: (a} Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an thatis
prefilled by the manufacturer are considered
ications in previously di 1, properly
iabeled 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 orafly 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.
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{c) Placing an oral dosage in the resident's
or placing the dosage in another container and
heiping the resident by fifting the container fo his

or her .

(d) Applying ., .. medications.

{e) Returning the medication container to proper
storage.

{fy 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

prescribed premeasured dose of medication into
the dispensing cup of the .
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, R > 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
administration of medications by any injectable
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 o,
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
parameters that preciude independent judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
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or her need for the medication and understands
the purpose for taking the medication.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of
medication by an unficensed person as described
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 self-administration of medication must be

. . or older, 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
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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 facifity and from
facility staff, the foliowing options are available to
enable the resident fo take medication as
prescribed:
1. The heaith 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 famity member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pil
organizer pursuant to the requirements of
subsection {2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.
{f}) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.8., the
terms "judgment” and "discretion” mean
interpreting vital signs and evaluating 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, record review, and
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interview, the facility failed to ensure staff who
assist with medications do so according to the
regulations for 1 (Resident #11) of 3 residents
observed.

The findings included:

Record review for Resident #11 revealed an
admission date of . Further review
revealed documentation of a Resident Health
Assessment Form 1823 (HA Form 1823} dated

indicating Resident #11 needed
assistance with self-administration of
medications.

Oon at 11:16 a.m., Licensed Practical Nurse
{LPN) Staff F was observed to prepare
medications for Resident #11. Staff F rolled the
med cart down the haliway and parked i outside
of Resident #11°s room, opened the resident
profile and removed the . Mmedication from
cart. LPN Staff F took the flexi-pen with the

. medication into the resident room. LPN
Staff F indicated to Resident #11 her
- reading was 234, indicating the
" machine on her arm. LPN Staff ¥
opened the flexi-pen and dialed the dose o 18
units and stated to Resident #11, "l need your
belly." Resident #11 lifted her gown, and LPN
Staff F injected the medication into the resident's

. LPN Staff F did not orally advise

Resident #11 the name and dose of the
medication given. LPN Staff F administered the
medications and did not follow Resident #11's HA
Form 1823 for assistance with self-administration
of medications as ordered by the physician.

On at 12:56 p.m., during an interview,
Nurse Supervisor Staff G acknowledged the
nurse did not follow the assistance with
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ZZ814 435.12(2)(b-d), FS Background Screening ZZB14
Clearinghouse

435.12 Care Provider Background. Screening
Clearinghouse.~

(2)(b) Until such time as the | are
enrolied in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective Lo , or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject o screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse,

1. Before L , Initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiiation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must inciude the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individuat
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure staff have background screening
employment status updated within 5 business
days on the Agency for Healthcare Administration
{AHCA) Background Screening Clearinghouse
{BGS) website for 1 (Staff D} of 4 employees
reviewed.

The findings included:

Record review for Staff D revealed a hire date of
as a Licensed Practical Nurse (LPN).

Review of the Agency for Healthcare of
Administration background screening website
revealed Staff D was added to the facility roster
on . Staff D was not added to the
background screening roster within the required
time frame.

On at 12:45 p.m., during an interview, the
ARCA Form 3020-0001
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Business Office Coordinator {(BOC)
acknowledged Staff D was not added to the
facility background screening roster within the
required timeframe.

Unclassified

ZZ875 430.5025(4 & ) / B ZZ875
$8=D Training

{4) Employees of covered providers must
complete the following training for

and related forms of :
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have

or refated forms of .
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
prograrm 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 skifls for
communicating and interacting with 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. Acovered provider must maintain a record of
the employee's completion of the training
prograrm and, upon written request of the

AHCA Form 3020-0001
STATE FORM 808 BIYJ11 If continuation sheet 3of 7



PRINTED: 05/19/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (Xt) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
AL11969678 Bwwe 05/05/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7901 RADIO RD
PINEAPPLE HOUSE AT SAPPHIRE LAKES, THI
NAPLES, FL 34104
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
ZZ875 Continued From page 3 22875

employee, provide the employee 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 to
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
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
to, 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 home, an assisted living facility, an
adult family-care home, or an aduit day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs {a) and (b).
The additional training must include, but is 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 famity-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with

or retated 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 employrent,
each employee who provides personal care to or
has regular contact with the residents or
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participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 8 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such fraining must
include, but is not limited to, understanding

and related forms of
, the stages of

commumcahon strategies, medical |nformat|on
and siress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning ... Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
ad or or his or her i instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee's skilis for
caring for a person with 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 a
minimum of one quarter-hour increments through
on-the -job training of the employee by a facility

-ator or his or her i 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, o referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d),
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or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

2. Ahealth 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.

{7) For a certified nursing assistant as defined in
s. 484.201, 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 licensing board.

{9) Each person employed, ,or
referred to provide services before |

must complete the training required in this sectxon
before | . Proof of compietion of
equwalent fraining completed before | | f
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 curriculum 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 record review, and interview, the
Facmty failed to satisfy 430.5025 Florida Statute
and Related Forms of
Education and Training Act” ensuring

ali direct care and administrative staff completed
AHCA Form 3020-0007
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the one hour training video from the Department
of Elder Affairs (DOEA) within 30 days of hire and
employees hired after complete the
required additional 3 hour of training
within 3 months of hire, and additional 4 hours of
training within 6 months of hire for 1 (Staff F) of 4
records reviewed.

The findings included:

Pineapple House at Sapphire Lakes is an
assisted fiving facility with a secured unit (memory
care} in Naples, Florida,

Record review for Licensed Practical Nurse (LPN)
Staff F revealed a hire date of . There was
no documentation of the 3 additional hours of
ADRD training documented in the employee
record within 3 months of beginning employment.
There was no documentation of 4 additional
hours of ADRD training documented in the
employee record within 6 months of hire.

On at 12:40 p.m., during an interview, the
Business Office Coordinator acknowledged that
Staff F had not completed required

training.
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