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A000 Initial Comments A000
Assisted Living Facility
i
A biennial state licensure survey was conducted I
on ! in conjunction with a complaint survey,
see (Aspen Event 393311).
The Adkinson Retirement Home had deficiencies ﬁ
found at the time of the visit. H
A052 58A-5.0185(3) FAC Medication - Assistance with | A052
Self-Admin 1
i
{3) ASSISTANCE WITH !
SELF-ADMINISTRATION.

(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is atleast .-

trained to assist with self-administered |
medication in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate fo the
administrator the ability to accurately read and |
interpret a prescription label, must be available to w
assist residents with self-administered
medications in accordance with procedures
descrlbed in Section 429,256, . S

with self: of

medication includes verbally prompting a resident
1o take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
1o the medication container. Medication, which
appears to have been contaminated, shall not be
returned fo the container.
(c) Staff shall observe the resident take the
medication. Any concerns about the resident’ s
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A052: Continued From page 1 A052

reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.

{d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enabie the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;

2. The medication container may be given to the
resident or 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. M may be sep prescribed and
dispensed in an easier to use form, such as unit
dose packaging;

{e) Pursuant to Section 428.256(4)(h), F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
(f) Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment ” and " discretion * mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
{4) Assistance with self-administration does not
include:
(a) Mixing, converting, or

_i medication doses, except for
measuring a prescribed amount of liquid :
medication or breaking a scored tablet or
crushing a tablet as prescribed.
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A082; Continued From page 2

(b} The preparation of syringes for injection or the ;
administration of medications by any injectable
route.

{c) Administration of medications through
intermittent positive pressure breathing machines
ora
{d) Administration of medications by way of a i
tube inserted in a cavity of the body.
(e) Administration of p
(f) Irrigations or debriding agents
treatment of a skin condition.

g or preparations.

{h) 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
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.
{i} 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.

used in the.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
was not fully adhering to Section 429.256 (3),F.S.
with respect to providing assistance with
medication self-administration.

Findings include:

During the noon meal at approximately 12:30
p.m.on the following was observed:

a) the staff person in charge of assisting with
medications was seen providing medications to
Residents #1, 7, 8, and 9. In none of these cases
was she observed/heard reading the pharmacy
labels of these drugs to any of these four (4}

f A052
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A052; Continued From page 3
individuals.

While conducting random resident interviews
during the _. .. ._ survey between approximately
9:30 am. and 2:45 p.m. on approximaiely
4 of 4 residents interviewed indicated that the :
staff person (s} who provided them with their
medications never read them the label of the
drug(s) they were receiving.

Class Il
Widespread

A081 58A-5.0191(2) FAC Training - Staff In-Service
{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care fo residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in . ___
control, including universal precautions, and
facility sanitation procedures before providing

personal care o residents. Documentation of |
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne

R may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to

A G52

L A081
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emergency evacuation,
{c) Staff who provide direct care to residents, who

have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident .
neglect, and

(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 50A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daity
living.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) Al facility staff shall receive in-service training
regarding the facility’ s resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facility * s resident elopement response
policies and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
According fo record review and interview, one of
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two direct care staff sampled (B) who had been
employed at least 30 days had not received all
required training.

Findings include:

A personnel file review during the _survey
revealed that Staff B (hired 2012) had no
documented evidence that he/she had received
the following training: a) the 1 hour in-service in
the reporting of major incidents, the reporting of
adverse incidents, and facility emergency
procedures, including chain of command and
staff roles related to emergency evacuation; b)a
1hour in-service training in resident rights in an
assisted living facility; ¢} 1 hour training in
recognizing and reporting resident , neglect
and d) safe food handling practices,
and e) elopement policies and procedures. An
interview with the administrator at approximately
1:28 p.m. on confirmed that the required
documentation was missing from the record.

Class Hl

Pattern

>

A083 58A-5.0191(4) FAC Training - First Aid and CPR

{4) FIRST AID AND CARDIOPULMONARY
RESUSCITATION member who
has completed courses in First Aid and CPR and
- a currently valid card documenting
completion of such courses must be in the facility
at all times.
(a) Documentation of attendance at First Aid or
CPR course by an accredited college, i
university or vocational school, a licensed i
hospital; the American Red Cross, American
Heart Association, ~ National Safety Council; or
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A083 Continued From page 6

shall satisfy this requirement.

be considered as having met the training
requirements for both First Aid and CPR.

staff sampled did not have current CPR
Findings include:

A personnel record review during the 8/

on ! that this employee had
obtained her CPR

Class 1l

Pattern

Meds & Med Mgmt

MEDICATION AND MEDICATION

a provider approved by the Department of Health, J
{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency

medical technician or paramedic currently i
certified under Part Hl of Chapter 401, F.S_, shall W

This Statute or Rule is not met as evidenced by:
Based on record review and interview, one of two

indicated that Staff B (hired May +had no
CPR available for inspection. An interview
with the administrator at approximately 1:30 p.m. |

A084 58A-5.0191(5) FAC Training - Assis Self-

(5) ASSISTANCE WITH SELF-ADMINISTERED

MANAGEMENT. Unlicensed persons who will be i

notyet |

Admin : A084

providing assi with seif-

medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
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fulfiiment of this requirement must meet the

following criteria:

{a) Training must cover state law and rule

requirements with respect to the supervision,
i e, inistration, and

medications in assisted living facilities;

procedures and techniques for assisting the

including how fo read a prescription label;
providing the right medications to the right

side effects and adverse reactions and

documentation and record keeping; and

provide opportunities for hands-on learning
through practice exercises.

an ability to:
1. Read and understand a prescription label;

58A-5.0185, F.A.C,, including:

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

"as needed " prescription order;
judgment or discretion, and to advise the

resident, resident ' s health care provider or
facility employer of inability to assist in the

resident with self-administration of medication

resident; common medications; the importance of
taking medications as prescribed; recognition of

procedures to follow when residents appear to be
experiencing side effects and adverse reactions;

medication storage and disposal. Training shall
include demonstrations of proper techniques and

{b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates

2. Provide assistance with self-administration in
accordance with Section 429.256, F.8., and Rule |

a. Assist with oral dosage forms, dosage
forms, and ... and nasal
dosage forms;

d. Recognize a medication order which requires

A0B4

i

|

ﬁ

?

|

W

|

¢. Recognize the need to obtain clarification of an |
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administration of such orders; H
e. Complete a medication observation record; [
f. Retrieve and store medication; and |
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
{c) Unlicensed persons, as defined in Section
429.256(1)(b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a2 minimum of 2 hours of !
continuing education training on providing !
with self-admi ed
and safe medication practices in an assisted
fiving facility, The 2 hours of continuing educahon
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

ion:

This Statute or Rule is not met as evidenced by: |
Based on record review and interview, one of one |
staff sampled who assisted residents with
medications (A) did not have documented
evidence of the initial 4 hour fraining.

Findings include:

An employee file review during the survey
revealed that although Staff A (hired
2011) had a 2 hour update tralmng in medication
topics from . further review of the record .
found no documentation attesting to the fact that
she had received the initial 4 hour training in
providing assistance with medication
self-adminisiration. An interview with the i
administrator at approximately 1:35 p.m. on ’
confirmed that this certification was
missing from the file.
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Service

(6) NUTRITION AND FOOD SERVICE. The I
administrator or person designated by the
administrator as responsible for the facility’ s i
food service and the day-to-day supervision of |
food service staff must obtain, annually, 2 !
minimum of 2 hours continuing education in

topics pertinent to nutrition and food service in an |
assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to i
train assisted living facility staff in nutrition and
food service.

This Statute or Rule is not met as evidenced by:
According to record review and interview, the E
administrator had not obtained a 2 hour

continuing education course in topics pertinent to
food service/nutrition in an ALF on an annual i
basis.

Findings include:

An interview with the administrator at
approximately 11 a.m. on > confirmed that
she was in charge of the facility's food services.
Review of her personnel file found no current 2
hour update nutritional seminar since
approximately 2010. Further interview
with the administrator at approximately 1:45 p.m.
on :confirmed that no subsequent
nutritional update had been procured.
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Continued From page 10

Class Itl

Isolated

)191(8) FAC LMH - Training

{8) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to Section 420.075, F.S,, the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed 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 training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility ' s

A085

i AL243

receiving a limited mental health license or within |

6 months of employment in a limited mental
health facility.

b. Staff in " direct contact " means direct care
staff and staff whose duties take them into
resident living areas and require them to interact

with mental health residents on a daily basis. The |
term does not include maintenance, food service |

or administrative staff, if such staff have only
incidental contact with mental health residents.

¢. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 420.62(4), F.S.,
and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education, ;

which may be provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
following topics:

a. Mental health diagnoses; and
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b. Mental health treatment such as mental health
needs, services, behaviors and appropriate [
interventions; resident progress in achnevmg :
goals; how fo r inthe
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 i
continuing education required biennially pursuant
to Section 429.62(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education ;
under this subsection shall have up |
06 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not i
have to repeat the initial training 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
subparagraph (a)2. of this subsection, are
retained in their personnel files. i

This Statute or Rule is not met as evidenced by:
Based on record review and interview, one of one |
staff sampled (A) who had been employed at
least 8 months had not yet received the minimum
6 hours of specialized training provided or
approved by the Department of Children and
Families.

Findings include:
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

RICK SCOTT " ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
.2012
Administrator

Adkinson Retirement Home
2050 58th StN
Clearwater, FL. 33760

Dear Administrator:
Re: CCR# 2012005830 & Biennial

This letter reports the findings of a complaint survey and a biennial state licensure survey that were conducted
on 2012, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey,

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interacti

consumer satisfaction survey system. You may access the questionnaire through the link under Health

Facilities and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
fe ] and i lication of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

cerely,

‘(M Patricia Reid Caufm:
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL. 33701

Phone (727) 552-2000; Fax (727) 5621161

Headquarters

2727 Mahan Drive
Tallahassee, FL. 32308
hitp://ahca.myflorida.com




