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Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2012 by
representative(s) of this office.

Enclosed 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 after . 2012 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.shiml as a first step in providing a web-based interactive
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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(386) 462-6201.

Sincerely,

F e e

Kriste J. Mennella
Field Office Manager

KIM/amw

Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http://ahca.myRlorida.com

Alachua Field Office

14101 NW Hwy 441, Suite 800

Alachua, Fi. 32615-5669

Phone (386) 462-6201; Fax (386) 418-5300
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Initial Comments

On an unannounced biennial
survey was conducted at Lexington Park Assisted
Living Facility. Deficiencies were identified. The
facility was not in compliance with Ch 429 F.§
and 59A-5 F A.C. at the time of the survey.

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

{5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant fo Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
foliowing criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,
admini ion, and mar 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 to 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 to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shalf
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.
{b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
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training certificate to a trainee who demonstrates
an ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with Section 428,256, F.S., and Rule
58A-5.01858, F.A.C., including:
a. Assist with oral dosage forms, dosage
forms, and . ___and nasal
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;
f. Retrieve and store medication; and
9. 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, a minimum of 2 hours of
continuing education training on providing

e with self- ini d medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the
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facility failed to insure that 1 (staff # S) of 3 staff
members had received continuing education
training in assistance with self administration of
medication.

Findings:

During a record review on of employees
records, it was discovered that staff member §
did not receive her continuing education for
assisting residents with self administration of
medication.

On at approximately 3:30 PM an
interview was conducted with the Administrator
regarding staff member S not having
documentation for continuing education for
medication training. The Administrator said the
facility failed to ensure staff § had received the
mandatory training.

A152

58A-5.023(3) FAC Physical Pk A152

Environ/Other

ant - Safe Living

(3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to

Section 428.28(1)a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

order.

{b} Pursuant to Section 429.27, F.8., residents

shall be given the option of using their own

belongings as space permits, When the facility

supplies the furnishings, each resident |
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no
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less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste
basket; and

5. A comfortable chair, if requested.

(¢) The facility must maintain master or duplicate
keys to resident . __ _ 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
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:

Based on observations and interviews the facility

did not maintain a safe living environment for 2 of
10 residents, resident # 02 & 09

Findings:

On at approximately 1:00 PM it was
observed in resident #02 . _ . _ full

bottle unsecured lying on the floor. This
unsecured | bottle had the potential to
become a ﬂymg missile if it were damaged.

On . at approximately 2:00 PM an
interview was conducted with the Administrator in
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regardstothe _ bottle being unsecured and
lying on the floor of resident #02 ... The
Administrator agreed that it was an unsafe
practice and it would be immediately remedied.

On at approximately 4:00 PM during
an interview with resident #00 it was observed in
his .. J hose with a nasal cannula
attached lying on the floor unbagged. This
presented an opporiunity for contamination and
which was unsafe for the resident.

On . at approximately 4:30 PM during
the exit interview the facility's Director of Nursing
said the nasal cannula should not have been lying
on the fioor unbagged after residents use.
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