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i unannounced Extended Congregate Care

Initial Comments
ECC/monitoring
On at L&L Assisted Living Facility, an

monitoring was conducted. There were
deficiencies found at the time of the visit.

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 seif-administered
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
fulfilment of this requirement must meet the
following criteria:

(a) Training must cover state law and rule
requirements with respect to the supervision,
assistance, administration, and management 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 shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

(b) The training must be provided by a registered |
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jforms,and | | | ) and nasal
| dosage forms;

. . Retrieve and store medication; and

| self-administered medications and have

| continuing education training on providing
i with self-admini icati

Continued From page 1 A 084

nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to:

1. Read and understand a prescnpnon Iabel

| 2. Provide assi
accordance with Sectlon 429256, F.S., and Rule
58A-5.0185, F.A.C,, including:

a. Assist with oral dosage forms, | dosage

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
Jjudgment 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;

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

successfully compileted the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of

'S
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,

I
!
!

This Statute or Rule is not met as evidenced by: |
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| Based on observations, record reviews, and
interviews the facility failed to ensure unlicensed
| staff members received Assistance with
Self-Admi ion of Medication training for 4 of :
! 4 staff members (B, C, D, and E).

! Findings include: ‘
|
1)0n ' about 9:40 AM observed staff
member B performed resident #2's morning
medications 12
| 0.25mg,

100 MG, and
ER 5MG. She took resident# 2's
then poured each medication into

the px!l bottle top and put them on a napkin in
front of resident #2. Resident #2 then took the

| medication with juice. Staff member B then
prepared water for for Oral
. Suspension USP (powder) then gaveitto
" resident #2.

On ‘an interview was conducted with the
administrator, Registered Nurse and she
confirmed that staff member B did not have
training and she did not have Assistance with

. Self- Administration of Medication training

| certificates for staff C, D, and E.

On ‘about 12:30 PM an interview was |
conducted with staff member D via telephone. |
She confirmed she gives medications like
and she has not had Assistance with
Self- Administration of Medication training.

! Arecord review of staff members B, C, D, and E
personal files revealed they did not have
Assistance with Self-Administration of Medacatxon
training certifications.

Areview of resident #1 and #2's

12012 and |
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and E initials signed on MORs for Assistance with
Self-Administration of Medicati

i
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AE206 58A-5.030(7) FAC ECC - Service Plans AE206
88=D
| (7) SERVICE PLANS.

{a) Prior to the di

care supervisor shall develop a prehmlnary

service plan which includes an assessment of

whether the resident meets the facility ' s

| residency criteria, an appraisal of the resident's
| unique physical and psycho social needs and

preferences, and an evaluation of the facility' s
ability to meet the resident ' s needs.
{b) Within 14 days of admission the congregate
care supervisor shall coordinate the development
of awritten service plan which takes into account
the resident ' s health assessment obtained
pursuant to subsection (6); the resident ' s unique
physical and psycho social needs and
preferences; and how the facility witl meet the
resident’ s needs including the following if
: required:
1. Health monitoring;
2. Assistance with personal care services,
3. Nursing services;
4. Supervision; i
5. Special diets; .
6. Ancillary services; i
7. The provision of other services such as i
transportation and supportive services; and !
8. The manner of service provision, and !
identification of service providers, including family |
and friends, in keeping with resident preferences.

|
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{¢) Pursuant to the definitions of * shared
responsibility " and " managed risk " as
provided in Section 420.02, F.S,, the service plan
shall be developed and agreed upon by the
resident or the resident ' s representative or
designee, surrogate, guardian, or attorney-in-fact,
the facility designee, and shall reflect the
responsibility and right of the resident to consider
options and assume risks when making choices
pertaining to the resident ' s service needs and
preferences,

{d) The service plan shall be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident ' s physical or mental
status, or pursuant to recommendations for
modifications in the resident ’ s care as
documented in the nursing assessment.

This Statute or Rule Is not met as evidenced by:
Based on interviews and record reviews the
facility failed to provide an individual service plan
based on the resident's specific need of treatment
for 1 of 2 residents (#2).

Findings include:

During an interview with the administrator on
_..._.... about 12:07 PM. She confirmed one
service plan is designed for all residents and
there was no individual service plan for resident
#2.

A review of resident's #2 service plan revealed
generic typed service plan. The service plan did
not have his name, a date, or any individualized
treatment for the resident's condition.
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58A-5.030(8) FAC ECC - Services

| (8) EXTENDED CONGREGATE CARE

SERVICES. All services shall be provided in the
least restrictive environment, and in a manner
which respects the resident ' s independence,
privacy, and dignity.

{a) An extended congregate care program may
provide supportive services including social
service needs, counseling, emotional support,
networking, assistance with securing social and

leisure services, shopping service, escort service, *

companionship, family support, information and
referral, assistance in developing and

imp ing self directed activities, and
volunteer services. Family or friends shall be
encouraged to provide supportive services for
residents. The facility shail provide training for
family or friends to enable them to provide
supportive services in accordance with the
resident ' s service plan.

{b) An extended congregate care program shall

make available the following additional services if |

required by the resident ' s service plan:

1. Total help with bathing, dressing, rand
toileting;

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
functions and weight;

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident ' s food and fluid intake and output;

5. Ass with self: ini d medications,

. or the administration of medications and

treatments pursuant to a health care provider’ s
order. If the individual needs assistance with
self-administration the facility must inform the

AE206

AE207
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resident of the qualifications of staff who will be
providing this assistance, and if unlicensed staff
wili be providing such assistance, obtain the
resident ' s or the resident ' s surrogate, guardian,
or attorney-in-fact ' s informed consent to provide
such assistance as required under Section
429256, F 8.

6. Supervision of residents with and

7. Health education and counseling and the

i ion of heal ing programs
and preventive regimes;

8. Provision or arrangement for rehabifitative
services; and

9. Provision of escort services to health related
appointments.

(¢} Licensed nursing staff in an extended
congregate care program may provide any
nursing service permitted within the scope of their
license consistent with the residency
requirements of this rule and the facility * s written
policies and procedures, and the nursing services
are;

1. Authorized by a health care provider ' s order
and pursuant to a plan of care;

2. Medically necessary and appropriate for
treatment of the resident ' s condition;

3. In accordance with the prevailing standard of
practice in the nursing community;

4. A service that can be safely, effectively, and
efficiently provided in the facility;

5. Recorded in nursing progress notes,; and

8. In accordance with the resident ' s service
plan.

{d) At least monthly, or more frequently if required
by the resident ' s service plan, a nursing |
assessment of the resident shall be conducted.
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This Statute or Rule is not met as evidenced by:
Based on observation, record reviews and
interviews the facility failed to ensure a liciened
nurse provided nursing services by allowing

+ unlicensed staff member to perform hydration via
a « Endoscopic .

tube that could directly effected the physical
health and safety for 1of 3 residents (#2).

Findings include:
On » about 9:44AM observed staff member
B poured 400c's of water into a 60m! Syringe to
flush out resident #2's Endoscopic
) tube. After staff member B
completed the tube flush, Administrator,
Registered Nurse (RN) stated resident #2 needs
to sit up for 10 minutes.

During an interview on about 12:11PM
with staff member B, she confirmed she has been
flushing resident #2 ' s tube for two weeks

and she only flushes the tube with water. She
also stated the Administrator, RN is training her
and watching her perform flushing the tube.

During an interview on about 12:42PM
the administrator confirmed staff member B has
been performing resident #2's | Tube flushing
since a week ago and that she trained staff
member B how to perform the flushes.

Class It
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FLORIDA AGENCY FOR HEALTH CARE ADVINSTRATION

ELL DUDEK
Ré%(végglo—; Better Health Care for all Floridians é@%gg— ARY
R ,2012
Administrator

L & L Assisted Living Community Inc
4211 Chaires Cross Rd
Talahassee, FL 32317

Dear Administrator:

This letter reports the findings of a state licensure Extended Congregate Care survey that was conducted on
, 2012 by a representatives 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 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.shtm! 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(s). Should you have any questions please call me at (850)
412-4540.

Sincerely,

Q Donah Heiberg, M.S.W.
Field Office Manager

DH/kb

Enclosure
XG99

Tallahassee Fleid Office
2727 Mahan Drive, Mail Stop #46
Tallahassee, Fl. 32308

Phone 850-412-4540; Fax (850} 922-9162

Headquarters

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




