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Initial Comments

An Abbreviated Biennial Survey was conducted
on ;, 2012. Chanel Nursing Care
Assisted Living Facility with Limited Nursing
Services had the following deficiencies.

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

(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 at least

, frained to assist with seif-administered
medication in accordance with Rule 58A-5.0191,
F.AC., and able to demonstrate to the

or the abl ity to read and

interpreta p fon label, must be avai to
assist residents with self- administered
medications in accordance with procedures
described in Section 429.256, F.S.
) with self-admi ion of
medication lncludes verbally promptlng a resndent
to take i NS as pre g and
opening a properly labeled medication contamer
and providing assistance as specified in Section
429.256(3), F.S. In order to facifitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.
(c) Staff shall observe the resident take the
medication. Any concerns about the resident’ s
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
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medication is away from the facility and from
facility staff, the following options are available to
enable 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
to the i

subsectlon (2), and given to the res;dent 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;
{e) Pursuant to Section 429.256(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 " N condition.
(4) i e with ion 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
administration of medications by any injectable
route.
{c) Administration of medications through

A052

AHCA Form 3020-00GT
STATE FORM

oses

Y1LC11

# continuation sheet 20f 7



STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 10/29/2012

FORM APPROVED

AL11967448

{X2) MULTIPLE CONSTRUCTION

A. BULDING
B WING

{X3) DATE SURVEY

COMPLETED

NAME OF PROVIDER OR SUPPLIER

3175

STREET ADDRESS, CITY, STATE, ZIP CODE

CHANEL NURSING CARE ALF, CORP ity

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL.
REGULATORY OR LSC IDENTIFYING iINFORMATION)

i
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

X5)
COMPLETE
DATE

AQ52

Continued From page 2 A052

ir i positive p hing machines
ora 0.0

{d) Admlnlstranon of medications by way of a
tube inserted in a cavity of the body.

(e} Administration of , preparations.

(f) Irrigations or debriding agents used in the
treatment of a skin condition.

(@) ,or preparations.

{h) Medxcatlons 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.

(1} Medications for which the time of
administration, the amount, the strength of
dosage, the method of admmlstratnon or the
reason for ini ion requires jud or
discretion on the part of the unlicensed person,

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 5 sampled employees
properly frained in the areas of ASSISTANCE
WITH SELF-ADMINISTRATION.

Findings includes:

1. Record review revealed that employee #2
(caretaker) who started on , did not have
her proper training by a RN or Pharmacist in the
area of ASSISTANCE WITH
SELF-ADMINISTRATION.

2. Interviewed administrator on @ 10:00
am, she stated that employee #2 did not have her
training by the licensed professionals as needed.
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{" ADRD ") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule 9N-1.001, FA.C.
Florida Building Code Adopted, must ensure that
facility staff receive the following training.

{a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between , 1998 and , 2003
shall satisfy this requirement. Fagcility staff who
meet the requirements for ADRD training
providers under paragraph (g} of this subsection
will be considered as having met this
requirement. * Staff who have regular contact "
means staff who interact on a daily basis with
residents but do not provide direct care to

residents. Initial training, entitled 's
and Related Level ! Training, "

must address the following subject areas:

1. Understandung and

related

2. Charactenstxcs of '
3. Communicating with residents with

s V
4, Family issues,
5. Resident environment; and
6. Ethical issues.
(b} Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S,, shall be considered to have
met the initial assnsted fiving facility

and Related i Level | Training.
{c) Facility staff who provide direct care to
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residents with ADRD must obtain an addmonal 4
hours of training, entitled 's
and Related Level Il Training, * within
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g} of this subsection will be
constdered as having met this requirement.
Related
Level 1] Trammg must address the following
subject areas as they apply to these
1. Behavior management;
2. Assistance with ADLs;
3. Activities for residents;
4. Stress management for the care giver; and
5. Medical information.
{d) A defailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs {a) and (b}
of this subsection can be found in the document
“ Training Guidelines for the Special Care of
Persons with and Related
. " dated 1999, incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 420.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.S., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under

| Section 429.178, F.S., within three (3) months of
- employment. " incidental contact

means all
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staff who neither provide direct care nor are in
regular contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor " s degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related
2 Three years of practical experlence ina
program providing care to persons with

or related ;5 or
3 Ce falized training p! in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related
(h) With to
(g), a Master ' s degree from an accredlted
college or university in a subject related to the
content of this training program can substitute for
the e. Years of i
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor ' s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 5 sampled employees to
have her training in the areas for

Findings includes:

1. Record review revealed employee #2
{caretaker) who started on 1, did not have
her proper training by a certified trainer from the
Department of Elder Affairs in the area for
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.. Resident #2's record stated
that she has and employee #2
has direct contact with this resident on a daily
basis.
2. Interviewed administrator on @1:.00
pm, she stated that employee #2 (caretaker) did
not have her training in the area for
: from the Department of Eider Affairs.
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FLORDA AGENCY FOR HEALTH CARE ADMINGTRATON

RICK SCOTT L ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
...... 42012
Administrator

Chanel Nursing Care Alf, Corp
14111 Sw 43 Street
Miami, FL. 33175

Dear Administrator: .

This letter reports the findings of a state licensure survey that was conducted on , 2012 by
representative(s) 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 11/29/2012 that the necessary corrections are in
place to correct the deficiencies identified on your survey. .

dhack foll

The Quality Assurance Questionnaire has long been employed to obtain your fe ing 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 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 Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
. /
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90

Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W, 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, Fi. 33166

hitp/iahca.myflorida.com Phone (305) 593-3100; Fax (305) §93-3121




