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| (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

. |, trained to assist with seff-administered
imedication in accordance with Rule 58A-5.0191,
FAC, and able to demonstrate to the

the ability to jy read and

interpret a prescription label, must be available to
assnst r&sldents with self-admmtstered

ce with p

described in Sechon 429 256, F. S
(b} Assi of
medication mcludes vetbally promptmg a resndent
to take i and
openmg a properly labeied medlcat\on contamer

and n Section
| 429 256(3) F.8. In order !o facrma!e assastanoe
| with seif-administration, staff may prepare and
| make available such items as water, juice, cups,
! and spoons. Staff may also returmn unused doses
fo 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
i | reaction to the medication shall be reported to the
i ! resident’ s health care provider and documented
| in the resident ' s record.
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Pagl
. (d) When a resident who receives assistance with ;
medication is away from the facility and from j
facility staff, the foliowing options are availableto ;
enable the resident o take medication as :
 praseribed: |
1. The health care nrovider may proscnhe & ;
o me dication
resident’ s Dreseme in the facility;
2 The medication container may be given to the
resident or 2 friend or family member upon
Ieaving the facility, with this fact noted in the
resident ' s medication record;
3.The medication may be transferred to a pilt
to the
subsectton (2), and given o the resldent a fnend
or family member upon leaving the facility, with
this fact noted in the resident’ s medication

record, or

4. Z may be ibed and
i dispensed in an easier to use fotm such as unit

dose packaging,

(e) Pursuant to Section 429.258(4)(h), F. S., the
term " competent resident " means thatme
resident is cognizant of when a medication is
required and understands the purpose for taking

the medication.
| (f) Pursuant to Section 429. 256(4)(1) F S the
| terms " judgment” and " discretion * mean |

interpreting vital signs and evaluating or |
assessing a resident* s condlhon

{4) Assi 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.
()] The pfeparaucn of syringes for injection or the !
by any inj
| route. 1
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(¢) Administration of medications through
L i positive ¢ i
lora .l

(d) Administration of medications by way of 3

tube inserted in 3 cavity of the body
i {e} Administration of parenteral preparations.
L {f) irrigations or debri nis used in the
| treatment of a skin cond!
{Q) s T oor preparations.

(k) Medications ordered by the physician or
hesith 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 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 inistration requires j or
discretion on the part of the unlficensed person.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility's staff
{#1) failed to follow appropriate proqedure when

she assisted 2 out of 3 samp #1,
#2) with their self-administration of their
medications.

Findings include:

1. Observation on at 8:21 am. found that

staff #1 did not wash her hands prior assisting
resident #1 with herself administration of her

ication, Staff #1 fcati
belonged to resident # 1 from and placed
them in her hands and then to a plastic cup. She
approached resident #1 and placed one by one
medication from plastic cup to her hand and then
| resident #1's hand. Staff observed resident taking

e e T Tov'S
AHCA Form 3020-0001
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| her medications. Staff did not verbally prompted
| resident #1 to take medications as directed. Staff
1 did not mark the Medication Observation Record
| (MOR).
. 2 Observation on at 8:42 a.m. found that
| staff #1 did not wash her hands prior assisting
| resident #2 with herself administration of her

ication. Staff #1 icati
belonged to resident # 2 from and placed
them in her hands and then to a plastic cup. She
approached resident #2 and placed one by one
medication from plastic cup to her hand and then
resident #2's hand. Staff observed resident taking
her medications. Staff did not verbally prompted
resident #1 to take medications as directed. Staff
marked in advance the Medication Observation
record.

Administrator acknowledged the findings during
interview conducted on at 2:00 pm.

Class It

A 055 58A-5.0185(6) FAC Medication - Storage and A 055
88=D | Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and

p of i and to

residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
iocked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
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for shall be

lly stored
i
1. The facility administers the medication;
2. The resident requests centrai storage. The
facility shalt maintain a list of all medications
being stored pursuant to such a request,
3. The medication is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
§. The facility determines that because of
physical arrangements and the conditions or
habits of resk the p i ion of
medication by a resident poses a safety hazard to
other residents; or
6. The facility ' s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, F.AC.
(b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
focked storage receptacle, . or area at alt
times,
2. Located in an area free of dampness and

1} it except thata icati

quiril shall be refri
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staff responsible for filling
- > sting with seif-admin

)

P

or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

A055
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(¢) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident ' s health care
provider.
(d) When a resident’ s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident ‘s
family, or the resident s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident' s
medications are sfill at the facnlnty, the

ions shall be i d and
may di ofin e with p: p
(e).
(e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident's record The medlcauon may be taken

toapl for di i or ray be

by the administrator or des:gnee with one

(f) Fac:lmes that hold a Special-ALF permit issued

by the Board of Pharmacy may return dispensed
dicinal drugs to the di

pursuant to Rule 64B16-28.870, F. AC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to have medications locked at all times.

Findings include:

ADS5
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Observation on at 7:55a.m. found
medication cabinet where all medications kept
being Cabinet i for
the course of the survey.

Administrator acknowledged the findings on
at 2:00 pm.

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including . Freedom from
— must be documented on an annual
basis. A person with a positive test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, oris of having, a i

, heishe shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with hisher level of education, training,
preparation, and i # provid
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall their ibilities,
with their qualifications, to observe residents, to
document observations on the appropriate
resident’ s record, and to report the observations

A055

A078
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to the resident ' s health care provider in
accordance with this rule chapter.
(c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
{d) Staff provided by a staffing agency or

pl by a busi entity ing to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor wili be providing to
residents.
(e} For facilities with a licensed capacity of 17 or
more residents, the facility shall;
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for ali staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to obtain within 30 days of employment a
statement from a health care provider, based on
an examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable .
including for staff #1 and to obtain a
physician statement that the person does not
have any signs or symptoms of a communicable

including on an annual basis
for staff #2.

Findings include:

1. Record review for staff #1 (hired )
revealed that she did not have a statement from a
health care provider, based on an examination
conducted within the last six months, that the
person does not have any signs or symptoms ofa

STATE FORM
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communicable including

2. Record review for staff #2 (hired )

revealed that the last statement on file dated
and expired on

Administrator acknowledged the findings on
at 2:00 pm

Class il

58A-5.0191(8) FAC LMH - Training

(8) LIMITED MENTAL HEALTH TRAINING.

(a) Pursuant to Section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents ina
licensed limited mental health facility, must
receive the following training:

1. Aminimum of 8 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
receiving a fimited mental health license or within
6 months of employment in a limited mental
health facility.

b. Staffin " 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 h may

count once for 6 of the 12 hours of continuing
required for ini and

managers pursuant to Section 428.52(4), FS,

and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education,

AQ78

AL243
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which may be provided by the ALF
or through distance learning, bienni
in subjects dealing with one or more of the
following topics:
a. Mental heaith diagnoses; and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventi resident prog in achievi
goals; how to L in the

resident ' s status or condition that may affect
other sefvices received or may require
intervention; and crisis services and the

procedures.
3. For administrators and managers, the

inui { qui under this
subsection will satisfy 3 of the 12 hours of

C required bi p
1o Section 429.52(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education

qui under this ion shall have up
10 6 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not
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

P ph (a)2. of this ion, are

retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility's
staff failed to obtain 3 hour continuing education
in which may be provided by the ALF

AL243

L
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or through di leaming,
btenmally thereafter in subjects dealing with one
or more of mental health topics.
Findings include:
Record review for staff #2 (administrator hired
) revealed that he did not have the 3
hours continuing education in mental health
topics.
Administrator stated during interview conducted
on at 2:00 pm that he was not aware of
the requirement.
Class Iit
AFICA Form 3020-0001
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FLORIDA AGENCY FOR HEALTH CARE ADMING TRATION

RICK 8COTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
. ,2012
Administrator
Edad De Oro Senior Care Inc

17891 Sw 152 Court
Miami, FL 33187

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012by
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 12/27/2012 to verify that the nec 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 i

consumer satisfaction survey system. You may access the questionnaire through the Jink 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 anty questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

{fArlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90
Headquarters Miami Fiekt Office
2727 Mahan Drive 8333 N.W. 53rd Street, Sulte 300
Tallahassee, FL 32308 Miami, FL 33166

hitp./fahca.myflorida.com Phone (305) 593-3100; Fax (308) 593-3121




