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Initial Comments

A Standard Biennial Survey was conducted on
. At Corner House ALF. There where
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 seff-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
futfilment of this requirement must meet the
following criteria:

(a) Training must cover state law and rule
requirements with respect to the supervision,

i e, ini ion, and of
medications in assisted living facilities;
procedures and technigues 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
inciude demonstrations of proper technigues 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
training certificate to a trainee who demonstrates
an abiiity to:
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Continued From page 1

1. Read and understand a prescription label;
2. Provide assi with seif- int ion in
accordance with Section 428.256, F.S., and Rule
58A-5.0185, F.AC., including:
a. Assist with oral dosage forms, | dosage
forms, and | . s 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 heaith 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

i e with self-admini 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 review and interview the facility
failed to ensure that unlicensed personnel who
provide assistant with self-administered
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medications received the initial 4 hours of training

prior to assuming this responsibility for 1 out of 4
(#3) (hire date ) sampled staff.

Findings include:

Record review on ., 2013 of sampled
staff #3 (hire date / 1) did not have
documentation of having received the required
training in assisting residents with the
self-administration of medication available at time
of survey.

interview with staff #1 on lat1:15p.m.
staff #1 stated; "I will ask her if she has done the
updated training, she is good about keeping up
with all her training’s, she might have the update
at home, if not she will be scheduled for the next
available training.”
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RICK 8COTT -~ ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

2013

Administrator
Corner House

1895 Sw 11th Terrace
Miami, F1. 33135

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2013 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi 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 to verify that the necessary corrections are in place
1o 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
httg://q_hca.myﬂqrida4com_(l?ublicatigns/Forms‘As,ht-mI 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, Heaith Facility Evaluator Supervisor at (305) 593-3160.

Sincerely,
- J
Arlene Mayo-Davis

Field Office Manager

AMD:sy
Enclosure
XG990

readquarters

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

Miami Field Office

8333 NW. 53rd Street, Suite 300

Miami, Fi 33166

Phone (305) 593-3100; Fax (305) 583-3121




