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Initial Comments

A Complaint (CCR #2013000207) Investigation
Survey was conducted on . 2013
Restored Living Facility had deficiencies found at
the time of the survey.

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

, trained to assist with self-administered
Medication in accordance with Rule 58A-5.0191,
F.AC. and able to demonstrate to the
administrator the ability o accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S
{b) Assistance with self-administration of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
428.256(3), F.S. In order to facilifate 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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[ measuring a prescribed amount of liquid

{

Continued From page 1 | AO52
3
medication is away from the facility and from !
{acility staff, the following options are available to |
enable the resident to take medication as j
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 {o 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
organizer pursuant to the requirements of
subsection (2), and given to the resident, 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 ' s condition.
{4) Assistance with self-administration does not
include:
(a) Mixing, 1, converting, or

J medication doses, except for

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
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! intermittent positive pressure breathing machines l

tora.llotoon |
(d) Administration of medications by way of a

i tube inserted in a cavity of the body.

| {&) Administration of , preparations.

| () lrrigations or debriding agents used in the
treatment of a skin condition.

i{g) \ lor _ preparations.

| (h) Medications 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

| 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

i dosage, the method of administration, or the

i reason for administration requires judgment or

. discretion on the part of the unlicensed person.

| This Statute or Rule is not met as evidenced by:

| Based on observations and interview the assisted
fiving facility's did not foliow the appropriate steps

[ when assisting residents with self-administration

| of medication.

| Findings include:

; Observations on from 8:10a.m. to

: 8:20 am. found that staff #3 assisted residents
#1, #2, and #3 with there morning medications.
Staff #3 was observed not wearing gloves while

1 dispensing the medications to the residents. Staff

1 #3 took the medications from the residents’ bingo
medication cards, into her hands, and into either

. the resident's hand or into a smali cup. Staff#3
did not read the medication labels to the residents !

: and she did not match up the medications to the
resident's medication observation record (MOR).

RESTORED LIVING FACILITY MIAMI, FL 33169
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! As staff #3 was assisting resident #3 on

| at 8:20 a.m. with her morning medications, she

| did not read the D3 direction label and

i gave the resident four pills to take. Resident #'s
: label stated that she could have 1102

pills per day.

Interview with staff #3 on iat10:40 am.
confirmed that she did not wear gloves during the
medication pass and that she heid the resident's
medications in her hands. She confirmed that
she did not read the medications labels to the
residents. She revealed that resident #3 was
recently admitted to the facility and that her family
told her to give resident #3 four D3 pills in
the morning. She confirmed that she did not
have an order from a doctor regarding resident
#3's

Class Il

A 054
§8=D

58A-5.0185(5) FAC Medication - Records

(5) MEDICATION RECORDS.

{a) For residents who use a pill organizer

managed under subsection (2}, the facility shall

| keep either the original labeled medication
container; or & medication listing with the

| prescription number, the name and address of
the issuing pharmacy, the health care provider's
name, the resident’ s name, the date dispensed,
the name and strength of the drug, and the
directions for use.

i {b} The facility shail maintain a daily medication

observation record (MOR) for each resident who

receives assistance with self-administration of

medications or medication administration. AMOR

must include the name of the resident and any

known " .. the resident may have, the name

{ AD52
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Continued From page 4 i
of the resident ' s health care provider, the health )

i care provider ' s telephone number, the name,

strength, and directions for use of each

| medication; and a chart for recording each time
| the medication is taken, any missed dosages,
; refusals to take medication as prescribed, or

: immediately updated each time the medication is |
i offered or administered.

i {c} For medications which serve as chemical
|

| 429.41, F.8,, maintain a record of the prescribing
| medication.

. This Statute or Rule is not met as evidenced by:

| interview the assisted living facility failed to have

. out of 3 (#1) sampled residents.

! Resident #1 had , which was
| written on the MOR as PRN (as needed) but the
+ facility did not document when the resident took |

i

i Findings include:

+ initialed for (one day early). Doc-Q-Lace |

{
medication errors. The MOR must be :
i
]
|
i

...\, the faciiity shall, pursuant to Section

physician ' s annual evaluation of the use of the

Based on observations, record review, and

a maintained medication observation record for 1

Medication and record review for resident #1 on

at 8:53 a.m. found that the facility did
not have a maintained medication observation
record {(MOR) for the resident.

25 milligrams (mg) marked "

R {refused) for - but there are two other
pills in the bingo card which were not given but
intialed as given, Zeasorb-AF 2% powder was |

100 mg initialed form to but there
is one pilf still in the bingo card from - but
was initialed as given.

the PRN medications on the MOR.
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[ .. had two columns which were
i initialed dasty on the MOR but the facility did not
have the times documented. |

| The medications and the MOR were review with

| the owner (staff #3) on at 10:50 am.

i who confirmed that the MOR for resident #3 was
not maintained.

i Class Hii

A D57 58A-5.0185(8) FAC Medication - Over The A057
$8=D| Counter (OTC) Products

; (8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
mc!udes but is not fimited to, OTC medications,

. hutritional supplements and

| nu(raceutrcals hereafter referred to as OTC

| products, which can be sold without a

. prescription.

{a) A stock supply of OTC products for multiple

{ resident use is not permitted in any facility.

(b} OTC products, including those prescribed by

a licensed health care provider, must be labeled

with the resident ' s name and the manufacturer’

s label with directions for use, or the licensed

heaith care provider ' s directions for use. No

other labeling requirements are necessary nor
should be required.

(c) Residents or their representatives may

purchase OTC products from an establishment of

their choice.

(d) Afacility cannot require a licensed heaith care

provider ' s order for all OTC products when a

resident self-administers his or her own

medications, or when staff provides assistance

with seff-administration of medications pursuant
to Section 429.256, F.S. Alicensed health care

provider ' s order is required when a licensed
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; nurse provides assistance with seif-administration
| or administration of medications, which includes

| OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b} and {c) of this subsection are i
required.

This Statute or Rule is not met as evidenced by:

Based on observations and interview the assisted
living facility failed to label 1 out of 3 (#3) sampled H
resident’s over the counter medications. i

Findings include:

Observations on - at 8:20 a.m. during
resident #3's medication pass found that the
facility had unlabeled over the counter
medications for D3-1000 1U and

81 milligrams which were given to resident #3.

interview with the owner, staff #3, on at
10:56 a.m. revealed that resident #3's family
provided the over the counter medications and
she confirmed that the medications were not
labeled with resident #3's name.

Class i

Class Il

A Q77 58A-5.019(1) FAC Staffing Standards - AQ77
S8=D' Administrators

Staffing Standards.

{1y ADMINISTRATORS. Every facility shall be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of adequate care to all |
AHCA Form 3020-0001

STATE FORM b R1H311
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Continued From page 7

residents as required by Part | of Chapter 429,
F.8., and this rule chapter :
(a) The administrators shall: H
1. Beatleast o }
2. if employed on or after , 1980, have
a high school diploma or general equivalency
diploma (G.E.D.), or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed on or after

, 1995, must have a high school
diploma or G.E.D;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
429.174, F.S.; and
4. Complete the core training requirement
pursuant to Rule 58A-5.0191, FA.C.
{b) Administrators may supervise a maximum of
either three assisted living facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facility shall appoint in writing a separate "
manager " for each facility who must:
1. Beatleast ;and
2. Complete the core training requirement
pursuant to Rule 58A-5.0191, F.AC,
(o) Pursuant to Section 428.176, F.S., facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10} days of :
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1008, 2006, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background
screening on the new administrator in
accordance with Section 429.174, F.S., and Rule |
58A-5.014, FAC |

i

P AQT7
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to ensure that the
administrator had a high school diploma or
general equivalency diploma which was legible.
The facility's administrator who supervised more
than one facility failed to appoint a manager in
writing.

Findings include:

Record review found that the listed administrator
did not have a legible copy of a high diploma at
the facility. The document which was presented
was not readable and the words were faded.
Record review revealed that the administrator
supervised two facilities. Review of facility
records found no written documentation of the
appointment of a manager.

The record was reviewed with the owner, staff #3,
on at 10:36 a.m. who confirmed that
the document presented as proof of high school
completion was not readable. The owner
revealed that the facility did not have a manager.

Class il

;\307& 58A-5.019(2) FAC Staffing Standards - Staff § AO78
=D i
| (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 do« ave any signs |
AMCA Form 3020-0007
STATE FORM b RIH3M i continuation sheet § of 15
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or symptoms of a communicable :
including . Freedom from '
R must be documented on an annuat
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, or is suspected of having, a communicable
, he/she shall be removed from duties
until the administrator determines that such
condition no onger exists.
(b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
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
employed by a business entity contracting 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 will be providing to
residents. i
{e) For facilities with a licensed capacity of 17 or ¢ H
more residents, the facility shall: i
+ 1. Develop & written job description for each staft |

|
i

AHCA Form 3020-0001
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A 078 Continued From page 10
position and provide a copy of the job description |

to each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facifity failed to ensure that 1 out of
5 (#1) sampled staff members have an annual
freedom from statement.

Findings include:
Record review found that the fisted administrator,
staff #1's last annual freedom from

communicable s including
statement was dated and expired
/

The record was review with the owner, staff #3,

{ who confirmed on at 10:35 a.m, the

last ... .. statement was dated
Class It
58A-5.0191(3) FAC Training - ... ./

(3)

E
e (.1 ). Pursuant to Section
381.0035, F.8., all facility empioyees, with the
exception of employees subject to the

| requirements of Section 456,033, F.S., must

omplete a ocne-time education course on

land , including the topics prescribed in the

Section 381.0035, F.S. New facility staff must

| obtain the training within 30 days of employment.
¢ Documentation of compliance must be

| maintained in accordance with subsection (12) of
| this rule.

; AD78

A082
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i
| This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to ensure that 1 out of
5 (#1) sampied staff members received  /
training within 30 days of employment.

Findings include:

Record review revealed that staff #1
(administrator; application date } did not
have any documentation of having /

training at the facility

Interview with the owner, staff #3, on at
10:35 a.m. revealed that the administrator did not
have / training at the facility.

Class i

A 084 58A-5.0191(5) FAC Training - Assis Self-Admin A084
$5=Di Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons whe will be
providing assi: e with self- inistered
medications as described in Rule 58A-5.0185,
F.AC,, 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 technigues for assisting the

 resident with self-administration of medication

AHCA Form 3020-0001
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Continued From page 12

including how to read a prescription fabel;
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 shalt
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
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 429.256, F.8., and Rule
58A-5.0185, F. A.C,, including:

a. Assist with oral dosage forms, | dosage
forms,and | 1 | 8 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

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

| ADB4
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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
assistance with self-administered 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
assisted living facility failed to ensure that 3 out of
5 (#3, #4, and #5) sampled staff members who
assisted with self administration of medication
had minimum of 4 hours of medication training.

Findings include:

Observations on from 8:10 a.m. to
8:25 am. found that staff #3 assisted residents
#1, #2, and #3 with there morning medications.

Record review found that staff #3 did not have
any documentation of taking the initial 4 hours of
medication training prior to assuming this
responsibility. Record review found that staff #4
completed 4 hours of medication training. The
facility did not have any documentation that the
training for staff #4 was completed by a licensed
registered nurse or pharmacist. Record review |
found that staff #5 did not have any i
documentation that she completed the initial 4 H
hours of medication training. i
i

interview with staff #3 on at10:36 am. |
revealed that she gives out the medications to the ;
residents most of the time. She confirmed that |

AHCA Form 3020-0001
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! staff #4 and #5 did not have the needed
documentation for the medication training.

| Class Bl
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EORDAAGENCY FORHEATH CAE ADMINSRATON

RICK 8COTT : ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
, 2013
Administrator
Restored Living Facility

1470 Nw 174 Street
Miami, FL 33169

Dear Administrator:
Re: CCR #2013000207

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

o

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id
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 afier {0 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.shtml as a first step in providing a web-based i

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, .
%4 0 mé W
£en Arlene Mayo-Davis
“ Field Office Manager

AMD:sy
Enclosure
XG90

Miami Field Office

8333 N.W. §3rd Street, Suite 300

Miami, FL 33166

Phone (305) 563-3100; Fax (305) 593-3121

Headquarters

2727 Mahan Drive
TaHahassee, FL 32308
http:/fahca.myflorida.com




