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A0O0 Initial Comments
Assisted Living Facility

Abiennial state licensure survey was conducted
on .

The Horizon Bay Vibrant Retirement Living #446,
assisted living facility, had deficiencies found at
the time of the visit.

A 081, 58A-5.0181(2) FAC Training - Staff In-Service

(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff.
(@) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
faclity sanitation procedures before pfov:dmg
p care to resi of
compliance with the staff training requirements of
28 CFR 1910.1030, relating to borne
. may be used to meet this
requirement,
{b) Staff who provide direct care to residents
| must receive a minimum of 1 hour in-service
i training within 30 days of employment that covers
the following subjects:
| 1. Reporting major incidents.
| 2. Reporting adverse incidents.
3. Facility emergency procedures including
| chain-of-command and staff roles relating to
| emergency evacuation.
(c) Staff who provide direct care to residents, who
have not taken the core training program, shall
| receive a minimum of 1 hour in-service training
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within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident y

neglect, and .70

{d} Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with Rule 59A-8.0095,

F.AC., mustreceive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving,

(e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

| {f) All facility staff shall receive in-service training

| regarding the facility ' s resident efopement
policies and p d within thirty

{30) days of empioyment.

1. All facility staff shall be provided with a copy of

the facility * s resident elopement response

policies and procedures.

2. Alf facility staff shall demonstrate an

understanding and competency in the

impl ion of the el

it resp

| policies and procedures.
i

This Statute or Rule is not met as evidenced by:
| Based on record review and interview, one of four
| staff sampled (D) who had been employed at
least 30 days had not received all required
| training.
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A 081 Continued From page 2
Findings include:

| Personnel file review during the survey
revealed that Staff D, hired as caregiver , had
| no documented evidence verifying that he/she
| had received training in the following areas: a)

i safe food handling practices; b) the facifity's
| elopement policies/procedures; c) facility
emergency procedures including chain of
command and staff roles relating to emergency

| evacuation and the reporting of major/adverse
incidents; and d) recognizing and reportmg

‘ resident ’ . neglectand |

| Interview with the director of nursing at

| approximately 12:40 p.m. on revealed
that "this employee stili needed some
| foundational training.”

|
Class it

|
|

084 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
with self-
medrcatlons as described in Rule 58A-5.0185,
| F.A.C., must meet the training requirements
pursuant to Section 429 52(5), .S, prior to
| assuming this responsibility. Courses provided in
| fulfitment of this requirement must meet the
| following criteria:
(a) Training must cover state law and rule
| requirements with respect to the supervision,
1, and
! medlcat;ons in assisted living facilities;
procedures and techniques for assisting the
| resident with self-administration of medication
| including how to read a prescription label;

of
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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
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to:
1. Read and understand a prescnptlon !abet
2. Provide assi with
accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms, | dosage
forms, and X . 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
i facility employer of inability to assist in the
admmlstratlon 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 medlcatlons and have
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! successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of

| continuing education training on providing

i i with self- ini icati

and safe medication practices in an assisted

 living facility. The 2 hours of continuing education

| training shail 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, one of four
| staff sampled (C) who assisted residents with

W medication seif-administration as a part of his/her
duties did not have any documented evidence of
the required training in their employee record.

| Findings include:

| Staff file review indicated that Employee C (hired
) had no d i ifyi i

| 1 verifying

| of either the original 4 hour training of providing
| i with icati if- ini ion or
 any subsequent 2-hour update. Interview with the
| director of nursing at approximately 12:45 p.m. on
| revealed that said training had been

| received, but "she was unsure where the

| documentation was located ”

|

Class Il

|
A090 58A-5.0191(11) FAC Training - Do Not
| Orders

Ty N
TRAINING.

| (a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one

A084

A 090

|
i
|
I
\
l
1
|
\
{
|
|
i
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hour of training in the facility * s policies and
| procedures regarding within 60 days
| after the effective date of this rule,
(b) Newly hired facility administrators, managers,
‘ direct care siaff and staff involved in resident
| admissions must receive at least one hour of
i training in the facility ' s policy and procedures
regarding within 30 days after
| employment.
(c) Training shall consist of the information
| included in Rule 58A-5.0186, F.A.C.

| This Statute or Rule is not met as evidenced by:
Based on record review and interview, one of four

| staff sampled (D) who had been empioyed at
least 30 days had not yet received the 1 hour
training regarding the facility's policies/procedures

| pertaining to i\

|

. Findings inciude:

' Personnel record review revealed that Staff C,
| hired , had no documentation attesting to the
| fact that hefshe had received the 1 hour training
| in the facility's policies/procedures regarding

. Interview with the director of nursing at
| approximately 12:50 p.m. on indicated
| that "this employee was scheduled for this

training for the upcoming week."

i

| Class m
|
i
i

|
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FLORIDA AGENCY FOR HEALTH CARE ADVINISTRATION.

E
R(’;%(vggggz Better Heaith Care for all Floridians Eug’é’é REEQ)SEK

, 2013

Administrator

Horizon Bay Vibrant Ret Living 446
414 Chapman Road East

Lutz, FI. 33549

Dear Administrator:

This letter reports the findings of a biennial state licensure survey that was conducted on ,2013,bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id d
on the day of the visit. Section 408.81 1{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 to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

The Quality Assurance Questionnaire has long been iployed 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 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
fessional and i lication of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

ely,
g
Patricia Reid Caufthan
f of Field Office Manager
PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

§25 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701

Phone (727} 552-2000; Fax {727) 552-1161

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:/fahca.myforida.com




