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Initial Comments

A Limited Nursing Service Survey monitoring was
conducted on .. Isa Adult Home Care
had deficiencies found at the time of the survey.

58A-5.0185(4) FAC Medication - Administration

{4) MEDICATION ADMINISTRATION.
{a) For facilities which provide medication
adminisiration a staff member, who is licensed to
administer medications, must be available to
administer medications in accordance with a
health care provider ' s order or prescription label.
(b} Unusual reactions or a significant change in
the resident ' s heaith or behavior shall be
documented in the resident " s record and
reported immediately to the resident’ s health
care provider. The contact with the health care
provider shall also be documented in the resident
*s record.
(c) Medication administration includes the
conducting of any examination or testing such as
| glucese testing or other procedure
necessary for the proper administration of
medication that the resident cannot conduct
himself and that can be performed by licensed
staff.
(d) A facility which performs clinical laboratory
tests for residents, including glucose
testing, must be in compliance with the federat
Clinical Laboratory Improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.8. A
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
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Continued From page 1

performing clinical laboratory testing with the
residents ' own equipment. Information about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, Tallahassee, FL 32308; telephone
(850)487-3109,

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview Assisted Living Facility's unlicensed staff
performed medication administration.
Findings include:
1. Observation on at 12:25 p.m.
revealed that in #.wasa
machine for used of resident #1.
2. Record review of resident #1 revealed that
resident there was doctor order for

1 2.5 mgi3 mi (0.083%) ned solution 1 vial
four times daily since
3. Interview with staff #2 on at 12:26
p.m. revealed that staff assisted resident #1 to
use. ...l
Class Il

58A-5.0185(6) FAC Medication - Storage and
Disposai

{8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of reSIdents and to encourage

to remain as indep it 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
locked when residents are absent, uniess the
medication is in a secure place within the
or apartments or in some other secure place
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which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a fist of all medications
being stored pursuant to such a request;

3. The ication is ined and dc

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;

8. The facility determines that because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or

6. The facifity * 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, FAC.

{b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, |, or area at all
fimes;

2. Located in an area free of dampness and
abnormat , except that a ication
requiring refrigeration shall be refrigerated.
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
iocated locked;

3. Accessible to staff responsible for filling

pitl- izers, assisting with self- ini ion,
or administering medication. Such staff must
have ready access fo keys to the medication
storage areas at all times; and
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4. Kept separately from the medications of other
residents and properly closed or sealed.

{c) 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 shali return all
medications to the resident, the resident ' s
famnily, or the resident’ s guardian unless
otherwise prohibited by law, If, after notification
and waiting at least 15 days, the resident' s
medications are still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph
(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 medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

{f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs fo the dispensing pharmacy
pursuant to Rule 64B18-28.870, F.AC.

This Statute or Rule is not met as evidenced by;
Based on observation and interview Assisted
Living Facility failed to maintain medications
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locked at all times.

Findings include:

1. Observation on at 12:30 p.m.
revealed that following medications were
unlocked in facility's refrigerator:

injection 1000 meg/ ml Lot 2547 Exp 141

mi- 9 vials, 1B- , 100 Injection 30
mi multiple dose vial Lot 111011, Exp 2013-1
vial, vial- 1 vial, 1R100
U/ML vial- 1 vial, and Lantus 100 units / ml vial - 2
vials.

2. Interview with staff #2 on at 12:30

p.m, revealed that staff forgot to check to locked
box for medications were locked after nurse used
medications.

Class Il

A 074 58A-5.019(3)(b} Staffing Standards - Personnel AQ74
88=C| File (BGS)

{3) BACKGROUND SCREENING.

{b) The results of employee screening conducted
by the agency shall be maintained in the
empioyee ' s personnel file.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview Assisted Living Facility failed to
maintained in the employee’s personnel file the
results of employee screenening conducted by
the agency for one out of two sampled staff.
Findings include:

1. Observation on iat12:16 pm.
revealed that staff #1 was the only staff in the
facility taking care of three residents present in
facility at the time of the survey.

2. Record review revealed that staff #1 did not
have the results of employee screening
conducted by the agency.
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3. Interview with staff #2 on at12:25
p.m. revealed that staff #2 and #3 went to grocery
store for just five minutes and left staff #1 alone
with resident and facility did not have the resuits
of employee screening conducted by the agency,
4. Interview with owner on at 12:40
p.m. revealed that facility did not have the results
of employee screening conducted by the agency.
Class Unclassified

58A-5.0191(4) FAC Training - First Aid and

(4) FIRST AID AND e
{ }. Astaff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation of attendance at First Aid or
- course offered by an accredited college,

university or vocational school; a licensed
hospital; the American Red Cross, American

:Association, or National Safety Council; or
a provider approved by the Department of Heaith,
shall satisfy this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Ilf of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and .

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview Assisted Living Facility failed to holds a
currently valid card documenting completion of
First Aid and in the facility at all times for
one out of two sampled staff.
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Findings include:

1. Observation on at12:18 p.m,
revealed that staff #1 was the only staff in the
facility taking care of three residents present in
facility at the time of the survey.

2. Record review revealed that staff #1 did not
holds a currently valid card documenting
completion of First Aid and

3. Interview with staff #2 on at12:25
p.m. revealed that staff #2 and #3 went to grocery
store for just five minutes and left staff #1 alone
with resident and facility did not have for staff #1
a valid card documenting compietion of First AID
and .

4. Interview with owner on at12:40
p.m. revealed that facility did not have for staff #1
a valid card documenting completion of First AID
and _. ..
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FLORIA RGENCY FOR HEALTH CARE ADMINSTRATION

R(l;%!(\,ggg& Better Health Care for ail Floridians EL'@%ERT'E‘:»AD}%? EK
,2013
Administrator
Isa Adult Home Care
4363 Sw 146 Avenue

Miami, F1, 33175
Dear Administrator:

This letter reports the findings of a state Limited Nursing Services (LN'S) Monitoring survey that was
conducted on , 2013 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 10 verifv 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 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, - W

A Arlene Mayo-Davis

Field Office Manager

AMD:sy

Enclosure

XG90
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300

... FL 32308 Miamni, FL 33166

hitp:#ahca.myflorida.com Phone (305) 593-3100; Fax (305) 593-3121




