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A000 initia! Comments | AGOO

Limited Nursing Services (LNS) monitoring was
conducted on The Good Shepard
Assisted Living Facility had deficiencies found at
the time of the visit.

A078 58A-5.019(2) FAC Staffing Standards - Staff AQ78

{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 heaith 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 dufies
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her leve! of education, training,
preparation, and experience. Staff providing
services requiring ficensing 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 !
1o the resident ' s health care provider in !
accordance with this rule chapter.
{c) All staff must comply with the training
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requirements of Rule 58A-5.0181, FA.C.

(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.

{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 all staff.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure personnel records for
1 of 2 staff contained a statement from a health
care provider that indicated that the person was
free from signs or symptoms of a communicable
...... sincluding ... o {B).

Findings:

Personnel record review at approximately 1:30
PM revealed staff B was hired in 2008. The
record contained a . _ test result dated .
that was signed by a registered nurse, nota
licensed independent practitioner heaithcare
provider (MD, PA, ARNP). Continued review did
not reveal a statement from a healthcare provider
that indicated freedom from communicable
| wooo__sincluding . anda .. testresultor
assessment dated 2013 was not in the personnel
record.
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Meds & Med Mgmt

{5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION

MANAGEMENT. Unlicensed persons who wili be

providing assi with

medications as described in Ruie 58A-6. 0185
F.A.C., must meet the training requirements
pursuant to Section 429.52(8), F.S., prior to

- assuming this responsibility. Courses provided in

fulfilment of this requirement must meet the

: follawing criteria;
. (a) Training must cover state law and rule

requirements with respect to the supervision,
3 e of

, an
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications fo 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 reglstered

(x4) D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION (x5
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A078! Continued From page 2 AQ78
: The administrator stated at the time, he thought
that the personnel record was up to date.
Class Il
A D84 58A-5.0191(5) FAC Training - Assis Self-Admin A084
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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.S., and Rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, dosage
forms, and . 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 fo advise the

resident, resident ' s health care provider or
facility employer of inability fo assist in the
administration of such orders;

e. Complete a medication observation record;

f. Refrieve 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- ini d ications
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:

|

i
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AD84

A080

| reveal evidence to confirm they attended or

Continued From page 4

Based on record personnel record review and
interview, the facility failed to ensure 2 of 2
unlicensed staff, who assisted residents with
self-administration of medications, received a
minimum 2 hour annual update related to
medication practices (A & B).

Findings:

Personnel record review for staff Aand B at
approximately 1:30 PM revealed the 2 staff
attended 4 hour medication training on . .
{meant to be . Continued review did not i
obtained a minimum 2 hour update training in
2013,

The administrator stated at the time the nurse
made an error with the date, the training was
done and he confirmed the staff needed
the required 2 hour update fraining.

Class 1l

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

(11

TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding i within 60 days
after the effective date of this rule.

i {b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility * s policy and procedures

regarding . within 30 days after

AQ84

A Q90
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; employment
| (c) Training shall consist of the information
> included in Rule 58A-5.0188, FAC.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that 1 of 2 sampled
staff received at least a one hour in-service
training regarding the facility's policy and
procedures regarding

+ within 30 days after employment (A).

Findings:

Personnel record review at approximately 1:30
PM revealed staff A was hired in 2008 and had
work at the facility on and off throughout the
years, Continued review did not reveal evidence
to confirm the staff received an in-service training
within 30 days of employment regarding the
facility's policies and procedures.

The administrator said at the time that he thought
the training/in-service had been done but not
documented.

Class It
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LRI ABENCT FOIR HEALTH CARE ALWANIS TRATLON

R(‘SCOK\/EESE:; Better Health Care for all Floridians EL%QBCEQ‘:.EA"\? EX
,2013
Administrator
Gentle Shepherd Assisted

Living Facility (the)
1707 West Oak Street
Kissimmee, FL 34741

Dear Administrator:
Re: LNS monitoring

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 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 2013, to 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://shca 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 Lorraine
Henry at

Sincerely,
Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headguarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:ifahca myforida.com

Orlando Field Office

400 W, Robinson St., Suite §-309
Orlando, FL 32601

Phone (407) 420-2502; Fax (407) 245-0998




