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Initial Comments A000
Assisted Living Facility

Abiennial state licensure survey was conducted
on i in conjunction with a complaint survey,
CCR# 2013003715, see (Aspen Event C3SF11).

The Emeritus at Clearwater, assisted living
facility, had deficiencies found at the time of the
visit.

58A-5.0185(3) FAC Medication - Assistance with | A052
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.A.C,, and able to demonstrate to the
administrator the ability to 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, istance with self- 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
429.256(3), F.S. In order to facilitate 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 I
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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
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
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 to the
resident or a friend or family member upon
feaving the facility, with this fact noted in the
resident ' s medication record;

3. The medication may be transferred to a pil
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

. )s may be sep ly 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, . converting, or
medication doses, except for

measuring a prescribed amount of fiquid

medication or breaking a scored tablet or

|
|
|
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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
intermittent positive pressure breathing machines
ora......

(d) Admlmstrataon of medications by way of a
tube inserted in a cavity of the body.

{e) Administration of | preparations.

{f) Irigations or debriding agents used in the
treatment of a skin condition,

{9) or | preparations.

(h) Medlca(rons 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 J
preclude independent judgment on the part of the |
unficensed person, and at the request of a :
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the |
reason for administration requires judgment or
discretion on the part of the unlicensed person. J

This Statute or Rule is not met as evidenced by: ;
Based on observation, interview and record
review, the facility failed to follow the correct
procedures for assisting four of four residents
{Residents #1, 5, 6 and 7) with self-administration |
of medications. Specifically, facility staff initialed w
the medication observation record prior to
assisting the residents with medications. Staff |
also failed to verbally advise the residents of the W
medications they were taking. !

Findings include: w

On + at approximately 12:00 PM, i
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Employee G, a medication technician, was
observed preparing to assist Resident #1 with

self-administration of medications. Employee G
checked the medication observation record
{MOR} and the medication label, then popped the
medications into a small cup. Employee G then
initialed the MOR prior to taking the medications
to Resident #1. Employee G then handed the
medications to Resident #1 and watched her take
them. When Resident #1 asked a question about
the medications, Employee G brought the
resident the MOR and showed it to her.

On that same date at approximately 12:04 PM,

E G prepared medications for Resident
#5. Employee G popped the medications into a
small cup, initialed the MOR, then took the cup of
medications to Resident #5 in the dining .. .
Employee G handed the cup of medications to
the resident without saying anything and
observed the resident take the medications.

On that same date at approximately 12:10 PM,
Employee G was observed preparing medications
for Resident #6. Employee G took out two botties
of prescribed eye drops. Employee G then
signed the MOR and took the bottles of eye drops
to where Resident #6 was sitting outside the
dining ... Employee G showed Resident #6
both boﬁles then assisted her in applying them to,
her eyes.

I

On that same date at approximately 12:15 PM, I
Employee G was observed preparing medications |
for Resident #7. Employee G took out the ;

| medications, popped them into a small cup,

initialed the MOR, then took the medications to
Resident #7 in the dining . Employee G i

watched her take the medications,

handed the medications to Resident #7 and w
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The Resident Care Director was interviewed on
| that same date at approximately 3:30 PM and
acknowledged the findings,

Class il

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

(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
moriths, 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 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 X
have, or is suspected of having, a communicable w

. hefshe shall be removed from duties
untif the administrator determines that such
condition no longer exists.
{b) Al staff shall be assigned duties consistent |
with hisfher level of education, training, }
preparation, and experience. Staff providing |
services requiring licensing or certification must
be appropriately licensed or certified. All staff 1
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 healith care provider in
accordance with this rule chapter.

A052

A078
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{c) Al 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,

{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: 1

Based on record review and interview, the facility
failed to obtain communicable

statements and/or annual S
evaluations for three of four staff sampled (A, B,
C,D).

Findings include:

Personnel file review during the .. . . survey
found that the latest .- statement for Staff A
{hired was from , while neither Staff B
nor D, hired Cand respectively, had an
assessment from a health care provider atiesting
to their freedom from signs or symptoms from
other communicable ... ____. Interview with the
administrator at approximately 1pmon . _ .

verified that these evaluations were missing from |

the records.

Class il
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A086 Continued From page 6
A086 58A-5.0191(9) FAC Training - ADRD

©) 's . _AND RELATED
{"ADRD ") TRAINING

REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Bullding
Code, as adopted in Rule 9N-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facility staff receive the following training.
{a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial fraining within 3 months of
employment. Completion of the core training
program between .1998and 2003
shall satisfy this requirement, Facility staff who
meet the requirements for ADRD training
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact "
means staff who interact on a daily basis with
residents but do not provide direct care to
residents. Initial training, entitled " s

and Related iLevel ] Trammg "
must address the following subject areas:
1. Understanding e and
related
2. Charactensncs of
3. Communicating with residents W|th
s
4. Family issues:
5. Resident environment; and
6. Ethical issues.
{b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 420,917, and
400.6045(1), F.8., shall be considered to have
met the initial assisted living facility

_and Related <.« Level | Training,

A086
A0B6
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{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled ” ER—
and Related . _ Levet li Training, " within
9 months of employmem Facility staff who meet
the requirements for ADRD training providers
under paragraph {(g) of this subsection will be
considered as having met this requirement.

and Related .. ... .. E
Level ll Tramlng must address the following
subject areas as they apply to these
1. Behavior management;
2. Assistance with ADLs;
3. Activities for residents;
4. Stress management for the care giver; and
5. Medical information.

must be included in an ADRD curriculum which

of this subsection can be found in the document
" Training Guidelines for the Special Care of
Persons with - .. and Related
* dated ; 1999, incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 420.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.S., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 429.178, F.S., within three (3) months of

{d) A detailed description of the subject areas that

meets the requirements of paragraphs (a) and (b} .

I
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employment. " Incidental contact* means all
staff who neither provide direct care nor are in
regular contact with such residents.
{g) Persons who seek fo provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor’ s degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with -

's - or related or
2. Three years of practical experience in a
program providing care to persons with

‘s s or related or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related

(h) With refe to requil ph
(@), @ Master ' s degree from an accredtted
college or university in a subject related to the
content of this fraining program can substitute for
the teaching experience. Years of {eaching |
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor ' s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by: }
Based on record review and interview, one of one |
staff sampled (D) who had reguiar contact with
residents with ADRD and W
related + had not received the initial 4
hours of training with 3 months of employment. W

Findings include:

Areview of Staff D's personnel record during the [
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wing--according to the staff schedule and
interview. However, further review of this
individual's file found no documented evidence of
having completed the initial 4 hour training by at
least _. Interview with the administrator at
approximately 12:45 p.m. on ... ... confirmed
that this documentation could not be located.

Class Il
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_ survey revealed he had been hired ‘o
work in the facifity's memory support
unit—dedicated to residents with - and
similar . As of the date of the survey,
Staff D was still working in the memory support
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY

.2013

Administrator
Emeritus at Clearwater
2750 Drew Street
Clearwater, FL 33759
Re: Biennial & CCR# 2013003715
Dear Administrator:

This letter reports findings of a biennial state licensure survey and a complaint survey that were
conducted on . 2013, by a representative of this office. Attached is the provider's copy of the
State (3020) Form, which indicates there were no discernible deficiencies noted on the date of the
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. Should you have any questions please call

Paul Brown, HFES, at (727) 552-2000.
0\/

Pamma chd Caunfman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 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
hitpifahca.myforida.com




