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AC00 Initial Comments

. . conducted Assisted Living Facility LNS
monitoring visit in conjunction the follow up to the
attempted Limited Nursing Services
! monitoring visit and CCR#2013001273.

There were deficiencies found at the time of the
visit.

A 075‘ 58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
(a) Newly hired staff shall have 30 days to submit

| a statement from a heaith care provider, based
on a examination conducted within the last six

. months, that the person does not have any signs
or symptoms of a communicabie
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
have, or is susp of having, a i

. hefshe shall be removed from duties

until the administrator determines that such
condition no longer exists.

| (b} All staff shall be assigned duties consistent

| with histher level of education, training,
preparation, and experience. Staff providing

+ services requiring licensing or certification must
be appropriately ficensed 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
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to the resident ' s health care provider in

accordance with this rule chapter.

(c) Al staff must comply with the training

requirements of Rule 58A-5.0191, 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 record review and interview the facility
| failed to ensure they had documentation of

have current documentation of TB testing.
with the manager on _
| 2 PM who stated the staff did not
have the required TB documentation.

n

Tuberculosis s for 2 of 2 sampled staff
 (Staff A and Staff B).
Findings:
| Review of personnel files revealed Staff A hired
on 8/2¢ a negative chest x-ray completed
on 12/1° 8 hired on 5/2 la
negative TB skin on “did not
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A082 58A-5.0191(3) FAC Training - A082

1@
Pursuant to Section
381.0035, F.S., all facility employees, with the
exception of employees subject to the
requirements of Section 456.033, F.S., must
complete a one-fime education course on ..
and 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.

 This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 of 2 sampled (Staff B)

. completed a one-time education course on
and including the topics prescribed in the
Section 381.0035, F.S. within 30 days of
employment.

Findings.

Review of personnel files for Staff B hired on

i i revealed there was no dosumentation to
indicate Staff B had completed an education
course on within 30 days of
employment.

Interview with the manager on . Lat
approximately 2 PM who stated the staff did not
have the required training.
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(4) FIRST AID AND

1 A staff 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 imes.
(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

 shall satisfy this requirement.

training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S., shall
be considered as having met the fraining
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility

worked atone, had completed a current First Aid
| course.

Findings:

| Review of personnel files revealed staff A, would
be working alone, did not have current
documentation of completion of a current course
in First Aid. Her First Aid course expired on

Interview with the manager on . at
approximately 2 PM who stated the staff needed

a provider approved by the Department of Heaith,

(b) A nurse shall be considered as having met the

| failed to ensure 1 of 2 sampled staff (Staff A) who
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to take the First Aid fraining.

Class 11l

A 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
providing with seif- ini d
medications as described in Rule 58A-5.0185,
E.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.8, prierto
assuming this responsibiiity. 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,

| assi e inistration, and tof
medications in assisted living facilities;
procedures and techniques for assisting the
resident with seif-administration of medication
including how to read a prescription label;
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 shaill
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;
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| 2. Provide assi e 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, i 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 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 repert 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,
rmust 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 facifity. The 2 hours of continuing education

: training shall only be provided by a ficensed

registered nurse, or a ficensed pharmagcist.

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

Based on record review and interview the facility
failed to ensure 1 of 2 sampled staff (Staff A),
who assisted with self-administration of

| medication, received the initial 4 hours of

A0B4
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| training in providing assistance with medications
| and safe medication practices in an assisted
jiving facility.

Findings:

Review of personne! files for Staff A hired on
- revealed there was no documentation to
| indicate Staff A had completed the initial 4 hours
' of training in providing assistance with
" medications and safe medication practices in an
assisted living facility. The staff had
documentation of medication training on !
and i that had no hours documented and it
was not medication training for assistance with
self-administrator of medications in an ALF.

interview with the manager on at

approximately 2 PM who stated the staff assisted
 with self-administration of medications to the

residents and she was not aware the staff did not

have the required ALF training and needed to be
| scheduled to take the training.

Class il

A 090 58A-5.0191(11) FAC Training - Do Not
: Orders

1)

| 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 .. within 80 days
after the effective date of this rule.
(b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident

| admissions must receive at teast one hour of

A084
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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 the facility
failed to ensure currently employed direct care
staff received at least one hour of training in the
facility's policies and procedures regarding

within 30 days of employment for 2 of 2
sampled staff (Staff A and Staff B).

Findings:

Review of personnel files for Staff A hired on

- and Staff B hired on revealed
there was no documentation to indicate Staff A
and Staff B had received at least one hour of
training in the facility's policy and procedures
regarding _ ... _ s within 30 days of employment.

interview with the manager on at
approximately 2 PM who stated the staff did not
have the required training.

Class {lt
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RICK §COTT ELIZABETH DUDEK
GOVERNOR SECRETARY
2013

Administrator

Ajr Loving Care Assisted Living
5900 Dean Road

Oviedo, FL 32765

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 408.81 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 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
hup://ahca.myflorida.com/Publications/Forms.shiml 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
e
Headquarters Orlando Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitp:#ahca.myflorida.com

400 W. Robinson St., Suite $-309
Orlando, FL, 32801
Phone (407) 420-2502; Fax (407) 245-0998




