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pooo Initial Comments

On , 2015 a biennial relicensure survey was conducted at Florida Shores Assisted Living.
Deficient practice was identified during the survey.

On , 2015 a biennial relicensure survey was conducted at Florida Shores Assisted Living.
Deficient practice was identified during the survey.

Do56 Medication - Labelina and Orders

Based on observation and staff interview the facility failed properly label prescription medications for 4 of
12 residents. (Residents #3, #4, #5, #8)

The findings include:

During an observation of assistance with medication on ./ » at 12:00 PM it was observed that
Staff A provided assistance with medication for 4 residents. She opened the locked medication drawer
and removed a small cup with pills that had been pre poured and provided them to the resident. The cup
was identified in the drawer by a hand written note with the name of the resident and the names of the
medications.

During an interview with Staff Bat 1:10 PMon I/ he provided a tour of another locked
medication the original pharmacy labeled medications are kept. He said every evening an
Advance Registered Nurse Practioner (ARNP) comes to the facility and pours the medications and
moves them to the locked medication cart in the main dining

During an interview with the Administrator on i/ +at 1:15 PM he stated an ARNP comes by the
facility every evening and pre pours the medications for the residents for the next day and labels them
with a handwritten note.
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p081 Trainina - Staff in-Service

Based on record review and staff interview the facility failed to maintain documentation of required staff
education for 2 of 3 sampled employees. (Employees A & C).

The findings include:

A review of the personnel file for Employee Aon 1/ revealed a hire date of
Documentation of required training was not found for ADL (activities of daily living) and Behaworal
Needs, Elopement Response, Emergency Preparedness and Evacuation, and Recognizing or
Reporting , Neglect and

A review of the personnel file for Employee Con I/ revealed a hire date of 1/ 1/
Documentation of required training was not found for ADL and Behavioral Needs, Emergency
Preparedness and Evacuation, Incident Reporting, Residents Rights, or Recognizing/Reporting s
Neglect and X

During an interview with the Administratoron  / - at 12:30 PM he acknowledged that
documentation of the trainings were not in the employee files.

Class lii

pos2 Trainina -/

Based on record review and staff interview the facility failed to provide evidence of (
) training for 1 of 3 employee files reviewed (Employee A).

The findings include:

A review of the personnei file for Employee Aon  / ' revealed a hire date of . The file
did not contain any evidence of training.
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During an interview with the Administratoron 1/ - at 12:30 PM he acknowledged the file of
Employee A did not contain any evidence of training.

Class il

0084 Trainina - Assis Self-Admin Meds & Med Mamt

Based on record review and staff interview the facility failed to provide evidence of updated Medication
Training for 3 of 3 employees reviewed. (Employees A, B, & C).

The findings include:

A review of the personnel file for Employee Aon 1/ revealed a hire date of .
Documentation of an initital 4 hour Medication training was found with a date of . There were
no updates found. Medication Aides must complete 2 hour training update annually.

A review of the pérsonne! file for Employee Bon !/ revealed a hire date of |/
Documentation of an initital 4 hour Medication training was not found in the file.

Areview of the-personnet-file-for Employee C-om11/62:2015 reveated-arhire date-of -1/ /2004
Documentation of an initial 4 hour Medication Training was found dated . There were no
updates found.

During an interview with the Administrator on i/ at 12:30 PM he acknowiedged that
documentation demonstrating updated Medication training was not in the employee files.
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0085 Trainina - Nutrition & Food Service

Based on staff interview and employee record review the facility failed to ensure the staff member
designated as responsible for the day to day supervision of food service obtained annually a minimum of
2 hours of continuing education. (Employee C)

The findings include:

Review of Employee C's personnel file found she attended an initial fraining in safe food practices on
. Further review of the employee file found no other evidence of training related to food safety.
The person responsible for food service must obtain 2 hours of continuing education annually.

During an interview with the Administratoron 1/ at 12:45 PM he stated Employee C is
designated as the person responsible for food service at the facility. During an interview with the
Administratoron  / at 12:45 PM he acknowledged that documentation of the trainings was not
in the employee file.

Class 11t

p0So Trainina -

* -orders) P & P (pohcy and procedure) trammg for 1 of 3 empioyees revnewed (Employee A).

The findings include:

A review of the personnel file for Employee Aon 1/ revealed a hire date of - The file
did not contain evidence of ..... ..' P & P training. -

During an interview with the Administratoron  / at 12:45 PM he stated Employee C is
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designated as the person responsible for food service at the facility.
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

e, 2015

Administrator

Florida Shores Assisted Living
4229 Mango Tree Drive
Edgewater, FL 32132

Dear Administrator:

This letter reports the findings of a state licensure with Limited Nursing Services survey that was
conducted on ., 2015 by representatives of this office.

Attached is the provider's copy of the State (5000-3547) 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.
Please attach a summary of your corrective action for each includi pleti

dates, on your letterhead. Also include any additional ion to supp of
identified iencies. Submit y and to the Fisld Office no later than

RO, , 2015, Staff from this office will conduct a review of the provided corrective action and
supporting documentation to verify that the necessary corrections are in piace to correct the deficiencies
identified on your survey, which may include a desk review or onsite revisit.

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

hito-//ahca. myflorida.com/Publications/Forms. shiml as a first step in providing a web-based interactive
consumer satistaction survey system. You may access the questionnaire through the link under Health
Facilities and Providers on this page. Your feedback is encouraged and vaiued, as our goal is to ensure
the p ional and istent ication of the survey process.

Thank you for the assistance provided to the surveyors. Should you have any questions please call this
office at -4201.

incerely,

Meyering,
th Facility Evaluator Supervisor
Division of Health Quality Assurance

LL/JM/sm
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