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{A078)| 58A-5.019(2) FAC Staffing Standards - Staff {A 078}
88=D
(2) STAFE.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirernent. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such individ
rust be immediately removed from duties untit a
written staternent is submitted from a heaith care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be gualified to perform their
assigned duties consistent with their level of
training, p ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
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Continued From page 1

observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 58A-5.0181, FA.C.

{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

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.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that within 30 days after
beginning employment, newly hired staff provided
a written statement from a health care provider
documenting that the individual does not have
signs or symptoms of communicable
{Communicable Statement) for two (Staff
A and Staff B) of three employee records
reviewed.

Findings included:

Areview of employee records was conducted on

{A078)

. Areview of Staff A's record indicated
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Continued From page 2

that Staff A began employment with the facility on
. The review of Staff A's record revealed
a lack of a Communicable Statement.

Areview of Staff B's records conducted on
indicated that Staff B began employment

with the facility on . The review of Staff B's

record revealed a lack of a Communicable
Statement.

In an interview with the human resources
administrative assistant (HR) at 2:16 PM on

. HR stated that they thought Staff A's and
Staff B's file included the Communicable
Statements. HR stated that they searched and
couid not find Communicable
Statements for Staff A or Staff B.

Class Ili

58A-5.0191(5) FAC Training - First Aid and

{6} FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a surrently valid card documenting
completion of such courses must be in the facility
at all imes.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{A078)

083}
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{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical techrician or paramedic currently
certified under chapter 401, Part {ll, F.S., shaff be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on records review and interview, the
facility failed to ensure that staff that had
completed courses in First Aid and

. . were in the facility
at all times for 1 of 5 staff records reviewed {Staff
A).

Findings included:

A review of Staff A's record was conducted on
. Staff A's record showed a date of hire of
and a job description as a medication
technician. Staff A's name was on the staffing
schedutle for the night shift (hours 11:00pm - 7:00

am) for N and . Areview of
Staff A's record revealed no proof of training in
First Aid.

An interview was conducted with the human
resources administrative assistant {HR) at 2:23
PMon concerning First Aid and
training and they stated that they ask staff to get
[First Aid training but they don't alf the time.
HR stated that the facility had licensed nurses
during the day shift {(7am-3 pm) and evening {
3pm- 11 pm) that have training and the med
techs have and First Aid training on the 11
pm- 7am shift. HR was asked about First Aid
training for Staff A and was unable to provide any
further information.

Class Ili
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58A-5.0191(6) FAC 429.52 (6), FS Training -
Assis Self-Admin Meds & Med Mgmt

58A-5.0191
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who WI" be provldlng assistance wnth the
i as in
rule 58A-5.0188, F. A C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rute
requirements wﬂh respect to the supervision,

i and of
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 to the right
resident; common medlcanons the importance of
taking icati ibed; r of
side effects and adverse reacuons 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 shatl
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

A 084}
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Continued From page 5

2. Provide assistance with seff-administration in
accordance with section 429.256, F.8., and rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms,
forms, and .., s .
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
c. 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;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and that are prefitied by the

T by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
jUsea to perform
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove
hosiery;
m, Placement and removal of
excluding the removal of the

dosage
and

stockings and

, bags,
or

{A084}
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Continued From page 6

manipulation of the site; and,
n. Measurement of . f
temperature, and . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- ini d i
and safe medication practices in an assisted
tiving factlity. The 2 hours of continuing education
training may be provided oniine.
(d} Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)}(0)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

rate,

429.52 (8), FS

{6) Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, ficensed pharmacist, or
department staff. The department shall establish
by rute the minimum requirements of this
additional training.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that unlicensed personnet that

{A084}
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Continued From page 7

assisted residents with medication
self-administration received the currently
approved six hours of initial training on assisting
residents with self-administered medications
{Med Tech Training) for one (Staff A) of one
record reviewed.

Findings included:

A review of Staff A's record was conducted on
and showed that Staff A began
employment on .

Areview of the facility's direct care staffing
schedule conducted on showed Staff A's
name on the schedule and listed as a medication
technician for the night shift on and
. Staff A's record revealed a training

certificate for 6 hours of medication assistance
training on . The current required Med
Tech Training agenda was not approved untif .,

. There was no evidence in Staff A's record
that they attended Med Tech Training or a 2- hour
additional training to bring them in to compliance
with training and skills required for current State
of Florida requirements.

An interview was conducted with the human
resources administrative assistant (HR) at 2:30
PMon and HR stated that they were
under the impression that Staff A had training for
self- administration of medication. At 4:00 PM on

, the current Med Tech Training
requirements were further explained to HR and
the Administrator. The facility was unable to
provide proof of required training.

Class Il

{A084}
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Continued From page 8

Initial Comments

Arevisit to abbreviated biennial survey
with extended congregate care (ECC) was
conducted at Weinberg Village on in

junction with a int i igati
{complaint #2019008440). Deficiencies were
identified at the time of the visit.

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

{6) MEDICATION STORAGE AND DISPOSAL.
{a} In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

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

3. The ication i and do

by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom itis prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The faciiity determines that, because of
physical arrangements and the conditions or

{A000)
{A000)

{A055)
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Continued From page 9

habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

. except that a
requiring must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with inistration
of or inisteri Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail

{A055)
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Continued From page 10

medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must 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.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that medications for residents
that received assistance with self-administration
were stored in a locked cart at all times for one
(Resident #1) of three residents sampled.

Findings included:

A review of medication observation records
{MORs) was conducted on . Areview of
medication orders for Resident #1 showed the
medication Prop 50 MCG Spray-
Give 2 sprays in each nostrit once daily as
needed for . - {photographic evidence
obtained). An observation of the medication cart
with the director of nursing (DON) at 11:10 AM on

revealed that the medication was not
there.

{A055)
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Continued From page 11

Areview of Resident #1's most recent health
assessment, dated , showed that the
resident needed assistance with
seif-administration of medications.

The DON and Surveyor visited Resident #1 in the
resident's room at 11:13 AM on . The
medication Prop 50 MCG Spray was
observed on a table in the resident's room.

Class Il

58A-5.0185(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pill

organizers as ibed in on (2), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.

{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
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appropriate for the resident to request the
ication and any limitati must be
for example, "as needed for |, not to exceed 4

tablets per day.” The revised instructions,
including the date they were obtained from the
heaith care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
(d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert" label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record, The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
(f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication inistration are filled
or refilled in a timely manner.
{g) Pursuant to section 465.0276(5), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary

drugs that are di: by a heaith

care provider, must be kept in their original
manufacturer's packaging, which must include
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the practitioner's name, the resident's name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

(h) Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that prescribed
medications for residents that received

with self- i ion of
were properly labeled with directions for use and
failed to ensure that medications were refilled in a
timely manner for one (Resident #1) of three
residents sampled.

Findings included:

Areview of Resident #1's medication orders on
showed the medications
Prop 50 MCG Spray- Give 2 sprays in each
nostril once daily as needed for . and
. 0. 5(3) MG/BML SOLN
{ . J-inhale one vial via
four times daily as needed for
{photographic evidence obtained).
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.

Class Il

{A 0886} | Continued From page 14

Prop 50 MCG Spray

was observed in Resident #1's room at 11:13 AM
on . The director of nursing (DON)
observed the medication and stated that there
were no instructions on the medication bottle.

The DON was interviewed at 11:18 AM on

and stated that they were unable to find
any vials of Resident #1's prescribed | .
0.. .5 (3) MG/3ML SOLN {
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