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AQCQ] Initial Comments A0D0
An unannounced Relicensure survey was
conducted on at Shirley House ALF Inc.
The facility had deficiencies at the time of the
survey.
A052 429.256(. ) 58A-5.0185 (3) Medication - A052
88=D | Assistance with Self-Admin
429.256
{3) Assistance with self-administration of
medication includes:
{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.
{b} In the presence of the resident, reading the
iabel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.
{c} Placing an oral dosage in the resident ' s
or placing the dosage in another container and
helping the resident by lifting the container to his
or her
{d) Applying .., medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and potring the
p ' pl dose of ication into
the dispensing cup of the .
(hyUsinga to perform -
tevel checks.
{i) Assisting with putting on and taking off
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stockings.

() Assisting with applying and removing an

. but not with titrating the
prescribed ., settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with fitrating the
prescribed setting of the device.
{I) Assisting with measuring vitat signs.
{m) Assisting with , bags.

{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
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 by way of a tube
insertedina  , of the body.
{d) Administration of | preparations.
{e) Irrigations or debriding agents used in the
treatment of a skin condition.
f . Lor preparations.
{g) Medications 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
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.
(h) Medications for which the time of
administration, the armount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
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58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-5.0191, F.A.C., and
must be available to assist residents with

i ications i with
procedures described in section 429.256, F.S.
and this rue.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons, Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d} Trained staff must observe the resident take
the medication. Any concemns about the
resident’s reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) 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 heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,
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2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facifity, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
erganizer 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
4. may be ( and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in section 429.256(4), F.S.
1. As used in section 429.256(4)(g), 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.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
vital signs and juating or

assessing a resident's condition.
(9) Al trained staff must adhere to the facility's

control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff who assist with
medication training received the required 6 hours
of medication training prior to assisting with self
administration of medication for 2 of 3 sampled
staff (Staff B and Staff C).

The Findings Included:
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Continued From page 4

On at 12:15PM a medication pass
was observed with Staff B and at 1:30PM, a
medication pass was obsetved with Staff C. Upon
completion of the observation, Staff B's record
was reviewed and revealed initial 4 hour
medication training dated: . and Staff
C's 4 hour initial medication training dated

. There was no documentation that
Staff B or Staff C received the required 6 hour
medicalion training prior to assisting with self-
administration of medication. At this time, the
Administrator was provided an opportunity to
focate the documentation.

On at approximately 2:30PM, during
an interview with the Admnstrator, she
acknowledged the findings and provided no
additional documentation for review.

Class Ili

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

(2) STAFF,

{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 § 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
pasis. Documentation provided by the Florida
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Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. 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 indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre 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
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 58A-5.0191, FA.C.
(d) An assisted living facility Lto
provide services 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 will provide to residents.
() For faciiities with a licensed capacity of 17 or
more residents, the facility must:
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1. Develop a written job description for each staff
position and provide & 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 by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all staff provided evidence of a
negative . screening annually, for 1 of 3
sampled staff (Staff A).

The Findings Included:

On at approximately 12:30PM, a
record review for Staff A was conducted, and
revealed, Staff A provideda  screening dated
and expired on . Atthis
time the Administrator was provided an
opportunity to locate the documentation.

During an interview with the Administrator on
at approximately 2:30PM, she

acknowledged the findings and provided no

additional documentation for review.

Class Il

A081 58A-5.0191( ) FAC Training - Staff In-Service
88=D
{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice

orientation of at ieast 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

A078
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{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident’s rights; and,

2. The facility's license type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. ., may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to

A081
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following subjects:

neglect, and . |

offering this training.

following subjects:

fiving.

handfing practices.

and procedures.

emergency evacuation.

(c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the

1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .

. The facility must use its

prevention policies and procedures when

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the

1. Resident behavior and needs.
2. Providing assistance with the activities of daily

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minirmum of 1-hour-in-service training
within 30 days of employment in safe food

{f) All facility staff shali receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies

2. All facifity staff shalt demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
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Continued From page 9

failed to ensure all staff received 1 hour of
pre-service orientation prior to interacting with
residents. The facility also failed to ensure afl staff
members received the required staff-in service
training within the first 30 days of hire for 2 of 3
sampled staff (Staff B, and C).

The Findings Included:

On at approximately 12:30PM, staff
record reviews were conducted and revealed,
Staff B whose hire date was , and
Staff C, whose hire date was , had
no certificate of completion for 1 hr of Pre-Service
Orientation Training, Incident Reporting, Resident
Rights, and Reconizing and reporting ,
neglect, and . . Further review revealed
Staff C did not have a certificate of completion for
Nutrition and Safe Food Handling. At this time,
the Administrator was provided an opportunity to
focate the documentation.

On at approximately 2:30PM, during
an interview with the Administrator, she
acknowledged the findings and provided no
additional documentation for review.

Class Ili

58A-5.0191(8) FAC Training - First Aid and

(5) FIRST AID AND

{ ). 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 times.
{a) Documentation that the staff member possess
current certification that requires the student

A081
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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.

(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medicaf technician or paramedic currently
certified under chapter 401, Part 1|, F.S., shall be
considered as having met the training
requirernents for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that at least one staff member
per shift had a current valid 1st Aid certification
card, for 3 of 3 sampied staff (StaffA, B & C) .

The Fisnings Included:

On at approximately 1:00PM, record
reviews were conducted fro Staff A, B, and C.
The review revealed all staff had a valid current

certification card on file, but neither staff
member had a 1st Aid certificate. Review of the
facility staffing schedule revealed StaffA, B, and
€ work on the same shifts and no one has 1st Aid
certification. At this time, the Administrator was
provided an opportunity to locate the
documentation.

On at approximately 2:30PM, during
an interview with the Administrator, she
acknowledged the findings and provided no
additional documentation for review.
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A090| 58A-5.0191(11) FAC Training - A090

$8=0D

an

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 .
{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
employment.

{c} Training shal 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 that ali staff received Do Not
Recucitate Order ) policy and procedure
training within the first 30 days of hire for 2 of 3
sampled staff (Staff B and C).

The Findings Included:

On at approximately 12:40PM, a
record review for Staff B whose hire date was
, and Staff C whose hire date was
revealed, no certification of
completion for policy and procedure
training. At this time, the Adminmistrator was
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provided an opportunity to locate the

documentation.

Durign an interview with the Administrator on

at approximately 2:00PM, she
acknowledged the findings.
Class Ili
A 093] 58A-5.020(2) FAC Food Service - Dietary A003

$8=D | Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

http/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and available for

review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
'media/Fil tivity % 20F it ition/DRIs/

New%20Material/SDRI%20Values%20SummaryT
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent possible.
{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
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according to the Dietary Reference Intakes.

(c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facifity files and include the original signature of
the reviewer, registration ot ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal avaitability of fresh produce or the
preferences of the residents.

(d} Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a heaith care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must

AD093
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be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
cne meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority

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

AD093
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Continued From page 16

failed to ensure the facility food service menu's
were updated on an annual basis by a licensed
registered dietitian.

The Findings Included:

On at approximately 10:30AM, the
facility menu's were observed and were dated

through . All menus' were
expired. At this time, the Administrator was
provided an opportunity ta locate the
documentation.

On at approximately 2:30PM, during
an interview with Administrator, she
acknowledged the findings and provided no
additional documentation for review.

Class Il

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the

AD093
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purposes of this rule.

approval.

facilities.

rule,

approval.

fefter dated
submitted plan dated

iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted fiving

{e) Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit a Comprehensive Emergency
Management Plan (CEMP} to the local
Emergency Management Agency for review and

The Findings Included:

On at approximately 10:15AM, the
facility approved CEMP was requested. The
Administrator stated, the facility has never had an
approved CEMP. The facility provided a rejection

and a receipt for the last

On at approximately 2:30PM, during
an interview with the Administrator, she
acknowledged the findings and provided no
additional documentation for review.
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408.809(2)(a-c); 59A-35.080(2)(d)-{3)
Background Screening-Compliance Attestation

408.809
(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractuat status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print

notification program. If the | | of
such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h}, the person raust submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal bistory records checks
required by level 2 screening may be borne by
the licensee or the person . Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within

CZ818
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the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
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Continued From page 2

disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified priorto | 0
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
D 's file, maintai by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all staff completed a Agency for
Healthcare Administration Background (AHCA)
screening Affidavit of Compliance, and the facility
also faited to verify ali staff did not have a break in
service of more than 90 days from a position that
requires a Level 2 background screening for 2 of
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2 sampled staff {Staff B and Staff C).
The Findings Included:

On at approximately 11:30AM, Staff B
whose hire date was . and whose
AHCA background screening on file was  dated

. Further review revealed, Staff C
whose hire date was . and whose
AHCA background screening on file was dated

. At this time during an interview with
the Administrator , she stated there was no
verification that Staff B and Staff C did not have a
break in service of more than 90 days from a
position that requires a Level 2 background
screening. A new AHCA background screening
was not completed for Staff B and Staff C upon
hire.

On at approximately 2:20PM, during
an interview with the Administrator, she
acknowledged the findings and provided no
additional documentation for review.

Unclassified
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