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AG00; Initiat Comments

A biennial re-licensure survey in conjunction with a
generator monitoring visit was conducted at Royal
Oaks Manor on . Deficiencies were
identified at the time of the visit.

A 052 420.256(  ); 59A-36.008(3) Medication -

Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph, an
syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilied by the manufacturer are considered
medications in previously dispensed, properly
labeled containers.
{b) In the presence of the resident, confirming that
the medication is intended for that resident, orally
advising the resident of the medication name and
dosage, opening the container, removing a
prescribed amount of medication from the
container, and closing the container. The resident
may sign a written waiver to opt out of being orally
advised of the medication name and dosage. The
waiver must identify ali of the medications
intended for the resident, including names and
dosages of such medications, and must
immediately be updated each time the resident's
medications or dosages change.
{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.
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{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with seif-administration under this

section.

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

dose of ication into

the dispensing cup of the .
(4) Assistance with seff-administration of
medication does not include:
{a) Mixing, . » converting, or

.. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or crushing
a tablet as prescribed.
{b) The preparation of syringes for injection or the

i ion of icati by any inj

route,
{¢) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of | preparations.
{&) The use of irrigations or debriding agents used
in the treatment of a skin condition.
{f) Assisting with s Lor
preparations,
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
untess the order is written with specific

that preclude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
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adrainistration, 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,
{5) i with the seff-admini ion of
by an unli person as
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.AC., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.$.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbatly prompting a resident
1o take medications as prescribed.

{¢) 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 concems about the resident's
reaction to the medication or suspected
noncompliance must be reported to the resident's

(3) ASSISTANCE WITH SELF-ADMINISTRATION.
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health care provider and documented in the

resident's record.

(&) 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 that coincides with the

resident's presence in the facifity,

2. The medication container may be given to the

resident, a friend, or family member upon leaving

the facility, with this fact noted in the resident's

medication record,

3. The medication may be transferred to a pill

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

4. Medications may be separately prescribed 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 detailed

in Section 428.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S,, the

terms "judgment” and "discretion” mean

i ing vital signs and ing or

a resident’s condition.

(n) All trained staff rmust adhere fo the facility's
control poficy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
AHCA Form 3020-0001
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failed to ensure proper assistance with
self-administration of medications for three
residents (Resident #4, Resident #10, and
Resident #12) of three sampled residents that
required assistance with self-administration of
medications.

Findings included:

During a medication pass observation for Resident
#4, with the Administrator conducted on

at 11:48am, the Administrator did not
orally advise the resident of the medication names.
The ini also left the ications in front
of Resident #4 and walked away before watching
the resident take the medications.

During a medication pass observation for Resident
#10, with the Administrator conducted on

at 11:48am, the Administrator did not
orally advise the resident of the medication names.
The ini also left the ications in front
of Resident #10 and walked away before watching
the resident take the medications.

During a medication pass observation for Resident
#12, with the Administrator conducted on

at 11:48am, the Administrator did not
orally advise the resident of the medication names.
The ini also left the ications in front
of Resident #12 and walked away before watching
the resident take the medications.

During an interview with the Administrator,
conducted on at 12:00pm, the
Administrator stated that they did not know the
medications should be read aloud to the residents
and that they need to stay o watch the resident
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{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer managed
in subsection (2), the facility must keep either the
original iabeled medication container; or a

ication listing with the pr ription number,
the name and address of the issuing pharmacy,
the health care provider's name, the resident's
name, the date dispensed, the name and strength
of the drug, and the directions for use.
{b) The facility must maintain a daily medication
observation record for each resident who receives

with self- inistration of icati

or
observation record must be immediately updated
each time the medication is offered or
administered and include:
1. The name of the resident and any known

. .. the resident may have;
2. The name of the resident's health care provider
and the health care providet's telephone number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8,, maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.
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Continued From page 6

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain daily Medication Observation
Records (MORs) that were updated accurately
when medications were not given to two (Resident
#8 and Resident #10) of two sampled residents.

Findings included:

Arecord review conducted on of

. MORSs for Resident #8, revealed
blanks with no comment code or staff initials next
to muttiple prescribed medications. There were no
exceptions or follow up/chart codes noted.

Arecord review conducted on of

. MORs for Resident #10, revealed
blanks with no comment code or staff initials next
to multipte prescribed medications. There were no
exceptions or follow up/chart codes noted.

In an interview conducted on at

12:00pm with the Administrator, they agreed that
there were holes in the MORs for both residents.

Photographic Evidence Obtained,

Class Hl

59A-36.010(2) FAC Staffing Standards - Staff

{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement

A054

A078
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from a health care provider documenting that the
individual does not have any signs or symptoms of
cC i . The i on
performed by the heaith 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 ancther when
the facility is under the same managerment 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 annuat

inati i . An indivi witha
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, & i , such individual
must be immediately removed from duties unti a
written statement is submitted from a health care
provider indicating that the individual does not
arisk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their levet of

ion, training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
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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
requirermnents of rule 59A-36.011, FA.C.

{d) An assisted [iving facility . to 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.

{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 tirme 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 428.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the faciity
failed to obtain a one-time written free from

comimunicable statement within 30 days
after hire for one (Staff D) out of four sampled
employees.

The facility failed to provide evidence of an annuat
screening for one (Staff C) out of four
sampled staff members.

Findings included:

Areview of Staff D's personnei file conducted on
revealed no evidence of a one-time free
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from communicable statement issued by

a Health Care Provider.
Staff D had a hire date of

Avreview of Staff C's personnet file, conducted on
revealed no evidence of a current
annual screening.

During an interview with the administrator
conducted on ataround 1pm, she
agreed to the findings.

Class 1l

AO79 59A-36.010(3) FAC Staffing Standards - Levels AQOT9
88=0
{3) STAFFING STANDARDS,

(a) Minimum staffing.

1. Facilities must maintain the following minimurm

staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
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2. independent living residents, as referenced in
subsection 58A-36.015(3), F.A.C., who occupy
beds included within the ficensed capacity of an
assisted living facility but do not receive personal,
firnited nursing, or extended congregate care
services, are not counted as residents for
prrposes of computing minimum staff hours.
3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the facility
administrator, manager or other staff are absent
from the facifity.
4. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. 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 of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. A nurse is considered as having met the course
i for First Aid. An medical
technician or paramedic currently certified under
chapter 401, part I}, F.8., is considered as having
met the course requirements for both First Aid and

6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atfeast |, must be
physically present and designated in writing to be
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in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of 21
days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager,

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food preparation
do not count towards meeting the minimum
staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all aspects
of resident care, and is listed on the facllity's
staffing schedule.

9. Only on-the-job staff may be counted in meeting
the minimum staffing hours. Vacant positions or
absent staff may not be counted.

{p) Notwithstanding the minimum staffing
requirements specified in paragraph (a), ait
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled service
needs, resident contracts, and resident care
standards as described in rule 59A-36.007, F.AC.
{c) The facitity must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period, Upon request, the facility
must make the daily work schedules of direct care
staff available to residents or their representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
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facility must immediately increase staff above the
minimum levels established in paragraph (a), if the
agency determines that adequate supervision and
care are not being provided to residents, resident
care standards described in rule 53A-36.007,
F.A.C., are not being met, or that the facility is
falling to meet the terms of residents’ contracts.
The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require additionat
staff when the facility fails to meet the fire safety
standards described in rule chapter 68A-40,
F.AC., untif such time as the local fire safety
authority informs the agency that fire safety
requirernents are being met.

1. When additionat staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time specified
in the notification indicating how the increased
staffing is to be achieved to meet resident service
needs. The plan will be reviewed by the agency to
determine if it sufficlently increases the staffing
levels to meet resident needs.

2. When the facility can dermonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
longer be required to maintain a plan with the
agency.

() Facilities that are co-located with a nursing
horne may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.
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(f) Facilities holding a limited mental. health,
extended congregate care, or limited nursing
services ficense must also comply with the
staffing requirements of rules 58A-36.020,
59A-36.021 or 58A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the facility failed to ensure minimum staffing hours
of 294 hours per week for a census of 28
residents.

Findings Included:

During an observation and tour conducted on
between 9am and 10am, only one

caregiver was observed in the building.

The administrator arrived around 10am.

Arecord review of the staffing schedule and
employee timecards for the week of to

, conducted on , revealed
the facility had about 224 hoursiweek.

During resident interviews conducted on

between 9:09am and 9:22am, the
residents stated that there is not enough staff in
the building, and they did not get the help they
require.

During an interview with staff A conducted on
at 9:55am, she confirmed being the
orly caregiver for the 28 residents.

During an interview with the administrator
conducted on at 1:02pm she stated
that it is not easy to find new people to work and
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“)

{7 ) Pursuant to section

381.0035, F.8,, all facility employees, with the
exception of employees subject to the
requirements of section 456,033, F.S., must
complete a one-time education course on

, including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Dy fon of must be i
in accordance with subsection (12}, of this rule.

and

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assure one {Staff D) out of four sampled
employees had evidence of completing a one-time
education course on
and acquired .
and ) within 30 days of

employment.
Findings included:

Employee record review conducted on
revealed Staff D , who had a hire date of

, was missing documentation of
completing a one-time education course on
and .
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agreed to the findings.
Class Hl
A082 59A.36.011(4) FAC Training -/ A082
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During an interview with the Administrator
conducted on at approximately 1 pm
she agreed to the finding.

Class 1l
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