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A000, Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted at Path of Life
Assisted Living LLC on . The facility
had deficiencies identified refated to the
relicensure at the time of the survey.

A040, 428.55(2) F.S. Resident Education- A040

{2) VTE CONSUMER INFORMATION.-
{a) The Legislature finds that many ,
{PEs) are preventable and that

information about the prevalence of the
could save lives.
{b) The term *, . " means a
condition in which part of the clot breaks off and
fravels tothe |, possibly causing
{c) The term " * means

.\ . whichis a clot
{ocated in a deep , usually inthe . orarm.
The term can be used toreferto |
. . , or both.
{d) Assisted living facilities imust provide a
consumer information pamphiet to residents upon
admission. The pamphiet must contain
information about N
including risk factors and how residents can
recognize the signs and symptoms of

This Statute or Rule is not met as evidenced by:
Based on record and interview, the facility failed
to have all required documents available for
review, including

pamphiet as required for resident educational
purposes.

The findings include:
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Observation during the tour of the facility by this
SUIVeyor on did not reveal information
regarding the

requirements on the visitor sign-in table or posted
anywhere in the facility.

In an interview with the Administrator on

at 1:25 PM this surveyor made a
request to the Administrator for the facility's
adrmission package. She stated in the interview
that there is no package, and that she does not
give prospective residents any documents to
peruse before getting admitted to the facility. She
further stated that all her clients are referred to
her without any effort by the facility but would
consult with her consultant regarding the
information related to the  and visitation
requirement. Nothing additional information was
provided during the survey.

Class

A052 428.256( ); 59A-36.008(3) Medication - A052
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, from where it is stored, and bringing it
o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefitted by the manufacturer are considered

icati in previ i 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
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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 o opt out of
being orally advised of the medication name and
dosage. The waiver must identify all 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 B
{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 pouring the
P i p dose of icati
the dispensing cup of the
{4) Assistance with seif-administration of
medication 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

inistration of medications by any inj

into

route.

{c) Administration of medications by way of a tube
inserted ina , of the body.

{d} Administration of | preparations.

{e) The use of irrigations or debriding agents

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11968850 B.WING 06/11/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
1240 SUMMERWOOD CIR
PATH OF LIFE ASSISTED LIVING LLC
WELLINGTON, FL 33414
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A082] Continued From page 2 A0S2

AHCA Form 3020-0001

STATE FORM

araxit

i coninuastion sheet 3 of 12




Agency for Healih Care Administration

PRINTED: 07/14/2028
FORM APPROVED

used in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific

that preclude i judgment
on the part of the unlicensed 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
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 self- i ion of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 485.003.

B59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION,

{a) Any unlicensed person providing assistance
with seff-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 avaifable to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
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 verbally prompting a resident
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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 concerns 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 o take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

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. icati may be i and
dispensed in an easier (o use form, such as unit
dose packaging.

{f) Assistance with seif-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S., the
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terms "judgment” and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{1) All frained staff must adhere to 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
failed to ensure residents were informed of
medication prior to administration, and to

the medication to the resident instead of putting
medication in the resident's mouths in 2 out of 2
sampled residents {Residents #1, and #2).

The findings include:

On at 2:00 PM, this surveyor
observed Staff B {med-tech) administering
medication to Resident #2 by placing it directly
into the residents' . Staff B also failed to
announce or identify the medication being given.

On at 2:10 PM, this surveyor
observed Staff B administering medication to
Resident #1. Observation revealed Staff B telling
the resident that it was ice cream, and 1o open
her . She then administered the medication
by placing it directly into the residents’

Staff B also failed to announce or identify the
medication being given.

In an interview on with the
Administrator, she was informed of the findings of
the medication administration observations with
Staff B by this surveyor. The Administrator stated
the residents are unable to participate in
medication administration as required by
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regulations and confirmed that putting medication

on the resident's is the only way. No

additional information was provided during the

survey.

Class #Hl

AD083 59A-36.011(5) FAC Training - First Aid and A0B3
{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
to demonstrate, in person, that he or she is able
o 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, of an organization whose fraining
is ited by the Ci ission on itati
for Pre-Hospitat Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S., shall 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 record review and interview, the facility
failed to ensure that a staff member holding
current First Aid ceriification was always in the
facility. A review of staff records revealed 2 of 3
staff reviewed had only held Basic Life Saving
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certification in their files (Staff B and C).
The findings include:

Areview of Staff B's facllity file by this surveyor on

revealed, she was hired on

. and provides direct care to residents,
including assistance with self-administration of
medications, which may occur while she is
waorking a shift(s) afone. A review of her file also
revealed Staff B is a Home Health Aide and has
current certification in Basic Life Saving (BLS)
training { - ). However, her file
did not reveal decumentation she had recelved/or
completed First Aid training as required for staff.

Areview of Staff C's facility file by this surveyor
on revealed, she was hired on

and interacts with residents providing
direct care and services, which she may provide
while working afone at the facility. A review of her
file revealed Staff C is a2 Home Health Aide and
has current certification in Basic Life Saving
{BLS) training { - ). However,
her file did not reveal documentation she had
received/or completed First Aid training.

In an interview with the Administrator on

at 12:12 PM, she stated facility staff
had First Aid training and referred to the BLS
documents in their files. This surveyor explained
1o her the regutation(s) regarding First Aid
training, and the difference between BLS and
First Aid training, to which she acknowledged. No
additional information was provided during the
survey.

Class #Hl
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59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licenses's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to return pursuant o Rule 88A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not inciuded on the log described in paragraph
().
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{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 428.177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

(i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate,

(k) All fire safely inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
10 Section 428.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years,

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
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investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview, the facility falled to ensure the visitation
policy was available and accessible to residents,
representatives and visitors.

The findings include:

Observation during the tour of the facility by this
SUIVEYor on did not reveal their
visitation requirernents on the visitor sign-in table
or posted anywhere in the facility.

In an interview with the Administrator on

at 9:22 AM, this surveyor made a
request for the facility's Visitation policy. The
Administrator confirmed that the visitation policy
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was not available for review and will contact her
consultant regarding it. No information was
provided during the survey.

Class
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22875,

43050254 & ) / :
Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upen beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
0, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
or-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to ensure staff interacting with residents
receive/complete the one-hour

training within 30-days of hire as required for 3 of
3 employees reviewed (Administrator, Staff A and
B,

The findings include:

A review of the Administrator's facility file by this
surveyor on revealed, she was hired
on and provides direct care to
residents, including assistance with
self-administration of medications. However,
review of her file did not reveal documentation
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she had received/ completed the one-hour
video as required.

Areview of Staff B's facility file by this surveyor on
revealed, she was hired on
, and provides direct care to residents,
including assistance with self-administration of
medications (as observed by the surveyor).
However, review of her file did not reveal
do fon she had 2
the 1-hr video as required.

A review of Staff C's facility file by this surveyor
on revealed, she was hired on

and interacts with residents providing
direct care and services. However, review of her
file did not reveal documentation she had
receivedfor completed the 1-hr video
as required.

In an interview with the Administrator on
at 12:12 PM, she stated she was
unaware of the requirement and that she will
speak with her consultant regarding the
f No additi I ion was
provided during the survey.

Class
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