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A 000 Initial Comments 1 AGOO
Limited Nursing Services (LNS) monitoring was
; conducted on Gloria Assisted Living
Facility had deficiencies found at the time of the
visit.
A079 58A-5.019(4) FAC Staffing Standards - Levels AQ79
(4) STAFFING STANDARDS.
(@) Minimum staffing:
1. Facilities shall maintain the following minimum ¢
staff hours per week: ¢
Number of Residents  Staff Hours/Week
0-5 168
8-15 212

16-25 253

26-35 204

36-45 335

46-55 375

56-65 416

66-75 457

76-85 498

|
i
H
i
|
]
H
i
1
i
|
i

For every 20 residents over 95 add 42 staff hours
per week. i
2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within 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 facility.

3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all g
hours of the day and night. !
4. At least one staff member who is trained in

i First Aid and , as provided under Rule
58A-5.0191, F A.C., shall be within the facility at
all times when residents are in the facility. |
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5. During periods of temporary absence of the |

| the premises, a staff member who is at least

standards as described in Rule 58A-5.0182,
[FAC.

Continued From page 1 E

>F or ger when rest are on

_ . must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator 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 facility ' s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwithstanding the minimum staffing

req inp ph (a), all
facilities, including those composed of
apartments, shall 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

{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or !
representatives, specific {o the resident ' s care. 1
(d) The facility shall be required to provide staff |
i
|

immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
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i
i
increase staff above the minimum levels i
| established in paragraph (a) if the Agency !
determines that adequate supervision and care |
are not being provided to residents, resident care |
..lin Rule 58A-6.0182, FAC., |
are not being met, or that the facility is failing to
meet the terms of residents ' contracts, The
Agency shali consult with the facility administrator
and resi regarding any ination that
additional staff is required.
1. When additional staff is required above the
minimum, the agency shalf require the
subrmission, within the time specified in the
nofification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
| be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
| staffing, modifications may be made in staffing
| requirements for the facility and the facility shail
i no longer be required to maintain a plan with the
agency. i
| 3. Based on the recommendations of the local |
fire safety authority, the Agency may require |
additional staff when the facility fails to meet the f
i
i
|

; fire safety standards described in Section 420.41, :
F.$., and Rule Chapter 69A-40, F.A.C_, until such !
time as the local fire safety authority informs the |
Agency that fire safety requirements are being

s met.

{e) Facilities that are co-located with a nursing |
home may use shared staffing provided that staff |
hours are only counted once for the purpose of i

. meeting either assisted living facility or nursing |
home minimum staffing ratios.
(f) Facilities holding a limited mental health, ;

[ Ao79
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extended congregate care, or limited nursing !
services license must also comply with the
staffing requirements of Rule 58A-5,029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on staff schedule review and interview, the
facility failed to ensure the minimum staff hours
per week were maintained.

Findings:

During the facility tour at approximately 11 AM,
the staff stated there were 6 residents in the
facility. The administrator arrived at
approximately 11:30 AM and confirmed the i
census was 6 residents.

Review of the facility staff schedule at
approximately 11:30 AM, for the week of E
to ... ..irevealed 184 staff hours. Basedona
census of 6 residents, the facility needed 212 f
hours weekly. i
H
i

The administrator stated at the time, that she :
spent more time in the facility than she wrote on |
the schedule. |

Class il

A 084 58A-5.0191(5) FAC Training - Assis Self-Admin A0B4

Meds & Med Mgmt

{5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assi with seif- ini
medications as described in Rule 58A-5.0185,
&FCA Form 3020-0001
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F.AC., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

(a) Training must cover state law and rule
requirements with respect to the supervision,

i administration, 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 medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions 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 shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

{b) The fraining must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to;

1. Read and understand a prescnpnon Iabe

2. Provide with

58A-5.0185, F.A.C,, including:

{ a. Assist with oral dosage forms, | dosage
[ forms,and 1 .. and nasal
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

accordance with Section 428,256, F.S., and Ru!e

ol
1

i
|
i
]

i
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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; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
(c) Unlicensed persons, as defined in Section
429.256(1)(b), F.8., who provide assistance with
self-administered medications and have
successfully compieted the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self: ini d medications
and safe medication practices in an assisted

training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record personnel record review and
interview, the facility failed to ensure 3 of 3
unlicensed staff (A, B & C), who assisted

: with seif- ini ion of ication
received a 4 hour training regarding assistance
with self-administration of medication in an
assisted living facility and 2 hours update

review did not provide evidence to confirm she
attended the required initial 4 hours of training.

living facility. The 2 hours of continuing education |

I
i
i
|
i
I
i
i

regarding medication practices, yearly thereafter. |

Findings:

1. Personnel record review for staff A at H
approxi 12 noon led she az2;
hour medication class on . Continued

| AO84
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2. Personne record review for staff 8 at

appr 12 noon led she ded a2
hour medication class on and another 2
hours on Continued review did not

provide evidence to confirm she attended the
required initial 4 hours of training.

3. Personnel record review for staff C, the

EL: rfowner, at approxi 12 noon
revealed she attended a 2 hour medication class
on . . Continued review did not provide

evidence to confirm she attended the required
initial 4 hours of training. The administrator
stated at the time that she staff attended the 4
hour class but was unable to locate her
certificate. She added that staff A and B would
need the 4 hour class. i

Class Iit

{2) STAFF RECORDS.
{a) Personnel records for each staff member shall i
contain, at a minimum, a copy of the ongmal

employment ication with
and verification of freedom from communicable
including in addition,

records shall contain the following, as applicable: }
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, FAC,;
2. Copies of all licenses or certifications for afi
 staff providing services which require licensing or |
certification; }
3. Documentation of compliance with level 1 |
background screening for all staff subject to
screening requirements as required under Rule
58A-5.019, FAC;
4. A copy of the job description given to each staff |

A161] 58A-5.024(2) FAC Records - Staff A161
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member pursuant to Rule 58A-5.019, F A.C, for
facilities with a licensed capacity of seventeen
(17} or more residents; and

L5 Documentanon of fa_cullty direct care staff and

in resident elop
drilis pursuant to paragraph 68A-5.0182(8)(c),
FAC.
(b} The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,
FAC.
(c} The facility shall maintain the facility * s written

i work schedules and staff time sheets as required
: under Rule 58A-5.019, F A.C, for the last 6

months.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility fa:led to ensure 1 of 3 sampled staff

records ¢ froma e
provider that mdlcated freedom from
communicable _._ ... .iincluding

#B).
Findings:

Personnel record review at approximately 12
noon revealed staff #B was hired in
Continued review did not reveal evidence to
confirm freedom from communicable

including . _. he administrator stated at the time

the staff needed a physical exam.
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EORIDAAGENCY FOR HEALT CARE ADMINITRATION

RICK SCOTT N ELIZABETH DUDEK
GOVERNOR Beftter Health Care for all Floridians SECRETARY
2013
Administrator

Glory Assisted Living Facility
7221 Udine Avenue
Orlando, FL. 32819

Dear Administrator:
Re: LNS monitoring

This letter reports the findings of a state ficensure survey that was conducted on 2013 by
representative(s) of this office,

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2013, to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency’s website at
http://ahca.myflorida.com/Publications/Forms.shim! as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure
.
Headquarters Ornlande Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca myfiorida.com

400 W. Robinson 8t., Suite $-308
QOrlando, FL 32801
Phone (407) 420-2502; Fax (407) 245-0998




