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Initial Comments.

Unannounced Licensure Comptaint
{#2021005266) and Focused
surveys were conducted on

ALF, inc.

Control
at Sela

The Complaint (#2021006266) was substantiated
with deficient practice at the time of the survey
with an additional unrelated deficiency identified
at the time of the visit.

59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
(c} If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any fimitations must be specified;
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for example, “as needed for, ., not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facitity may then obtain a revised label from the
pharmagcist or place an “alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

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

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

drugs that are di by a health

care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident's name for
whom they were dispensed, and the date they
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were dispensed. If the sample or complimentary
iption drugs are not inthe

manufacturer's labeled package, they must be

kept in a container that bears a label containing

the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

{h) Pursuant to section 465.0278(2)(c), F.S.,

pefore dispensing any sample or complimentary

prescription drug, the resident’s health care

provider must provide the resident with a written

prescription, or a faxed or electronic copy of such

order.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure accuracy of medication
administration and failed to follow a medication
dosage change as ordered by the Physician for 1
of 3 sampled residents (Resident#1).

The findings included:

Review of the Medication
Observation Record {MOR) for Resident #1
revealed Resident #1 was receiving |

0.5 milligrams (mg) 2 tablets (1 mg) at 8:00 AM
and 0.5 mg at 8:00 PM.

Review of the clinical record for Resident #1
revealed a Physician Order prescription dated

to decrease the | t0 0.5
mg twice a day and to discontinue the 1 mg
administered for the AM dose.

Review of Resident #1's MOR from
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through and through
,revealed the | medication
orders were not changed in the facility's
documents or on the residents MOR and
Resident #1 was receiving 1.5 mg of
daily and not 1 mg daily as ordered by the
Physician on . Resident #1 was
discharged from the facility on anda
review of the . MOR af the time of
discharge, revealed the criginal order of
. 0.5 mg two tabs in the morning and
0.5 mg in the evening remained on the MOR.

During an interview conducted with the

ini and Assistant i on

at approximately 4:00 PM, they

confirmed the prescription was never sent to the
pharmacy and the dosage was not changed for
Resident #1. They further stated the Assistant
Administrator usually handles receiving and
forwarding the prescriptions to the pharmacy,
however she was out during that time when the
prescription was received from the Physician. The
Administrator confirmed he was in charge while
the Assistant Administrator was out. The
Administrator missed the new order, the
prescription was not sent to the pharmacy and
the medication orders were not changed in the
MORs.

Class Il

429.23( & ) FS; 59A-36.016 FAC Risk
Mgmt & QA; Adverse Incident Report

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements -

{1} Every facility licensed under this part may, as
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part of its administrative functions, voluntarity
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports, For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident ' s condition and resuits in:

1 B

2. or ., damage;

3. Permanent ;

4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the fransfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

(b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3} Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency * s online portal, or if
the portal is offline, by electronic mall, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
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incident, and the status of the facility ‘s
investigation of the incident,

{4) Licensed facilities shall provide within 15
days, through the agency ' s online portal, or if the
portal is offline, by electronic mail, a fulf report to
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility ' s investigation into the adverse
incident.

{6) , neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

({7} The information reported to the agency
pursuant o subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 485 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s, 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
$.456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciptinary action
by the appropriate board, the agency shaii report
this fact to such regulatory board.

(9) The adverse incident reports and preliminary
adverse incident reports required under this
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section are confidential as provided by faw and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

59A-36.016 Adverse Incident Report.

(1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
section 429.23(3), F.8., must be submitted within
1 business day after the incident pursuant to rule
59A-35.110, F.A.C., which requires ontine
reporting.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1),
above, the facility must subrmit a full report within
15 days of the incident. The full report must be
submitted pursuant to rule 59A-35.110, F.AC.,
which requires online reporting.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to notify a resident's Power of Attorney
{POA) of an injury of unknown origin for 1 of 4
sampled residents, Resident #3, and failed to
conduct an investigation into the possible cause
of the injury of unknown origin for Resident #3.

The findings included:

On at approximately 10:00 AM during
an observational tour, Resident #3 was observed
sitting in her wheelchair in her bedroom. Resident
#3 was observed with both her having dark
discolorations.

On at 11:40 AM, an interview was
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conducted with one of Resident #3's POAs, who
stated she noticed the discolorations on her
family members today upon arrival. She
stated she visited last week, and she did not
observe any discolorations. She stated the facility
had not contacted her regarding the
discolorations.

During an interview with Caregiver Staff A on

at approximately 4:49 PM, she stated
she had observed the discoloration on

and she reported these findings to the
Assistant Administrator. Al this time, the
Administrator stated he notified the 2nd POA of
the discalorations.

On at 10:33 AM, a telephone
interview was conducted with Resident #3's 2nd
POA who stated she noticed the discoloration on
her family members on however
she did not mention this to anyone. She stated
she visited last week and there were no

i i to her family . She
confirmed she had not been notified by anyone at
the facility of the discolorations or the cause of
the discolorations.

On at 5:30 PM, during an interview
conducted with the Administrator and the
Assistant Administrator, they confirmed they had
not conducted an actual investigation, but felt the
were self-inflicted. The Administrator and
Assistant Administrator could not produce any
documentation of an incident report being
completed when the were discovered, no
investigation into how the resident sustained the
 or any measures put in place to prevent
Resident #3 from sustaining injury in the future,

Class Ili

AHCA Form 3

STATE FORM

20-0007

s

NMMJT

f continuation sheet 8 of §



PRINTED. 06/16/2021

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968337 B. WING 05/10/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4080 NORTH 35TH AVENUE
SELAALF, INC
HOLLYWOOD, FL 33021
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}

AHCA Form 3020-0001
STATE FORM

s

NMMJT f continuation sheet 8 of §



