Agency for Healih Care Administration

PRINTED: 01/06/2025

FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11669343

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

R
12i04/2024

NAME OF PROVIDER OR SUPPLIER

HOME AWAY ALF, LLC

14638 SW 139TH PL.

MIAML, FL

33186

STREET ADDRESS, CITY, STATE, ZIP CODE

o4y 1D
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(x5)
COMPLETE
aTE

(A 000}

A 054
$8=D

Initiat Coraments

Arevisit to a re-licensure survey was conducted
on at Home Away ALF LLC, The
provider had deficiencies at the time of the
survey.

B9A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the ipti
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 assistance with self-administration of
tcations or medication administration. A
medication 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
. theresident may have;

2. The name of the resident’s health care
provider and the health care provider'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
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.$., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have an accurate Medication
Observation record (MOR)for three out of eight
sampled residents (Resident #1 and #2 and #8).
The facility also failed to have a current
medication observation record for one out of six
sampled residents (Resident #7) and it did not
have the name and telephone number of the
primary physician on the MOR from previous
month { )

Findings as follow:

On at 7:30 AM When asked Staff B if
residents took medications that morning she
stated " Yes, at about 6:00 AM something"

Review of medication the facility's medication
observation record (MOR) showed the followed
medications of Residents #1, #2, and #8
scheduled to be taken at 7:00 AM were not
initialized as given:
Resident #1
. 50 mg tab 1 {ab by a
day 7:00 AM- It was not initialized as given
Resident #2
50 mg tab 1 tab by once a day
7:00 AM- it was not initialized as given.
Resident #8
145 mg 1 tab daily 7:00 AM

In addition there was no Medication Observation
Record for the month of of 2024
available for review for Resident #7. Review of
the medication observation record for

showed Resident #7 was hospitalized on

{marked H) and the medication sheet

did not show the name of the Doctor, phone
number or Pharmacy name.
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429.42 Pharmacy and dietary services.-

{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
ur class i fenci i
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

i igation in resp: toa int, shall, in
addition to or as an alternative fo any penaities
imposed under s. 429,18, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consuitant
shall, at a minimum, provide onsite quarterly
consuttation until the inspection team from the
agency determines that such consultation
services are no longer required.

{2) A corrective action plan for deficiencies
related to assi with the seff- inistration
of medication or the administration of medication
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be life-threatening.

58A-5.033(3)
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On at 10:00 AM the Administrator
acknowledged there were medications that were
not marked as given in the MOR adding there
was not MOR for Resident #7 because she was
in the hospital.
Class Hil
AO0SB 429.42( )FS; 58A-5.033(3)(a) FAC Pharmacy 058
$8=D| & Dietary; Uncorrected Deficiencies
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{3) EMPLOYMENT OF A CONSULTANT.

(a) Medication Deficiencies.

1. ¥ a class |, class i, or uncorrected class it
deficiency directly relating to facifity medication
practices as established in Rule 58A-5,0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
licensed pursuant to Section 465.0125, F.$., or
registered nurse as determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2},
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or #f deficiency and within 14 working days
of the notice of an uncorrected class 1l
deficiency. The facility must have available for
review by the agency a copy of the ticense of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, guarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facifity
administrator that deficiencies are corrected and
staff has been trained fo ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility must develop a corrective
action plan for Class Il uncorrected
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medication-related deficiencies found, The facility
is required o employ the consultant services of a
pharmacist licensed, or Registered nurse who wifl
at a minimumn, provide quarterly consultations
until an inspection from the Agency's personal
determine that such consult services are not
{onger required.

Findings as follow:

A review of past inspection reports revealed that
on . the facility was cited.for deficient
practice regarding medication storage and
disposat as well as medication labeling and
orders.
Areview of medication records during an
inspection on revealed that the facility
failed to maintain an up-to-date medication
observation record for three out of eight sample
residents (Residents #1, #2, #8) and, it failed to
have a current medication observation record for
one out of six residents (Resident #7) whose
record from previous month { ) did not
have the name and telephone numbsr of the
primary physician, Further review revealed that in
addition there was no Medication Observation
Regord for the month of of 2024
available for review for Resident #7. Review of
the medication observation record for

showed Resident #7 was hospitalized on

{marked H) and the medication sheet

did not show the name of the Doctor, phone
number and, Pharmacy name.
On at 10:00 AM the Administrator
the facility icat
record was not updated accordingly and she aiso
acknowledged the medication observation record
of Resident #7 was missing.

observation
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