Agency for Healih Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 02/26/2028
FORM APPROVED

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11867521

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

R
01/28/2026

NAME OF PROVIDER OR SUPPLIER

8933 NW 172ND TER
HIALEAH, F1. 33018

PALMETTOALF I, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

[
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 (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

(A 000}

(A 052}
$8=D

Initiat Coraments

A biannual and generator monitoring revisit was
conducted at Palmetto ALF Il on .
Deficiencies were identified at time of survey.

429.256(  ); 59A-36.008(3) Medication -
Assistance with Self-Admin

428.256

{3) Assistance with seif-administration of
medication includes: {a} Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to 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
{abeled 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 all of the
medications intended for the resident, including
narmes and dosages of such medications, and
must immediately be updated each time the
resident's medications or desages 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

A 000}

A052)
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assistanice 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
prescribed premeasured dose of medication into
the dispensing cup of the .
{4) Assistance with seif-administration of
medication does not include:
(&) 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

inistration of medications by any inj

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

that preciude 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
administration, 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) Assi with the self-administration of
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byan person as
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

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

. or older, trained to assist with seif
administered medication pursuant to the training
requirements of Rule 59A-36.011, F A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
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
to take medications as prescribed.

{c) 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 to take medication as
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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 sep and

dispensed in an easier fo use form, such as unit

dose packaging.

{f) Assistance with self-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

terms "judgment” and "discretion” mean

i vital signs and ing or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility falled to orally advise
Resident # 2 of the name and dose of the
medications. The facility faifed to obtain a written
waiver signed by Resident #2 to opt out of being
orally advised of the medication name and
dosage.

Findings:

An observation on at 8:34AM showed
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an over-the-counter lotions on
Resident # 5's dresser. {Photographic evidence
obtained)

An observation on al 7:29AM showed
Staff B started to punch out the medications from
the packs. All the sudden Resident #2
stated, "l need to go to bathroom” and just walked
away. Staff B kept punching out all 12
maedications from the bingo cards and poured
them info a red plastic disposable cup.

An observation on al 7:31AM showed
Resident #2 came 1o the scene, as Staff B
gave all 12 medications from the red cup to the
resident without mentioning the medication and
what it was for,

In an interview on at 7:33AM, Staff 8
was asked if this way you always give
medications to the residents, she stated, "Yes, |
always do it this way.”

During the exit conference on at
7:58AM, the Administrator was told that Staff B
did not orally advised Resident #2 of medication
name and dosage during the medication pass,
and waiver was not located in Residents #2's
record, the Administrator stated, "l am not sure
what that is.”

Review of Resident #2's chart did not show a
written waiver to opt out of being orally advised of
the medication name and dosage.

Uncorrected
Class HHl
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$5=D| & Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

{1) Any assisted living facility in which the agency
has documented a class | or class Il deficiency or
uncorrected class 1} deficiencies regarding
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 to any penalties
imposed under s. 429.18, be required 1o employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consultant
shall, at a minimum, provide onsite quarterly
consultation 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 with the self- 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)

{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. Haclass |, class i, or uncorrected class il
deficiency directly relating to facility 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 faciity in writing that the facility must
employ or contract the services of a pharmacist
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ficensed pursuant to Section 465.0125, F.S., or
registered nurse as determined by the agency.

2. After ing and i ing a i
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 i deficlency and within 14 working days
of the notice of an uncorrected class I
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, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to 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, interview, and record
review the facility is required to employ the
consultant services or a licensed registered nurse
or pharmacist who will provide onsite quarterly
consultations until it is determined that such
consultation services are no longer required. The
facifity has an uncorrected class il deficiency of
Medication-Over the counter {OTC) products and
a new class HI deficiency of Medication-Over the
counter {OTC) products and not orafly advising
Resident #2 of the medication name and dosage.
Findings:
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An observation on at 6:34AM showed
fotions on the counter on the Resident
# &'s dresser. (Photographic evidence obtained)

An observation on at 7:29AM showed
Staff B started to punch out the medications from
the bingo cards. All a sudden Resident #2 stated,
" need to go to bathroom” and just walked away.
Staff B kept punching out all 12 medications from
the bingo cards and poured them info a red
plastic disposable cup.

An observation on at 7:31AM showed
Resident #2 came 1o the scene, as Staff B
gave all 12 medications from the red cup to the
resident without mentioning the medication and
what it was for.

In an interview on at 7:33AM, Staff B
was asked if this way you always give
medications to the residents, she stated, "Yes, |
always do it this way."

It an interview on at 7:34AM, the
Administrator was advised of the medication pass
with Staff B and asked if Resident #2 had a
written waiver in the chart, the Administrator
stated, " am not sure what that is. | think he does
not have one in his chart. | was not aware that it
was needed."

Review of Resident #2's chart did not show a
written waiver to opt out of being orally advised of
the medication name and dosage.

Class #ll
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{3) OTHER REQUIREMENTS.

{a) All facilities rmust;

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comforteble bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personat effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not
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Continued From page 9
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that all existing architectural,

i electrical, and systems
and appurtenances were maintained in good
working order.

Findings:

An observation on at 6:41AM
revealed no access 1o a lamp or dresser in #

for Resident # 3. (Photographic evidence
obtained)

In ant interview on at 6:42AM, Staff B
was asked why Resident #3 did not have a lamp
or a dresser, Staff B stated, "Well, | did not know
she had to have one.”

In an interview on at 7:58AM, the
Administrator was advised that Resident #3 was
lacking a lamp and a dresser, the Administrator
stated, "OK, | understand.”

Class ill

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained.
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to

A182

A 180
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immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Fagcility 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
fisting the names of ali 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 | s 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 facility but
intending to refurn pursuant to Rule 59A-36.018,
F.A.C. 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 included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with docurnentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

() The facility's liability insurance policy required
in Rule 59A-36.013, FAC.

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

{g) The admission package presented to new or
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prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.AC,
{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 429.177,

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

{i) Al foed 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
license or certificate to operate.

{k) Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
10 Section 428.435, F.S,, and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381,031, F.8,, and Chapter 84E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
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
10 subsection 59A-36,007(10), FA.C.;

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

{s) The facitity'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.8.;

{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 interview and record review, the facility
failed to ensure that its admission and discharge
log contained the addresses to which residents
were discharged.

Findings include:

Areview of the facility's admission and discharge
iog revealed that the log did not contain the

addresses of where residents were discharged to.

{Photographic evidence obtained}

During an interview on at 7:25AM,
when informed that the admission and discharge
log did not contain discharge addresses, the
Administrator stated, " did not know about that,
you guys should be worrying about if we have
abused or neglect our residence.”
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